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Background/Significance Results Conclusion/Implications
* Suicide is a public health concern requiring accurate screening and risk  The odds of a positive suicide risk Figure 1. Percentage of Positive Risk Identified in Pre-Cohort (2010-2014) * Universal screening significantly
detection. The Joint Commission’s (TJC) National Patient Safety Goal screen increased by 12.26 times B Young Adulthood Middle Adulthood  ® Later Adulthood  ® Oldest Old increased identification of suicide risk
15.01.01 requires suicide risk screening for patients in psychiatric care among all non-psychiatric 40 in healthcare encounters, especially
settings and patients in non-psychiatric settings with behavioral encounters and by 9.39 in those for non-psychiatric care.
complaints. all psychiatric encounters. * Results underscore the potential
* Suicide decedents often have healthcare encounters for non-psychiatric * Positive screens more than doubled benefit of screening in all healthcare
care just prior to their death, suggesting a missed opportunity among non-psychiatric middle * encounters, as 78,448 positive screens
for intervention [1]. Adults over 84 have the highest rates of suicide adulthood patients. were for chief complaints that do not
and often visit primary care physicians in the year before suicide [2].  The percentage of post-positive require standardized screening.
 To improve risk detection, Parkland Health implemented universal screens in later adulthood increased 10
sumdg risk screenlr)g.m the emergency department, inpatient units, across all non.-sw.ude encgunters. D iSCUSSiOﬂ
and primary care clinics. * Among psychiatric complaints, l I .
middle adults consistently had the 0Non—Psychiatric Other Psychiatric :Jbstdnce Suicide/Self Harm * This longitudinal quality improvement

ick i ificati _ highest odds of positive screens. . e : .
Compal.'e rates of ad_ult risk identification pre. Dy % e p A Figure 2. Percentage of Positive Screens in Post-Cohort (2015-2021) program §|gn|f.|cantI.y m.crea.sed swc@g
AI M il and post-implementationby age group to examine ?C e ILIJ > have the hig esho > B Young Adulthood Middle Adulthood  m Later Adulthood  m Oldest Old risk identification, highlighting the utility
opportunities for improved suicide prevention. OT overall positive screens when 40 of universal screening protocols

reasons for encounter are combined
(OR = 8.64, p < .001) compared to all

regardless of chief complaint.

Methods * Implementing universal screening in
other deve!opmental age groups. non-psychiatric encounters yielded the
S | | N * Non-behavioral encounters (Non- highest overall risk identification in the
Suicide risk screening, demographic, and clinical data were Psych/Other) represented the overlooked later adult population aged

extracted from the electronic health record. highest odds of positive risk 65-84 (OR =17.02, p < .001).

Patients were grouped by required TJC suicide screening behavioral identification in |ater adults
complaints (Psychiatric, Substance related, or Suicide/Self Harm), compared to all other encounter
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