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Primary Care POSS 
We are interested in assessing the barriers and solutions to improving continuity of care 

for youths identified as at risk for suicide. Specifically, we want to better understand how 
procedures and policies are managed within your practice and how well other service systems 
interact with you or your team when working with youth at risk for suicide. When we use the 
term “Youth” we mean aged 10-24 (unless otherwise noted). When filling out this survey, please 
respond for your organization related to individuals in this age range. 

We are interested in your honest opinion of the current working status of your program 
and your relationships with these other systems when it comes to managing at risk youth. Some 
parts of this assessment tool will be repeated at a later date to determine how things have 
changed over that time.      

NOTE: You cannot return to previous pages on this survey so consider answers carefully before 
advancing. You can stop the survey and use the same link anytime to come back to the same 
point as long as you are using the same IP address (i.e. the same computer). 

1. What is the organization or practice for which you are completing  this survey? If the
organization has one location, then the name is  sufficient. If there are multiple locations
or groupings, please be  specific about which practices are considered in your answers.

For example: "Stone Pediatric Primary Care" or "CHOP Primary Care- Norristown"

____________________________________________________________

2. In what county is the practice located? ______________________

3. How many years have you worked for this organization or practice? Please answer as a
number (i.e. "8" rather than "8 years").

___________________________________________________________

4. What is your position in this practice or organization?

____________________________________________________________

5. How many years have you been in this position? Please answer as a number (i.e. "8"
rather than "8 years").

___________________________________________________________



 
 

Adapted from the Zero Suicide Organizational Self-Study by the Pennsylvania  
Garrett Lee Smith Youth Suicide Prevention Grant team (2020).  

Page 2 of 16 

 
6. How often does a youth (age 10-24) express thoughts about suicide during at a routine 

visit?  

o Daily  

o Weekly  

o More than once a month  

o Every 1-3 months  

o Less than every 3 months  

o Never  

o Don't Know  
 
 

7. How often does a youth express suicide-related behaviors during at a routine visit?  

o Daily  

o Weekly  

o More than once a month  

o Every 1-3 months  

o Less than every 3 months  

o Never  

o Don't Know  
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8. Please consider whether you have established, written protocols as well as staff training 
in the following areas: 

 

Written protocol 
specific to this 

component of suicide 
care? (Click for Yes) 

Component 
embedded in 

electronic health 
record or easily 

identifiable in written 
forms? (Click for 

Yes) 

Provide staff training 
specific to this 

component of suicide 
care? (Click for Yes) 

Prevention Activities  ▢  ▢  ▢  
Screening  ▢  ▢  ▢  

Assessment  ▢  ▢  ▢  
Safety Planning  ▢  ▢  ▢  

Reducing Access to 
Lethal Means  ▢  ▢  ▢  

Engagement or 
communication with 
parents/caregivers  ▢  ▢  ▢  

Reentry  ▢  ▢  ▢  
Postvention (reducing 

others suicide risk 
and trauma after a 

suicide)  
▢  ▢  ▢  

Direct patient 
education  ▢  ▢  ▢  

 
 

9. Please provide any comments on the above information that may feel relevant. 

________________________________________________________________ 
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10. What type of formal efforts has leadership made through staffing to reduce suicide and 
provide safer suicide care?  

o The practice does not have dedicated staff to build and manage suicide care processes.   

o The practice has one leadership or supervisory individual responsible for developing 
suicide-related processes and care expectations. Responsibilities are diffuse. Individual 
does not have the authority to change policies.   

o The practice has assembled a team that meets on an as-needed basis to discuss 
suicide care. The team has authority to identify and recommend changes to suicide care 
practices.   

o The practice has a formal team that meets regularly. The team is responsible for 
developing guidelines and sharing with staff.   

o The team meets regularly and is multidisciplinary. The team modifies processes based 
on data review and staff input.   

 
 

11. What percentage (estimated) of the providers on your staff have been trained in: 
 0 10 20 30 40 50 60 70 80 90 100 

 
Suicide Risk Assessment 

 
Reducing Access to Lethal Means 

 
Safety Planning 

 
Parent/Caregiver Engagement 

 
Postvention 

 
Reentry 
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12. What advanced training on suicide prevention has been required of providers? This 
might include identification of youth at risk of suicide, risk assessment, safety planning, 
and/or other interventions. 

o The practice does not require staff to complete trainings on these topics nor offer these 
types of trainings.    

o The practice offers advanced training to clinical staff on one or more of these topics 
annually, but participating in training is not required of staff.   

o Advanced training is made available by the practice and is required of select clinical 
staff.   

o Training on identification of youth at risk for suicide, suicide assessment, risk 
formulation, and ongoing management is required of all clinical staff. The training used is 
considered a best practice and/or is research-informed.   

o Training on identification of youth at risk for suicide, suicide assessment, risk 
formulation, and ongoing management is required of all clinical staff. The training used is 
considered a best practice and/or is research-informed. Staff repeat training at regular 
intervals.   
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13. Please indicate the training approach or curriculum the practice uses to train providers
on suicide prevention skills:

▢ AMSR (Assessing Managing Suicide Risk) 

▢ CASE Approach (Chronological Assessment of Suicide Events) 

▢ Commitment to Living 

▢ QPRT Suicide Risk Assessment and Management Training 

▢ RRSR (Recognizing Responding to Suicide Risk) 

▢ RRSR- Primary Care 

▢ Suicide to Hope 

▢ ASIST (Applied Suicide Intervention Skills Training) 

▢ Kognito At-Risk in Primary Care 

▢ QPR (Question, Persuade, and Refer) 

▢ Connect Suicide Prevention/Intervention Training 

▢ QPR for Nurses 

▢ QPR for Physicians, PAs, NPs and Others 

▢ safeTALK 

▢ Other (please name) _____________________________________ 

14. Please indicate the minimum number of hours of training required annually for providers
in suicide risk identification and care:

________________________________________________________________ 



 
 

Adapted from the Zero Suicide Organizational Self-Study by the Pennsylvania  
Garrett Lee Smith Youth Suicide Prevention Grant team (2020).  

Page 7 of 16 

15. How does the practice screen for suicide risk in the youth it serves?  

o The practice relies on the clinical judgment of its staff regarding suicide risk.   

o The practice developed its own suicide screening tool but not all staff are required to use 
it.   

o The practice developed its own suicide screening tool that all staff are required to use.   

o The practice uses a validated screening tool but not all staff are required to use.  

o The practice uses a validated screening tool and staff are trained in its use and required 
to use it.   

 
 

16. Under what circumstances are youths screened for suicide risk? Select all that apply. 

▢ We do not screen for suicide risk  

▢ Clinicians screen when concerned about an individual student  

▢ We screen during a crisis evaluation  

▢ We do universal screenings of all youths on a yearly or semiannual basis  

▢ Other (Please describe) ______________________________________ 
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17. What tool(s) does your program use for suicide risk assessment and/or screening? 
Select all that are used: 

▢ We don't use one  

▢ One developed by our practice or locally  

▢ Columbia Suicide Severity Rating Scale (CSSRS)  

▢ Behavioral Health Screen (BHS)  

▢ Personal Health Questionnaire-9 (PHQ-9)  

▢ Child and Adolescent Needs Survey (CANS)  

▢ Ask Suicide Screening Questions (ASQ)  

▢ Other (Please name) ________________________________________________ 
 
 

18. What is the practice’s approach to safety planning when a youth is at risk for suicide 

o Staff do not create safety plans with youth  

o Staff do safety plans with youth based on their training and comfort  

o All staff create safety plans when a patient presents at elevated risk of suicide, although 
there are no specific templates or documents used.  

o All staff use a standardized safety plan template for all youth at elevated risk of suicide, 
as described in practice policies and protocols.  Plans are shared with parents/caregivers 
and other relevant parties (e.g., treatment providers).  

o All staff use a standardized safety plan template for all youth at elevated risk of suicide, 
as described in practice policies and protocols. Plans are shared with parents/caregivers 
and other relevant parties (e.g., treatment providers). Plans are regularly reviewed and 
modified as needed.  
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19. With whom is the safety plan shared? Check all that apply. 

▢ Youth  

▢ Parents/caregivers  

▢ Practice professionals (counselors, social workers, psychologists)  

▢ Referral sources  

▢ Copy placed in patient files or records  

▢ Other (Please describe) ________________________________ 
 
 

20. As a provider or supervisor, how easy is it to see if a safety plan was created for a youth 
presented with suicide risk?   

o Very Difficult  

o Difficult  

o Easy  

o Very Easy  

o Unable to do so  
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21. What is the practice’s approach to reducing access to lethal means? 

o The practice does not discuss reducing access to lethal means with youths and their 
parents/caregivers.   

o Discussion about reducing access to lethal means is up to the individual clinician’s 
judgment. The practice does not have procedures or provide any training on counseling on 
access to lethal means.  

o Reducing access to lethal means is expected for all youth at risk of suicide. However, 
any follow-up discussion with youth and/or parents/caregivers is up to the discretion of the 
individual clinician's professional’s judgment.  

o Reducing access to lethal means is expected for all youth at risk of suicide and should 
be discussed directly with the youth and/or parents/caregivers.  

o Reducing access to lethal means is expected for any youth determined to be at risk of 
suicide and should be discussed directly with the youth and/or parents/caregivers. Policies 
and procedures support these practices, along with accompanying documentation.   

 
 

22. How often do you or your staff conduct a follow-up call to see if referred youths received 
mental health or other support services?  

o Never  

o Rarely  

o Often  

o Always  

o I don't know  
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23. How often do you or your staff communicate with an inpatient psychiatric unit when one 
of your youth patients is being treated there? 

o Never  

o Rarely  

o Often  

o Always  

o I don't know  
 
 

24. How often do you get a discharge summary from the hospital when a youth is being 
discharged from a psychiatric unit? 

o Never  

o Rarely  

o Often  

o Always  

o I don't know  
 

25. What is your practice's approach to following up on patients who have recently been 
discharged from acute care settings (e.g., emergency departments, inpatient psychiatric 
hospitals)?  

o There are no specific guidelines for contact with those at elevated suicide risk.  

o The practice requires follow-up for individuals with suicide risk, but the parameters and 
methods are up to the individual clinician’s judgment.   

o Guidelines are directed to the individual’s level of risk and address one or more of the 
following: follow-up after crisis contact, transition from an emergency department, or 
transition from psychiatric hospitalization.   

o Guidelines are directed to the individual’s level of risk and address follow-up after crisis 
contact, non-engagement in services, transition from an emergency department, or 
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transition from psychiatric hospitalization. Follow-up for high-risk individuals includes 
distance outreach, such as letters, phone calls, or e-mails.   

o Guidelines are in place that address follow-up after crisis contact, transition from an 
emergency department, or transition from psychiatric hospitalization. Follow-up for high-risk 
individuals includes in-person or virtual home or community visits when necessary. Follow-
up and supportive contact for individuals on suicide care management plans are tracked in 
the electronic health record. Policies state that follow-up contact after discharge from acute 
settings occurs within 24 hours.   

 
 

26. What is the practice’s approach to quality improvement activities related to suicide 
prevention?  

o The practice has no specific policies related to suicide prevention and care, and it does 
not focus on suicide care other than care as usual. Care is left to the judgment of the clinical 
provider.  

o Suicide care is discussed as part of employee training.  

o Early discussions about using technology and/or enhanced record keeping to track and 
chart suicide care are underway. Suicide care management is partially embedded in an 
EHR or paper record.  

o Suicide care is partially embedded in an electronic health record (EHR) or paper record. 
Data from patients with suicide risk (using EHRs or chart reviews) are examined for fidelity 
to organizational policies and discussed by a team responsible for this.  

o Suicide care is entirely embedded in EHR. Data from chart reviews are routinely 
examined (at least every two months) by a designated team to determine that staff are 
adhering to suicide care policies and to assess for reductions in suicide. EHR clinical 
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workflows or paper records are updated regularly as the team reviews data and makes 
changes.  

 
 

27. To what extent do staff implement prevention (e.g. educational events, suicide 
prevention programs) in the schools or the community?  

o Not at all  

o Minimally  

o Somewhat  

o Moderately  

o A lot  
 
 
Please indicate to what extent you feel that primary care providers in your practice need further 
training in the following areas: 
 

28. Gatekeeper Training (Training for community members on identifying those who may be 
at risk for suicide, how to have a conversation with these individuals, and information on 
appropriate referrals) 

o Not Needed At All  

o Slightly Needed  

o Somewhat Needed  

o Highly Needed  
 
 

29. Policy and Procedures 

o Not Needed At All  

o Slightly Needed  

o Somewhat Needed  

o Highly Needed  
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30. Suicide Screening and Risk Assessment

o Not Needed At All

o Slightly Needed

o Somewhat Needed

o Highly Needed

31. Safety Planning

o Not Needed At All

o Slightly Needed

o Somewhat Needed

o Highly Needed

32. Suicide-specific Treatments and Therapies

o Not Needed At All

o Slightly Needed

o Somewhat Needed

o Highly Needed

33. Suicide Data Collection and Documentation

o Not Needed At All

o Slightly Needed

o Somewhat Needed

o Highly Needed
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34. Reducing Access to Lethal Means 

o Not Needed At All  

o Slightly Needed  

o Somewhat Needed  

o Highly Needed  
 
 

35. Parent/Caregiver Engagement 

o Not Needed At All  

o Slightly Needed  

o Somewhat Needed  

o Highly Needed  
 
 

36. Reentry 

o Not Needed At All  

o Slightly Needed  

o Somewhat Needed  

o Highly Needed  
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37. Postvention

o Not Needed At All

o Slightly Needed

o Somewhat Needed

o Highly Needed

38. Ethics

o Not Needed At All

o Slightly Needed

o Somewhat Needed

o Highly Needed

Thank you for completing the POSS Survey. We appreciate your assistance in helping us 
reduce youth suicide across Pennsylvania.   

This document was funded under award SM082107 by the Substance Abuse and Mental Health Services Administration 
(SAMHSA). The views expressed herein do not necessarily reflect the official policies of the Department of Health and Human 
Services, nor does mention of trade names, commercial practices, or organizations imply endorsement by the U.S. Government. 


