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BACKGROUND: Routine population-based screening for
depression is an essential part of evolving health care
models integrating care formental health in primary care.
Depression instruments often include questions about
suicidal thoughts, but how patients experience these
questions in primary care is not known and may have
implications for accurate identification of patients at risk.
OBJECTIVES: To explore the patient experience of rou-
tine population-based depression screening/assessment
followed, for some, by suicide risk assessment and dis-
cussions with providers.
DESIGN:Qualitative, interview-based study.
PARTICIPANTS: Thirty-seven patients from Kaiser
Permanente Washington who had recently screened pos-
itive for depression on the 2-item Patient Health Ques-
tionnaire [PHQ] and completed the full PHQ-9.
APPROACH: Criterion sampling identified patients who
had recently completed the PHQ-9 ninth question which
asks about the frequency of thoughts about self-harm.
Patients completed semi-structured interviews by phone,
which were recorded and transcribed. Directive and con-
ventional content analyses were used to apply knowledge
from prior research and elucidate new information from
interviews; thematic analysis was used to organize key
content overall and across groups based on endorsement
of suicide ideation.
KEY RESULTS: Four main organizing themes emerged
fromanalyses: (1) Participants believed being asked about
suicidality was contextually appropriate and valuable, (2)
some participants described a mismatch between their
lived experience and the PHQ-9 ninth question, (3)
suicidality disclosures involved weighing hope for help
against fears of negative consequences, and (4) provider
relationships and acts of listening and caring facilitated
discussions about suicidality.
CONCLUSIONS:All participantsbelievedbeingaskedques-
tionsabout suicidal thoughtswasappropriate, thoughsome

whodisclosedsuicidal thoughtsdescribedexperiencing stig-
ma and sometimes distanced themselves from suicidality.
Direct communication with trusted providers, who listened
and expressed empathy, bolstered comfort with disclosure.
Future research should consider strategies for reducing
stigma and encouraging fearless disclosure among primary
care patients experiencing suicidality.
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INTRODUCTION

Behavioral health care is being increasingly integrated into pri-
mary care settings.1 Population-based screening for depression is
an essential part of behavioral health integration and is recom-
mended by experts in primary care settings to ensure patients in
need of care are accurately identified.2, 3 Though the US Preven-
tive Services Task Force has identified insufficient evidence to
endorse widespread recommendations for screening for suicide
risk, depression screening instruments often include questions
about suicidal ideation and these questions have been shown to
predict subsequent suicide attempts.4–6 For example, the 9-item
Patient Health Questionnaire [PHQ-9] is broadly used to identify
patients with depression, and the ninth question asks about
frequency of “thoughts you would be better off dead, or of
hurting yourself in some way” in the past two weeks.7

It is not currently possible to know when or if patients are
suicidal by means other than asking directly. Because nearly
half of persons who die by suicide have a primary care visit in
the month prior to their death,8, 9 and studies have identified
that endorsement of suicidal thoughts on screening questions
has predicted subsequent suicide attempts/deaths,4–6 asking
patients routine questions about suicidality (suicidal ideation,
intent, and plans) in primary care settings may be a critical
preventive measure.10 However, the link between asking pa-
tients about suicidality and the ability of providers and health
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systems to help prevent suicide is unclear. For instance, one
study showed one-fourth of suicide attempts occurring within
a week of patients completing the PHQ-9 were among patients
responding “not at all” to the ninth question.5 It is possible that
these patients were not experiencing suicidal thoughts at the
time of the visit; it is also possible that patients underreport
suicidal thoughts or misinterpret the questions.
Previous studies have explored reasons some suicide at-

tempt survivors did not report suicidal ideation prior to at-
tempt11 and Veterans’ experiences of a suicide risk assessment
process.12 However, additional research is needed to under-
stand how primary care patients experience and answer ques-
tions about suicidal ideation in the context of routine depres-
sion screening. Therefore, we conducted semi-structured qual-
itative interviews with a sample of primary care patients who
screened positive for depression and were assessed for symp-
tom severity with the PHQ-9. Though all patients screened
positive for depression, not all endorsed suicidal ideation; a
portion were offered more comprehensive assessment for sui-
cide risk. Thus, we purposively stratified our sampling based
on endorsement of suicidal ideation to understand perceptions
of primary care patients with varying experiences of depres-
sion screening and suicide risk assessment.

METHODS

Study Setting

The study was conducted at Kaiser Permanente [KP] Washing-
ton, where primary care patients are given a 7-item self-adminis-
tered paper questionnaire by a receptionist or medical assistant
prior to their visit, including the PHQ-2 for depression,13 and
questions about substance use 14–17 to prompt discussions with
providers and guide clinical decision-making. Patients are asked
to complete the remaining seven questions of the PHQ-9 when
their response to the PHQ-2 is positive (≥ 2 on either question).7

Patients who score 2 “more than half the days” or 3 “nearly every
day” on the PHQ-9 ninth question are asked to complete a self-
administered paper version of the Columbia Suicide Severity
Rating Scale [C-SSRS] (see www.cssrs.columbia.edu).18–20 For
patients endorsing any past month planning for suicide attempt,
staff are prompted to initiate a same-day referral to a primary care
social worker or registered nurse for collaborative safety plan-
ning.21–23

Study Sample

Weused electronicmedical record [EMR] data to identify eligible
patients (N = 100) who had screened positive on the PHQ-2 and
completed the PHQ-9. We used a purposive sampling distribu-
tion defined by specific criteria24 to recruit demographically
diverse patients endorsing across the full PHQ-9 ninth question
options of thought about self-harm (N = 30 “not at all,” N = 20
“several days,” N = 20 “more than half the days,” N = 30 “nearly
every day”) and somewhowere further assessed by the C-SSRS.

We aimed to interview 30–40 participants to maximize thematic
saturation. We excluded minors (< 18) and anyone currently
enrolled in a suicide prevention trial.
Eligible patients received an invitation letter and information

sheet describing the study purpose and procedures, how they were
selected, and a phone number to opt-out. Interviewswere conduct-
ed as soon as possible following screening to help patients accu-
rately recall their experiences.25 Participants provided oral consent
by phone and received $50 for participation. All study procedures
were approved by the KP Institutional Review Board.

Telephone Interview

Two psychologists (UW, EL) and one health services research-
er (JR), all trained in qualitative interview techniques, con-
ducted audio-recorded interviews by telephone. The interview
guide (online appendix) was designed, mindful of suicide-
related stigma, to begin with general questions to help build
rapport before probing participants for details about their
experiences with questions about suicidal ideation and suicide
risk when applicable. Question development considered pre-
vious research regarding why providers may choose not to
discuss suicide risk with patients26 and may address suicidal
thoughts in unhelpful or harmful ways,27, 28 as well as patient
perspectives on the PHQ-9 questions.29

Analysis

We summarized the demographic and patient-reported character-
istics of participants and compared participants’ responses with
the PHQ-9 ninth question on thoughts of self-harm (also used for
sampling). Audio-recordings of interviews were professionally
transcribed and uploaded into Atlas.ti30 for qualitative analysis
along with their screening and assessment data from the partici-
pants’ EMRs. We used a combination of directive content anal-
ysis (deductive) to apply knowledge from prior research and
conventional (inductive) content analysis,31 to elucidate new
information about the patient experience. Interviews were coded
by investigators trained in qualitative methods (JR, SH) using a
set of codes developed a priori based on the interview guide. Both
coders added and refined codes iteratively through independent
review, followed by several rounds of comparison and discus-
sion. Once all interviews were coded by at least 1 coder (10
interviews were coded by both), the coders created an affinity
diagram to organize codes into a thematic network,32 and
assessed whether themes differed based on report of thoughts
about self-harm. The full investigative team refined themes and
agreed on prototypic examples.

RESULTS

Participant Characteristics and Screening
Results

Of patients sampled (N = 100), 11 refused participation, 12
were unreachable, and 37 were interviewed before recruitment
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ended when thematic saturation was reached. Interviews lasted
an average duration of 15.4 min (ranging 5–29). Participants
included men and women age 20–95 (Table 1). All partici-
pants had current depressive symptoms at the time of their visit
(mean PHQ-9 score = 17.6, SD 6.4), and those who endorsed
having some thoughts about self-harm on the PHQ-9 ninth
question (N = 28) reported greater symptom severity (PHQ-9
mean score 20.1 versus 9.7, p < .0001).

Organizing Themes

Four organizing themes emerged from analysis (see Fig. 1):
(1) Participants believed being asked about suicidality was
contextually appropriate and valuable, (2) some participants
described a mismatch between their lived experience and the
PHQ-9 ninth question, (3) suicidality disclosures involved
weighing hope for help against fears of negative conse-
quences, and (4) provider relationships, and acts of listening
and caring facilitated discussions about suicidality.

Theme 1: Participants Believed Being Asked
About Suicidality Was Contextually
Appropriate and Valuable

All participants, with and without reported thoughts of
self-harm, said depression screening followed by
suicidality assessment was appropriate in the context of
a primary care visit. Participants specifically described
how the questionnaires provided important information
to their doctors: “Well, I just think that when you go
into, especially a new primary care doctor, that they
know all of the basic history, and that is part of history
for a lot of people (P8).” Participants described how
questions are a way to get help, as one asserted, “def-
initely appropriate, especially in regard to trying to
discuss with [providers] options to treat depression
(P14).” Other participants described how the questions
were “good for screening (P2)” and “predicting what
may happen to my health (P13),” as well as the neces-
sity to ask because, “I think it’s the only way they can
judge [mental health] (P6).”
Other participants described how the questions were

valuable for self-reflection: “I feel like it’s also just a
good gauge for me as a person… it reminds me, ‘Oh,
well, this is something I’ve experienced in the past two
weeks (P4).’” However, participants also said self-
reflection about suicidality could be difficult, though
still important to ask about:

It’s always difficult, kind of the [questions] of self-harm
and suicide, but I think it’s important to ask… You don’t
want to have these thoughts. Yet you have them. I don’t
like it but the way I answer it is the truth (P37).

Similarly, another participant described questions about
depression and self-harm as “relevant” and “important,” but
found it difficult to share about a topic generally kept private:

Whenever I fill one of those things out I feel like all of
them are uncomfortable, only because it’s making you
take a look at yourself and it’s sometimes really hard to
be honest with yourself when you have a problem. So,
it’s always uncomfortable because it’s letting some-
body that you don’t know into probably the deepest
secrets you have (P17).

Table 1 Participant Characteristics and Screening Results

PHQ-9 Q9 thoughts of self-
harm (past 2 weeks)

Score = 0 Score = 1–3

N % N % N %

Female 25 68% 7 78% 18 64%
Age category
20–35 11 30% 1 11% 10 36%
36–50 11 30% 4 44% 7 25%
51–70 10 27% 0 0% 10 36%
> 70 5 14% 4 44% 1 4%

Race/ethnicity
White 28 76% 5 76% 23 82%
Black 3 8% 2 22% 1 4%
Asian 2 5% 1 11% 1 4%
Hispanic 2 5% 0 0% 2 7%
Am Indian 1 3% 1 11% 0 0%
Unknown 1 3% 0 0% 1 4%

AUDIT-C alcohol use category
Non-drinker 13 35% 3 33% 10 36%
Low risk

(women 1–2, men 1–3)
11 30% 3 33% 8 29%

Moderate risk
(women 3–7, men 4–7)

11 30% 3 33% 8 29%

High risk (women and
men ≥ 7)

0 0% 0 0% 0 0%

Did not answer 2 5% 0 0% 2 7%
Illicit drug use (any past year)
Yes 2 5% 0 0% 2 7%
No 33 89% 9 100% 24 86%
Did not answer 2 5% 0 0% 2 7%

Marijuana use (any past year)
Yes 7 19% 0 0% 2 7%
No 27 73% 9 100% 24 64%
Did not answer 3 8% 0 0% 2 11%

PHQ-9 score (mean,
SD)

17.6 6.4 9.7 4.7 20.1 4.5

PHQ-9 category
Mild (5–9) 6 16% 6 22% 0 0%
Moderate (10–14) 4 11% 0 0% 4 14%
Moderately severe

(15–19)
8 22% 3 11% 5 18%

Severe (20–27) 19 51% 0 0% 19 68%
PHQ-9 Q9
Never (0) 9 24%
Several days (1) 8 22%
More than half the

days (2)
11 30%

Nearly every day (3) 9 24%
*C-SSRS received 14 38%
Score 0 1 7%
Score 1 5 36%
Score 2 3 21%
Score 3 2 14%
Score 4 1 7%
Score 5 1 7%
Score 6 1 7%

*Routinely administered only to patients who score 2 or 3 on the PHQ-9
ninth question at KP Washington. Score = number of highest question
endorsed, indicating greater suicide risk severity

2077Richards et al. : Asking About Suicidality in Primary CareJGIM



Theme 2: Some Participants Described a
Mismatch Between Their Lived Experience and
the PHQ-9 Ninth Question

Some participants, primarily those who reported thoughts
of self-harm, felt language in the PHQ-9 ninth question
did not fit their experience. Several alluded to a threshold
for being “suicidal” and one described how their thoughts
were more about escaping current problems:

That question isn’t applicable because I’m not suicid-
al… my feeling is like running away or wanting to
abandon all my problems…there’s people like that out
there who feel like that and aren’t quite suicidal, but
they are at the edge (P4).

Another described how the timing of the question affected
their answer:

I was just kind of DONE at the moment… it was hard
for me to answer because at the moment I wanted to,
you know, say all that but I probably didn’t because
that’s not TRULY how I feel (P3).

Similarly, a participant described thinking about suicide
more frequently but was not presently planning to act on those
thoughts:

It wasn’t like, “Oh, myGod. I want to go out tomorrow
and do it.” But it’s something that I do think about… I
don’t feel like I need to go jump off a bridge and hang
myself today, but it’s a catchy one. So, how do I say
that (P35)?Another described how the intermittent pat-
tern of their suicidal thoughts made it difficult to an-
swer, how do you say what you need to say?…It’s just
something that comes out and it goes – I’ve thought
about it and forgot about it, type thing (P11).

Other participants described how language about suicide
does not account for family responsibilities or religious
values. One said, “yes, I would love to disappear, but I
also believe in staying around for my children (P9).” An-
other described, “I wasn’t exactly sure how to answer it
because I’m a Christian; therefore, I’m not going to kill
myself but perhaps I didn’t want to be here and, therefore,
you can answer that question several different ways (P21).”

Figure 1 Thematic analysis of the patient experience being asked about suicidality in primary care setting.
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Theme 3: Suicidality Disclosures Involved
Weighing Hope for Help Against Fears of
Negative Consequences

Many participants, with and without reported thoughts of self-
harm, described a complex relationship between disclosing
suicidality in hopes of receiving help, balanced with the fear of
stigma, vulnerability, and loss of autonomy. Those who expected
their provider would use the information like a “stepping-stone”
to get them the help they needed described an easier time
answering: “I know I need help somewhere along the line, and
it was easier to answer the questions so they knewwhere I was at
(P15).” Another described, “I answered it with confidence be-
cause I wanted her to helpme (P5).”Many participants explained
that they perceived their response as a choice, based on a desire
for help, or lack thereof: “it just depends on how bad the person
wants the help. If they don’t want the help that much, they’re
probably not gonna answer the questionnaire (P15).” However,
even patients who desired help and planned to disclose their
needs had fears about the outcome:

I was there to seek out help for some reckless behavior
on my part… and hopefully seek out some sort of
support system for the first time. So, I was not uncom-
fortable answering those questions honestly. If any-
thing, I was scared about how the response was going
to be after the fact (P14).

Participants described fear of different manifestations of
stigma. One described how making the choice to ask for help
often means labeling oneself with a stigmatized condition:

You don’t really want any help because once you go into
that system, you are forever – certainly in your own
mind, and also in the minds of people that know you’re
going there – you’re a person with that kind of problem,
a mental health issue, and that is quite a stigma (P2).

Similarly, patients described fear of judgment from family
members, friends, or coworkers:

I don’t know if that was just me, but first thing I’m
thinking is, “Oh, my God. I don’t want my kids to
know. I don’t want my work to know.”… you want
them to know some, but not all because it’s kind of a
real funky area… I don’t want them to think that I’m
losing it or – I’m not too sure what they’ll think (P35).

One participant described experiencing “shame” and vul-
nerability during depressive episodes:

There are still parts where you feel shame and different
things. When you’re out of the depression, you don’t
feel that way.When you’re in it, youwant to protect the
way you feel (P37).

However, some participants who described themselves as
“older” with more mental health care experiences described
how their vulnerability had diminished:

If I go back many, many years ago, that question would
have scared me. But I’ve been answering these for a
long time, so they don’t bother me at all anymore
(P10).

Participants also expressed different fears about the loss of
autonomy. One referred to the PHQ-9 ninth question as a “Big
Brother” question and the sense that disclosing suicidalitymay
lead to care outside their control, “especially with mental
health patients, you’re not ever sure what is going to be the
reaction to what I’m experiencing. Will I have to be taken
somewhere or taken care of in a certain way (P4)?” Another
echoed this fear:

I mean even if I did have those thoughts I don’t think I
would say yes to that just because… like I said I don’t
know what would happen to me and whether some-
thing would happen involuntarily… I guess it’s just
what I imagine inmovies or something that whether I’d
get – not be able to return home to my family (P26).

Similarly, other participants described fears of, “being
locked up in a white padded room (P35)” or that “people in
white jumpsuits are gonna jump in and take me out of the
room (P4).” One participant described the experience of being
hospitalized and how providers may address this topic to
alleviate fear:

When I was a kid, I went to a therapist. And he
basically asked that question, do you wanna be alive?
And I couldn’t say yes because I didn’t wanna be. But
at the same time, I was not suicidal... and couldn’t say
yes to that question. So, they put me in a hospital for
three days...if anybody else knows that and they’re
afraid of that, just being upfront and saying, “Say
how you really feel, you won’t necessarily go to a
hospital unless you’re actively thinking about hurting
yourself (P18).”

His sentiment was repeated by other participants who wor-
ried the information they disclosed about suicidal ideation
may preclude them from leaving the provider’s office.

Theme 4: Provider Relationships, and Acts of
Listening and Caring Facilitated Discussions
About Suicidality

Many participants, with and without reported thoughts of self-
harm, described how trusting relationships they had built with
their providers over time, as well as listening and caring,
facilitated discussions about suicidality. One participant said,
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“My health provider, she can ask anything she wants to. I
mean, she has really known me long enough and so has her
aid… They’re part of my entire family, which includes my
healthcare people (P33).” Another called their provider their
“rock” and said, “He’s been through everything with me… I
wouldn’t be here today if it hadn’t been for him…And I didn’t
have any secrets with Dr. X because he went through so much
with me, he didn’t deserve secrets (P10).” Another described
how honesty was implicit in their patient-provider relation-
ship: “I’ve built up a relationship with my physician...He
already knows how I am, so he can probably get a better clue
if I’m actually lying to him or if I’m actually telling the truth
(P1).” Participants also described how open and direct com-
munication facilitated honesty and alleviated vulnerability: “I
trusted her to tell her everything that I was going through and
what I was feeling. And she felt very candid to tell me, you
know, what I needed to do without hurting my feelings (P27).”
Participants also described how interactions with providers

could be improved with specific expressions of listening and
caring. Participants described the experience of feeling like the
provider was only asking about suicide risk out of obligation,
“I feel like when I was asked the questionnaire, it was like
reading off a script and more or less checking boxes rather
than I’m afraid for your safety (P17).” One gave a suggestion
about body language, “Sit down and talk face to face, don’t be
standing at the doorway ready to leave (P6).” Similarly, others
described how their visits were “very fast” and not knowing if
their provider had looked at their questionnaire due to time
limitations. Participants also expressed desire for validation,
“Let’s see what we can do to get this done.We’re on your side.
We’re here to help (P25).” Another participant described
expressions of listening and caring were more important than
finding an immediate solution to their problems:

I wish it all could have been done over again with my
primary care provider, actually. To be a good listener,
when I’m there crying and not knowing what to do,
that’s the thing. When somebody’s coming in and
they’re vulnerable and they’re depressed and they’re
overwhelmed by emotions, I’m sure it can be intimi-
dating… It’s just like compassion. Don’t try to fix it
today. Try to first just listen (P37).

DISCUSSION

To our knowledge, this qualitative study among primary care
patients who had recently been asked about their frequency of
thoughts about self-harm, using the PHQ-9 ninth question, is
the first to investigate the patient experience of being asked
about suicidality as part of population-based depression
screening and symptom severity assessment. All participants,
regardless of their PHQ-9 ninth question response, believed it
was appropriate for their health care providers to ask about
self-harm because it can provide important health information

to their providers, and offer valuable self-reflection. However,
participants who reported thoughts of self-harm sometimes
felt the PHQ-9 ninth question was difficult to answer because
it did not adequately reflect their lived experience. Participants
described how questions about suicidal thoughts generate fear
of stigma, vulnerability, and/or loss of autonomy. Expressions
of listening and caring and direct communication with trusted
providers appeared to bolster participants’ comfort with dis-
closures. Though we did not explicitly assess relationships
with providers, these findings support prior research that “pro-
tective benevolence” is unhelpful33 and providers perceived as
focused on building a relationship through genuineness and
empathy promoted trust, resulting inmore honest disclosure of
suicidal thoughts.12 Findings from the present study may be
useful for primary care practices navigating the benefits and
costs of integrating care for depression and suicidality, consis-
tent with current depression screening recommendations.2, 3

Participants’ descriptions of the mismatch between their
lived experiences and the PHQ-9 ninth question were note-
worthy. The PHQ-9, designed to measure depression severity,
does not explicitly ask about suicidal thoughts; but participants
understood that to be the meaning of the question and some
described the term “suicide” as being more severe than what
they were experiencing, even when they had thoughts about
ending their own lives. Participants also distanced themselves
from this term due to family responsibilities or religious be-
liefs, which is unsurprising given religious norms prohibiting
suicide.34 Nonetheless, this experience may reflect a separa-
tion between desire and capacity for suicide.35 Suicide risk
assessments, like the C-SSRS, are designed to explicitly dis-
tinguish between suicidal thoughts and plans;19, 20, 36 howev-
er, the PHQ-9 is often used as indication for suicide risk
assessment, so when patients distance themselves from the
notion of having suicidal thoughts, they may not be offered
more comprehensive suicide risk. Future research is needed to
identify and evaluate strategies for reducing suicide-related
stigma and encouraging fearless disclosure among primary
care patients experiencing suicidality.
Participants in this study described weighing desire for help

against fears of stigma, vulnerability, and loss of autonomy.
Recent qualitative findings among suicide attempt survivors
suggest this cost-benefit analysis is important when deciding
about disclosing suicidality to friends and family members.37

Participants described the fear of stigma in different ways,
including internalized “shame,” fear of labeling oneself, and
fear of vulnerability to judgment by friends and family mem-
bers. These fears are predictable—stigma and discrimination
related to mental illness is well-documented at the patient,38

health care,33, 39 and societal levels.40 Participants also
expressed vulnerability regarding potential loss of autonomy
and involuntary hospitalization, invoking movie-like descrip-
tions of padded rooms and people in white jumpsuits. While
these images may not be an accurate representation of the
psychiatric hospitalization experience today, the idea of being
locked in an inpatient psychiatric unit causes fear,41, 42 which
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is reinforced by descriptions of negative experiences among
patients hospitalized for suicidality. Further research is needed
to evaluate whether orienting patients about what to expect if
they endorse suicidal thoughts may be key to facilitating
assessment of suicide risk and care needs.
This study has several limitations. First, though developed

based on a thorough literature review and intended to elicit
open-ended unstructured information from participants, the
interview guide included several closed-ended questions,
whichmay have encouraged participants to respond in specific
ways and/or limited information obtained from participants.
Although qualitative research is not intended to be generaliz-
able, several features of the sample indicate a need for addi-
tional research in other populations. Specifically, patients were
selected from one health system that recently integrated
population-based screening for depression and substance use
into routine primary care, which may not reflect experiences of
patients assessed for suicide risk in other systems using other
processes (e.g., provider-administered). Moreover, all partici-
pants reported depressive symptoms and most endorsed rela-
tively frequent thoughts of self-harm at their most recent
primary care visit. Therefore, although we attempted to cap-
ture the full potential range of experiences, findings may not
be generalizable to typical primary care populations. It is
possible that patients who do not endorse depressive symp-
toms or fail to respond would have different, potentially less
accepting, opinions of questions about suicidal ideation. Fi-
nally, the sample was not racially or culturally diverse. Future
research is needed within larger broadly representative popu-
lations, including less severely affected patients, adolescents,
and those who choose not to answer screening questionnaires,
as well as communities that may culturally define suicide in
different ways.43

CONCLUSIONS

This qualitative study reports patient experiences of being
screened for suicidality. Strong trusting relationships with
providers alleviated patients’ vulnerability disclosing suicidal
thoughts. Expressions of caring and active listening, without
panic or raising unnecessary alarm, are perhaps more impor-
tant than immediate problem-solving, and may bolster patients
comfort with disclosing stigmatized information they fear will
compromise their autonomy. Findings are relevant to primary
care practices considering implementation of procedures
supporting routine depression screening followed by suicide
risk assessment in accordance with national recommendations.
Health systems may consider adding language to self-
administered questionnaires that normalize suicidal thoughts
and reassure patients their providers will use the information to
help them access care they may need.
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