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Abstract 

Suicide is the fifth leading cause of death in Alaska and continues to be a public health crisis that 

is disproportionate to the population. Primary care providers (PCP) are at the front line of suicide 

prevention, which includes assessment, management, and treatment of severely depressed 

patients. The literature supports that PCPs as having the most frequent contact with those at risk 

for suicide in comparison to other types of health care providers. This reinforces the necessity of 

PCPs to be confident in their suicide assessment, management, and treatment skills. An appraisal 

of current evidence revealed that when suicide intervention education is inadequate or absent 

providers demonstrate a decreased level of confidence in their ability.  The purpose of this 

integrative review was to assess PCPs confidence levels associated with suicide prevention. An 

extensive literature review concluded that there is a direct link between suicide education and 

training, and PCP confidence level.  The results of the review also identified that with increased 

education and training, PCP can confidently assess, manage, and treat suicide.  This integrative 

review highlighted the need for practice change by providing PCPs the necessary skills to treat 

and prevent suicide.  
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An Integrative Review: Assessing Family Practice Providers Level of Confidence in 

Assessment, Management, and Treatment of Suicide. Is the Education there? 

Suicide is the fifth leading cause of death in Alaska; 200 completed suicides occurred in 

2015 (Walker, Davidson, & Butler, 2015). Between 2006 and 2015, the death rate for suicide 

jumped 38.3 percent (Walker, Davidson, & Butler, 2015). Too many family members and 

communities have lost loved ones to suicide.  Suicide in Alaska is a problem that is 

disproportionate to the population, which is highly concerning.  The Alaska Statewide Suicide 

Prevention Council (2015) reported that the 2013 United States (US) prevalence was 12.57 

completed suicides per 100,000. The 2014 Alaska suicide prevalence was 22.3 completed 

suicides per 100,000 demonstrating the disproportionate numbers of suicide in this state. The 

consequence of the suicide epidemic in Alaska, but also worldwide, negatively impacts the 

health of the population as a whole.  

Background and Significance 

Suicide prevention and screening in the US and worldwide is an on-going focus of public 

health (DeHay, Ross, & McFaul, 2015).  Primary care facilities should be a main focus for 

suicide prevention, being that primary care providers (PCP) have the most frequent contact with 

those at risk of suicide over any other type of health care provider (DeHay, Ross, & McFaul, 

2015).  The American Foundation for Suicide Prevention (AFSP) (2016) stated that 45% of those 

who died by suicide saw their PCP within one month of their death, and 77% had seen their PCP 

with in the year prior to their death.  
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This places primary care providers in an opportune position to serve and assess suicide 

risk and serve as “gatekeepers” who connect patients to further resources, but this can 

only be done consistently with proper training” (AFSP, 2016, p.2).  

AFSP (2016) has identified states with mandated training in suicide assessment, treatment, and 

management for health care providers.  There are currently only six states with such mandates. 

Alaska is not on that list, despite Alaska having double the suicide rate compared to national 

statistics. As the AFSP states, “The need for this training exists- the mandate does not” (2016, 

p.2). This integrative review will investigate to what extent PCP treat suicidal patients, and if 

they feel confident doing so. 

Framework 

The National Service Framework (NSF) for Mental Health is a framework that focuses 

on children and adults up to 65 years of age.  It encompasses health promotion, assessment, 

diagnosis, treatment, rehabilitation, and care of mental illness from a primary care focus. NSF set 

standards in the following areas: Mental health promotion, primary care and access to services, 

effective services for people with severe mental illness, caring about careers, and preventing 

suicide (Modern Standards and Service Models, 1999). “These standards are founded on a solid 

base of evidence, which has been examined and validated by the External Reference Group 

chaired by Professor Graham Thornicroft” (Modern Standards and Service Models, 1999, p. 1). 

The NSF is applicable to the focus of this project because it encompasses a strategy that can 

address suicide on several key levels; community, public health, outpatient through family 

practice, and inpatient rehabilitation (Modern Standards and Service Models, 1999). 
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Clinical Question 

 Do primary care providers feel confident in their recognition, management, and treatment 

of those at risk of suicide, with the education provided in their health care provider programs? A 

thorough evaluation of the literature and an integrative review will offer sound research that will 

give insight to this topic and answer the clinical question. 

Literature Search Strategies 

 The aim of the data collection stage was to gather as much relevant research that met 

specific inclusion criteria. Reaching saturation was the intention of the exhaustive search. 

Whittemore and Knafl (2005) state that computerized data bases are an effective and competent 

way of searching the literature, however there are restrictions. “…limitations associated with 

inconsistent search terminology and indexing problems may yield only about 50% of eligible 

studies” (548). The use of standard and alternative search strategies aided in the collection of a 

comprehensive literature data set. An alternative method utilized was a review of primary 

reference pages of articles that met and did not meet inclusion criteria.  A sound data collection 

plan, utilizing reliable search strategies provided a comprehensive and unbiased search.  

Inclusion and Exclusion Criteria 

Each piece of research was assessed for inclusion and exclusion criteria to ensure the 

evidence appraised was best suited to answer the research question. Inclusion criteria included: 

qualitative, quantitative, and mixed methods research. All included research was in the English 

language with majority being in the past 5-10 years with one or two classic outlier articles that 

extend 17 years back. Other inclusion criteria were peer reviewed, full text, and used only human 

subjects. Exclusion criteria included book reviews, articles published before the year 2007, 

duplicate publications, narrative reviews, editorials, and research opinion pieces. 
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Data Bases 

 Data bases searched included CINAHL, PubMed, PsycINFO, and Google Scholar. The 

same limitations and search terms were used in each search.  

Search Terms 

 The search terms used were: Suicide, prevention, suicide prevention, preventative health 

care, family practice, primary care, provider, training, education, and suicide training.  

 CINAHL. A search was conducted in CINAHL using the terms suicide, preventative 

health care, family practice, and education. With those terms, 26 articles were produced.  After 

the criteria were applied, there were two usable articles.  

 Google Scholar. A search was conducted in Google Scholar using the terms suicide 

training and primary care. With those terms, one article was produced, and after criterion was 

applied there was one usable article. Terms Suicide training and primary care prevention were 

used and zero articles resulted.  

 PsycInfo. A search was conducted in PsycInfo using the search terms suicide prevention 

and family practice. Zero articles resulted in that search. Terms suicide education and provider 

resulted 11 articles. After criterion was considered, there were two usable articles. Terms suicide 

education and family practice resulted zero articles. The two usable articles found were included 

in the evaluation tables later in the review.  

 PubMed. A search was conducted in PubMed using the search terms, family practice and 

suicide prevention, and training resulting in 22 articles. After criteria were applied, there were 

three usable articles. Terms family practice training and suicide prevention resulted 22 articles. 

None of these 22 publications met criteria and were disregarded. Four articles were excluded due 

to duplication, which is likely a result of searching PubMed last.   
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Alternative Search Method  

 After an extensive review of primary references, two articles met inclusion criteria and 

were used in this research.  

 In summary, a thorough review of the literature was completed using electronic data 

bases of CINAHL, Google Scholar, Psych Info, and PubMed using selected search terms.  A 

search of reference pages was completed as an articles were used from that alternative method. 

After applying inclusion and exclusion criteria to research findings, 10 articles were chosen  for 

inclusion in this integrative review.  The following sections of this paper will offer a depiction of 

the data analysis methods and findings.  

Data Evaluation 

 Evaluating and critically appraising the evidence is essential in primary research.  Using 

evidence based practice (EBP) ensures the highest quality of knowledge can guide patient care, 

improve health status, and enhance healthcare outcomes (Melnyk & Fineout-Overholt, 2015). 

According to Melnyk and Fineout-Overholt (2015)  

In clinical decisions, the key criterion for quality of underlying knowledge is certainty. 

Certainty is the level of sureness that the clinical action will produce the intended or 

desired outcome” (p.93).  

In order to appraise certainty, the foundation of knowledge that is backing the clinical action 

must be appraised for quality. With the use of EBP health care professionals can say with a high 

certainty that their patient care will improve the overall health goal (Melnyk & Fineout-Overholt, 

2015).  
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Critical Appraisal 

The critical appraisal determines whether the articles are valid, reliable, and applicable 

(Melnyk & Fineout-Overholt, 2015).  The critical appraisal process permitted an unbiased 

interpretation of the quality of studies to determine if each study was applicable into practice. 

Melnyk and Fineout-Overholt’s (2015) Rapid Critical Appraisal tool was used in determining 

validity, reliability, and applicability of each study. 

The type of study determined which type of the Rapid Critical Appraisal tools was used 

(Melnyk & Fineout-Overholt, 2015) (Appendix C). Validity, reliability, and applicability was 

assessed for each study (Appendix A). 

Quality of Evidence 

 The level and quality of the evidence was graded using Dearholt and Dang’s (2012) 

Quality Guide Evidence table and evidence pyramid (Appendix D and E). A grade of A, B, or C 

was given to each study to determine if it was low, good, or high quality.  The pyramid is a seven 

level description that placed each individual study into the appropriate level. The 10 articles 

included in this study were levels l, ll, or lll, with quality of A’s (high quality) and B’s (good 

quality) (Appendix A).   

Data Display 

The evaluation table contains the important information regarding the study, keeping in 

mind that the clinical question was the driving force for the table.  Pertinent information was 

included into the table such as, citation, conceptual framework, study design, sample/setting, 

variables, measurement, data analysis, findings, quality, and grade of the study (Melnyk & 

Fineout-Overholt, 2015). Ten articles were entered in the evaluation table. The table provides a 
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visual summary for readers to easily identify features and identify relationships and patterns 

about the topic (Appendix A).  

Synthesis  

  A synthesis table was created with the characteristics of the individual studies that have 

common themes or distinctive traits across the studies (Melnyk & Fineout-Overholt, 2015). 

Melnyk and Fineout-Overholt (2015) describe the synthesis process as, “… combining, 

contrasting, and interpreting a body of evidence to reach a conclusion about what is known and 

what should be done with that knowledge to improve healthcare outcomes” (p. 134).  

Limitations  

 Three out of the 10 studies had a small sample size, which decreases the generalizability 

of the study. Two studies had recall bias from self-reporting data collection on retrospective 

studies. This is an issue with the studies that cannot be changed once the studies are completed. 

The results were significant and were chosen for  inclusion regardless of the recall bias. Lastly, 

response rate was low in three studies, however the sample sizes were still adequate with the low 

response rate.  

Strengths 

 Seven out of the 10 studies were of A quality, which according to Dearholt and Dang 

(2012) is high quality, generalizable, and is recommended to be applied into practice. The 

remainder three studies were of B quality, which is considered good quality, reasonably 

generalizable, and should be considered applicable to practice (Appendix C). Seven of the 10 

studies had adequate sample sizes and many with large sample sizes, making the samples 

representative and more generalizable. All 10 of the studies were a l, ll, or lll level of evidence 

on the Dearholt & Dang evidence pyramid (Appendix D). Although, three of the studies had 
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small sample sizes, all 10 of the studies had  sound implications for practice. All 10 of the 

articles were determined valid, reliable, and applicable using Melnyk and Fineout-Overholt’s 

(2015) Rapid Critical Appraisal tools.  

Compare and Contrast  

 Determining confidence levels of PCP was one of the main goals of this integrative 

review.  The 10 studies used different methods to determine confidence levels.  Five of the 

studies determined confidence levels using questionnaires completed by PCP. Three studies used 

interviews that were all face to face and semi formal with PCP.  Two studies assess PCP 

confidence levels with a pre-and post-survey, in conjunction with suicide prevention training.  

Theme/Patterns/Unusual findings 

 A synthesis table was developed to identify themes, patterns, and unusual findings, this 

was helpful in identifing results that answered the clinical question as well as pointing out 

relevant studies that had noteworthy results (Appendix B). to see the synthesis table.  

 The following three categories were looked at in this integrative review:  Confidence 

level of PCP in assessment management, & treatment of suicide; suicide prevention (SP) training 

in PCP’s; and confidence level of PCP post SP training (pre/post evaluation).  

 Five studies found a decrease in confidence levels among PCP’s assessment, 

management, and treatment of suicidal patients. In all five of the studies the authors mentioned 

in one way or another that there was link to lack of suicide training and providers’ confidence 

level.  

Four studies found that there was a lack of SP training in graduate level programs for 

physicians, physician assistants, and nurse practitioners that resulted in a decrease level of 
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confidence when assessing, managing, and treating suicidal patients. Again, there is a link to 

decreased training and confidence levels.  

Three studies used SP training as the intervention and used a pre and post survey to 

determine PCP confidence levels once they received the SP training. The results from these three 

studies showed an increase in confidence levels with SP training.   

 One discrepant study finding that is important to mention is a study that showed a 

decrease in confidence level of female PCP over male PCP. Although both male and female PCP 

had decreased confidence level in assessment, management, and treatment of suicidal patients, 

females were found to have a lower confidence level then the males in the sample.  

 Another discrepant finding showed that PCP felt more confident about their SP skills 

prior to the SP workshop; and after the workshop they rated themselves less confident then they 

were prior to receiving the workshop. This was an interesting result which may suggest that they 

were more aware of suicide risk, without the skills to intervene, hence the drop in confidence 

after they were provided the training.    

Discussion 

Implications  

Research provided sufficient evidence that PCP see people at risk for suicide more frequently 

than any other health care provider (DeHay, Ross, & McFaul, 2015) which places PCP at the 

front line for screening and managing at risk individuals.  Significant findings support that that 

PCP don’t feel confident in their abilities with regard to recognition, management, and treatment 

of those at risk for suicide.  Supporting evidence also concludes that PCP lack education and 

training to manage suicidal patients. With the evidence included in this integrative review it is 

evident that a change in current practice is supported by the research. Offering education/training 
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on suicide assessment, management, and treatment can allow for increased confidence levels of 

providers, and will likely decrease the rate of suicide.  

Recommendations 

 Based on the evidence and research in this integrative review it would be appropriate to 

recommend education/training for PCP’s in suicide assessment, management, and treatment of 

those at risk for suicide.  

The Suicide Prevention Toolkit for Rural Primary Care Practices developed by McFaul, 

Mohatt, and DeHay (2014) is a resource made specifically for PCP in rural settings, and was 

found to be successful in urban settings as well. The purpose of the toolkit is to “provide 

education and an instructional guide to facilitate the development of comprehensive office 

strategies needed to identify and address the critical needs of suicidal patients in primary care 

settings” (McFaul, Mohatt, & DeHay, 2014, p. 2). This toolkit includes six steps: Getting started, 

educating clinicians and office staff, developing mental health partnerships, patient management 

tools, state resources, policy, and billing, and patient education tools/other resources. The authors 

conducted an experimental study to determine the effectiveness of this toolkit.  It was found 

effective in increasing PCP’s confidence levels in addressing and managing suicide (Appendix 

A, McFaul, Mohatt, &DeHay, 2014). This specific toolkit is the training this author is 

recommending because of the rural focus. Future plans to implement this toolkit in a rural 

Alaskan community is feasible and may help stem the tide of suicide prevalent in rural Alaska.  

This integrative review of current relevant evidence, indicates that mandated curriculum 

in suicide assessment, management, and treatment is needed for graduate programs with a family 

practice focus. A recommendation for further research in the feasibility of adopting a mandated 
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suicide curriculum into the medical programs (medical school, nurse practitioner program, and 

physician assistant program) in Alaska is necessary.  

Conclusion 

Research reveals that suicide education and training will increase providers’ confidence 

in managing suicidal patients. Therefore, more education and training for Primary Care Providers 

is an important aspect of the prevention of suicide. The Suicide Prevention Toolkit for Rural 

Primary Care Practices and a mandated curriculum in suicide assessment, management, and 

treatment in the medical programs in Alaska are two recommendations that the findings of this 

integrative review support based upon the results of this study. There is sufficient evidence to 

support the implementation of the toolkit.  
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Appendix A 

Evaluation Table 

Citation Framework Design/ 

method 

Sample/ 

Setting 

Variables Measurement Data 

Analysis 

Finding Worth to 

Practice 

Saini et al., 2014 N/A Explanatory 

Mixed method 

design. 

Examine risk 

assessment and 

management in 

PC and SC 

services in those 

who were in 

contact with 

mental health 

services and 

died by suicide. 

 

336 individuals 

that completed 

suicide, in 

England 

assessed by their 

Primary care 

(PC) and 

secondary care 

(PC) providers 

IV: PC & SC 

DV: Suicide risk 

assessment 

Retrospective 

review of PC 

medical records 

and semi 

structured  

interviews with 

providers of the 

deceased. 

Descriptive 

statistics, 

parametric and 

non parametric. 

Forward 

stepwise logistic 

regression with 

SPSS 

Study found a 

comparative 

lack of training 

for suicide risk 

assessment in 

PC.25% of PC 

practice setting 

have Suicide 

prevention 

policies and 

33% of staff 

received suicide 

prevention 

training.   

Level lll 

Quality: A 

Limitation: 

Possible recall 

bias 

Strength: Strong 

methodology, 

adequate 

sample. 

Good 

implication to 

practice, would 

adopt findings. 

Kaplan, 

Adamek, & 

Martin, 

2001 

N/A Quantitative  

descriptive 

study 

 

Questionnaire 

for physicians 

rating 

confidence in 

assessing 

suicide in older 

adults 

Probability 

sample of 300 

(167 responded) 

Nationally 

representative  

physicians 

 

IV: school 

training  

DV: confidence 

level 

20 item  

questionnaire 

Likert scale- to 

rate confidence 

levels.   

Multivariate 

analysis  

Nonparametric 

SPSS step wise 

regression 

analysis 

Training in 

suicide risk 

assessment has 

significant 

independent 

effect on 

physicians 

confidence. 

Level lll 

Quality: A 

Limitation: data 

is self reporting. 

Strength: 

Adequate 

sample, 

generalizability. 

Good 

implication to 

practice, would 

adopt findings. 

Sudak et al., 

2007 

N/A Descriptive 

design. A survey 

used to assess 

confidence 

levels. 

561 Training 

directors of PCP 

residency 

programs 

responded to 

surveys rating 

the residence 

confidence 

levels of 

managing 

IV: Suicide 

training 

 

DV: provider 

confidence in 

managing 

depression and 

suicide.  

 

Questionnaire 

containing 7 

items 

Web stat Pediatric and 

Internal med 

residence 

director felt less 

confident then 

FP resident 

director to 

manage suicide.  

However, all 

were deficient in 

suicide 

Level: lll 

Quality: B 

Limitation: 50% 

response rate of 

sample.  

Strength: 

Adequate 

sample size 

considering low 

response rate.  
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depression and 

suicide.   

management 

skills.   

Will consider 

applying to 

practice due to 

sig results and 

the 

generalizability 

of the study. 

McFaul, 

Mohatt,& 

DeHay,2014 

N/A Quasi 

Experimental 

study with no 

control group 

 

Pre/Post surveys 

with training as 

intervention 

454, sample was 

MD’s, PA’s, 

RNs, and NP’s. 

IV: Suicide 

Training  

 

DV: Provider 

confidence 

Pre/post survey 

 

Two 7 point 

Likert scales 

 

17 item quiz 

Descriptive 

statistics  

 

Paired sample 

T-test 

Trainees   

significant 

improvement in 

preparedness 

(p<0.00.),  

knowledge, 

confidence, 

opinions 

(p<0.00) 

 

Data indicated 

the greatest 

impact of the 

tool kit was on 

awareness, 

knowledge and 

interest in SP 

and 

implementing 

policy change in 

primary care. 

Level: ll 

Quality: A 

 

Limitation: no 

comparative 

outcome study 

w/control group 

has been done.  

Strength: use in 

rural and urban 

setting, 

generalizability. 

Significant 

results in 

confidence and 

knowledge 

levels. Large 

sample size.  

Applying to 

practice due to  

+ results with 

the training 

program, this is 

a study is 

generalizable to 

other 

populations. 

Saini et al., 2016 N/A Qualitative 

Retrospective 

study.  

 

Each deceased 

patients GP was 

contacted with a 

letter to see if 

they would be 

50 GP’s 

contacted, 39 

agreed to an 

interview in 

their office.  

IV: GP’s 

experience with 

mental health 

 

DV: GP’s 

interpretation in 

patient 

communication 

and Treatment 

Interviews- semi 

structured and 

face to face 

Thematic 

analysis 

conducted by 

primary 

researchers and 

supervised by 

secondary 

researcher.  

 awareness and 

confidence in 

GP in regards to 

suicide related 

issues with 

improving 

training and risk 

assessment.   

Level lll 

Quality: A 

Limitation: 

Possible recall 

bias 

Strength: Strong 

methodology, 

adequate 

sample. 
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willing to be 

interviewed.  

  

 

in PC leading to 

suicide.  

Good 

implication to 

practice, would 

adopt findings. 

Draper et al, 

2014) 

N/A Mixed method 

exploratory 

study.  

 

 

 

   

362 health care 

providers  

did interviews or 

online survey to 

examine 

attitudes 

towards suicide 

and health care 

interventions to 

prevent suicide. 

IV: Training 

 

DV: Attitudes 

towards suicide 

and health care 

interventions  

 

 

14 item 

questionnaire 

and interviews 

(face to face or 

telephonic) 

Descriptive 

statistics   

 

SPSS version 22 

GP had 

noteworthy 

negative 

attitudes about 

suicide then 

mental health 

providers. 

Mental health 

professionals 

had  

confidence in 

identifying and 

managing 

suicidal patients 

where GP has  

confidence. 

Level: lll 

Quality: A 

Limitation: 

convenience 

sample, which 

can mean an 

unrepresentative 

sample.  

Strength: Large 

sample size, 

study proved 

reliable. 

Will applying to 

practice due to 

sig results and 

the 

generalizability 

of the study. 

Graham,Rudd, 

& Bryan, 2011 

N/A Descriptive  

 

Emails sent to 

PCP’s with 

hyperlinks to an 

online survey 

1500 email 

surveys were 

sent out. 195 

PCP (MD, NP, 

PA) completed 

survey. 

 

IV: Training 

DV: Attitudes of 

PCP to assess 

and treat suicide 

30 item survey 

with continuous 

measurement 

and Likert scale 

embedded. 

Sample T-test 

Multiple linear 

regression 

Female PCP had 

 self perceived 

competence then 

male in 

assessing and 

treating suicide. 

In general the 

mean for 

perceive 

competency 

scale was < 

zero, indicating 

a general low 

confidence in 

assessing and 

treating suicide. 

Level lll 

Quality: B 

Limitation: Low 

response rate 

(13%), sample 

size small 

Strength: 

Reliable (>.70) 

and significant 

results. 

Although 

weakness of this 

study is 

considerable I 

would be 

comfortable 

considering 

results 

applicable to 

practice 
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Neufeld et al., 

2013 

N/A Quasi 

Experimental 

study with no 

control group 

 

Pre/Post surveys 

with two suicide 

prevention 

workshops 

delivered by 

experts. 

122 PCP in 

Canada 

 

IV: Training 

programs 

 

DV: Suicide risk 

recognition & 

confidence 

Pre/post survey 

 

Likert scale 

Content analysis + evaluations for 

enhancing 

ability to 

identify risk 

factors for 

suicide. level 

of comfort and 

 in providers % 

of inquiry about 

suicide post 

training.  

 

% of 

participants that 

felt “very 

confident” or 

“confident” 

identifying 

patients 

experiencing 

suicidal ideation 

(SI). Interesting 

finding, possibly 

b/c PCP were 

asking about SI 

regardless of 

their personal 

comfort in 

practice 

Level ll 

Quality: B  

Limitation: low 

sample size 

which  

generalizability. 

However, 

format was 

preferable to 

PCP and + 

response to 

community and 

PC.  

 

Consider 

applying to 

practice due to  

+ results with 

the training 

program, this is 

a study that 

could possibly 

used on a 

different 

population. 

Faghri, Boisvert, 

& Faghri,  

2010 

N/A Descriptive 

study that used a 

survey to 

determine if 

PCP psychiatric 

assessment and 

treatment 

practices are 

adequate 

300 PCP IV: Usual 

psychiatric 

prevention 

education  

 

DV: Adequate 

psychiatric 

assessment and 

treatment 

practices 

One page 

questionnaire 

Content analysis   Results 

concluded that 

the 

majority(77.5%)  

of PCP don’t 

use a structured 

psychiatric 

assessment tool, 

but majority 

were open to it 

and stated there 

was a need. 

Level: lll 

Quality: A 

 

Limitation: 

small sample 

size, less 

generalizable. 

However, the 

sample was 

representative of 

significant 

results. 

 

Will consider 

applying to 
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practice due to  

+ results that are 

consistent with 

prior research. 

Hawgood et al., 

2008 

N/A Qualitative 

exploratory  

Semi-structured 

phone interview 

and surveys to 

determine the 

need for SP 

curriculum and 

determine 

confidence level 

of GP’s ability 

to screen   

400 

undergraduate 

medical students 

and GP’s   

IV: Previous 

education on 

suicide 

 

DV: 

Competence 

levels of SP 

 

Opinion about 

needed more SP 

curriculum. 

Semi-structured 

interviews 

Factor analysis 

& frequency 

analysis 

A high need and 

support for SP 

curricula on 

skills-based 

education. >1/3rd 

of GP’s didn’t 

receive SP 

training from 

their universities 

(37.5%) yet 

majority (66%) 

had SI cases. 

Majority of 

GP’s rated their 

confidence as 

least competent 

on skills-based 

SP, and rated it 

important. 

Level: lll 

Quality: A 

Limitation: 

response rate 

was just 

satisfactory 

Strengths: Large 

sample size, 

results provide a 

fair and 

representative 

view of the 

issues examined. 

Will applying to 

practice due to  

results and the 

generalizability 

of the study. 

Legend: Primary care (PC), Secondary care (SC), General practitioner (GP), Independent variable (IV), Dependent variable (DV), 

Primary care provider (PCP), Family practice (FP), Suicide prevention (SP), Physician assistant (PA), Registered nurse (RN), and 

Nurse practitioner (NP), Medical doctor (MD) 

Level 1: Experimental study, randomized controlled trial (RCT), systematic review of RCTs, with or without meta-analysis  

Level 2: Quasi-experimental study, systematic review of a combination of RCTs & quasi-experimental, or quasi-experimental studies 

only, with or without meta-analysis  

Level 3: Non-experimental study, qualitative study, or meta-synthesis  

Level 4: Opinion of respected authorities and/or nationally recognized expert committee/consensus panels based on scientific evidence 

includes: clinical practice guidelines & consensus panels  

Level 5: Based on experiential and non-research evidence. Includes: Literature review; Quality improvement, program or financial 

evaluation; Case reports; Opinion of nationally recognized experts(s) based on experiential evidence  

(Dearholt & Dang, 2012) 
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Appendix B 

Synthesis Table 

Citation Design Sample Confidence Level of PCP 

in assessment, 

management, & treatment 

of suicide 

Suicide prevention 

training in PCP 

Confidence level of PCP post 

SP training (pre/post 

evaluation)  

Saini et al.  

(2014) 

Mixed Method  

Exploratory study  

336 GP  NE Lack of training   NE 

Kaplan, Adamek, & 

Martin (2001) 

Descriptive study 167 physicians   Lack of training   NE 

Sudak et al.  

(2007) 

Descriptive study  561 training directors 

of PCP residency 

programs 

 NE NE 

McFaul, Mohatt, & 

DeHay (2014) 

Quasi-experimental 

study 

454 MD, PA, RN, NP NE NE  

Saini, Chantler, & 

Kapur (2015) 

Retrospective 

qualitative study  

336 cases of 

individuals who 

completed suicide  

NE NE  

Draper et al. (2014) Mixed method study  362 PCP  NE NE 

Graham, Rudd, & 

Bryan (2011) 

Descriptive study  195 MD, NP, PA  (female less confident 

then male) 

NE NE 

Faghri, Boisvert, & 

Faghri (2010) 

Quasi-experimental 

study  

300 PCP NE NE  

Neufeld et al. (2013) Descriptive study 122 PCP in Canada  NE Lack of training   NE 

 Hawgood et al.  

(2008) 

Qualitative 

exploratory study 

400 GP and medical 

students  
 Lack of training   NE 

Legend: Not evaluated (NE), General practice (GP), Primary Care Provider (PCP), Medical doctor (MD), Physician assistant (PA), Registered nurse (RN), Nurse practitioner (NP) 

Suicide Prevention (SP) 

 

 

Conceptual frameworks were not included into this synthesis; 10/10 articles did not include frameworks.  
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Appendix C 

 

Rapid Critical Appraisal Tools 

 

RAPID CRITICAL APPRAISAL OF QUALITATIVE EVIDENCE 

 

1. Are the results of the study valid (trustworthy and credible)? 

a. How were the participants chosen? 

b. How were accuracy and completeness of data assured? 

c. How plausible/believable are the results? 

i. Are implications of the research stated?    Yes No

 Unknown 

1. May new insights increase sensitivity to others needs? Yes No

 Unknown 

2. May understandings enhance situational competence? Yes No

 Unknown 

ii. What is the effect on the reader? 

1. Are results plausible and believable?   Yes No

 Unknown 

2. Is the reader imaginatively drawn into the experience? Yes No

 Unknown 

 

2. What are the results? 

a. Does the research approach fit the purpose of the study?   Yes No

 Unknown 

i. Does the researcher identify the study approach?   Yes No

 Unknown 

1. Are language and concepts consistent with the approach? Yes

 No Unknown 

2. Are data collection and analysis techniques appropriate? Yes

 No Unknown 

ii. Is the significance/importance of the study explicit?   Yes

 No Unknown 

1. Does review of the literature support a need for the study? Yes

 No Unknown 

2. Do sample composition and size reflect study needs? Yes No

 Unknown 

iii. Is the sampling strategy clear and guided by study needs?  Yes

 No Unknown 

1. Does the research control selection of the sample?  Yes

 No Unknown 
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2. Do sample composition and size reflect study needs? Yes No

 Unknown 

b. Is the phenomenon (human experience) clearly identified?   Yes

 No Unknown 

i. Are the data collection procedures clear?    Yes No

 Unknown 

1. Are sources and means of verifying data explicit?  Yes

 No Unknown 

2. Are researcher roles and activities explained?  Yes No

 Unknown 

ii. Are data analysis procedures described?    Yes No

 Unknown 

1. Does analysis guide direction of sampling and when   Yes

 No Unknown 

it ends? 

2. Are data management processes described?   Yes

 No Unknown 

c. What are the reported results (description or interpretation)? 

i. How are specific findings presented?     

1. Is presentation logical, consistent, and easy to follow? Yes No

 Unknown 

2. Do quotes fit the findings they are intended to illustrate? Yes

 No Unknown 

ii. How are the overall results presented? 

1. Are meanings derived from data described in context? Yes No

 Unknown 

2. Does the writing effectively promote understanding? Yes No

 Unknown 

3. Will the results help me in caring for my patients? 

a. Are the results relevant to persons in similar situations?   Yes No

 Unknown 

b. Are the results relevant to patient values and/or circumstances?  Yes No

 Unknown 

c. How may the results be applied in clinical practice?    Yes

 No Unknown 

©Fineout-Overholt & Melnyk, 2015. 
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RAPID CRITICAL APPRAISAL OF EVIDENCE BASED GUIDELINES 

1. Credibility 

a. Who were the guideline developers?     

b. Were the developer’s representative of key stakeholders in this 

specialty (interdisciplinary)?       Yes

 No Unknown 

c. Who funded the guideline development?      

d. Were any of the guideline’s developers funded researchers of the   Yes

 No Unknown 

reviewed studies? 

e. Did the team have a valid development strategy?    Yes

 No Unknown 

f. Was an explicit (how decisions were made), sensible and impartial process  

used to identify, select, and combine evidence?    Yes No

 Unknown 

g. Did its developers carry out a comprehensive, reproducible literature  

review within the past 12 months of its publication/revision?  Yes No

 Unknown 

h. Were all important options and outcomes considered?   Yes No

 Unknown 

i. Is each recommendation in the guideline tagged by the level/strength of  

evidence upon which it is based and linked with the scientific evidence? Yes

 No Unknown 

j. Do the guidelines make explicit recommendations (reflecting value  

judgments about outcomes)?      Yes No

 Unknown 

k. Has the guideline been subjected to peer review and testing?  Yes No

 Unknown 

2. Applicability/Generalizability 

a. Is the intent of use provided (national, regional, local)?   Yes No

 Unknown  

b. Are the recommendations clinically relevant?    Yes No

 Unknown 

c. Will the recommendations help me in caring for my patients?  Yes No

 Unknown 

d. Are the recommendations practical/feasible (e.g. resources-people and  

equipment) available?       Yes No

 Unknown 

e. Are the recommendations a major variation from current practice?  Yes

 No Unknown 
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f. Can the outcomes be measured through standard care?   Yes No

 Unknown 
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RAPID CRITICAL APPRAISAL QUESTIONS FOR COHORT STUDIES 

1. Are the results of the study valid? 

a. Was there a representative and well defined sample of patients at 

 a similar point in the course of the disease?     Yes

 No Unknown 

b. Was follow-up sufficiently long and complete?    Yes No

 Unknown 

c. Were objective and unbiased outcome criteria used?   Yes No

 Unknown 

d. Did the analysis adjust for important prognostic risk factors and 

confounding variables?       Yes No

 Unknown 

2. What are the results? 

a. What is the magnitude of the relationship between predictors  

(i.e. prognostic indicators) and target outcomes?    Yes No

 Unknown 

b. How likely is the outcome event(s) in a specified period of time?  Yes

 No Unknown 

c. How precise are the study estimates?     Yes No

 Unknown 

3. Will the results help me in caring for my patients? 

a. Were the study patients similar to my own?     Yes

 No Unknown 

b. Will the results lead directly to selecting or avoiding therapy?  Yes No

 Unknown 

c. Are the results useful for reassuring or counseling patients?   Yes

 No Unknown 

 

©Fineout-Overholt & Melnyk, 2015 
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RAPID CRITICAL APPRAISAL CHECKLIST FOR A RANDOMIZED CLINICAL 

TRIAL 

1. Are the results of the study valid? 

a. Were the subjects randomly assigned to the experimental and control  

groups?         Yes No

 Unknown 

b. Was random assignment concealed from the individuals who were first  

enrolling subjects into the study?      Yes No

 Unknown 

c. Were the subjects and providers blind to the study group?   Yes

 No Unknown 

d. Were reasons given to explain why subjects did not complete the study? Yes

 No Unknown 

e. Were the follow-up assessments conducted long enough to fully study the 

 effects of the intervention?       Yes

 No Unknown 

f. Were the subjects analyzed in the group to which they were randomly  

assigned?         Yes No

 Unknown 

g. Was the control group appropriate?      Yes

 No Unknown 

h. Were the instruments used to measure the outcomes valid and reliable? Yes No

 Unknown 

i. Were the subjects in each of the groups similar on demographic and  

baseline clinical variables?       Yes

 No Unknown 

2. What are the results? 

a. How large is the intervention or treatment effect (effect size, level of  

significance)?        

b. How precise is the intervention or treatment?    

3. Will the results help me in caring for my patients? 

a. Were all clinically important outcomes measured?    Yes

 No Unknown 

b. What are the risks and benefits of the treatment?    

c. Is the treatment feasible in my clinical setting?    Yes No

 Unknown 

d. What are my patient’s values/family’s values and expectations for the  

outcome that trying to be prevented and the treatment itself?  

 

 

©Fineout-Overholt & Melnyk, 2015 
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RAPID CRITICAL APPRAISAL OF SYSTEMATIC REVIEWS OF CLINICAL 

INTERVENTIONS/TREATMENTS 

 

1. Are the results of the review valid? 

a. Are the studies contained in the review randomized controlled trials? Yes No

 Unknown 

b. Does the review include a detailed description of the search strategy? 

 to find all relevant studies?       Yes

 No Unknown 

c. Does the review describe how validity of the individual studies was  

assessed (e.g. methodological quality, including the use of random  

assignment to study groups and complete follow-up of the subjects)? Yes No

 Unknown 

d. Were the results consistent across studies?     Yes

 No Unknown 

e. Were individual patient data or aggregate data used in the analysis?  Yes

 No Unknown 

2. What were the results? 

a. How large is the intervention or treatment effect (odds ratio,   

effect size, level of significance)?     

 _____________________  

b. How precise is the intervention or treatment?   

 _____________________ 

3. Will the results assist me in caring for my patients? 

a. Are my patients similar to the ones included in the review?   Yes

 No Unknown 

b. Is it feasible to implement the findings in my practice setting?  Yes No

 Unknown 

c. Were all clinically important outcomes considered, including risks and  

benefits of treatment?       Yes No

 Unknown 

d. What is my clinical assessment of the patient and are there any  

contraindications or circumstances that would inhibit me from  

implementing the treatment?      Yes No

 Unknown 

e. What are my patient’s and his/her family’s preferences and values  

about the treatment that is under consideration?   

 _____________________ 
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Appendix D 

 

Quality Guide Evidence  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Levels I, II, & III (Includes Experimental, Quasi-Experimental & Non-Experimental Research Studies) 

•A High Quality: Consistent, generalizable results; sufficient sample size for the study design; adequate control; definitive conclusions; consistent 
recommendations based on comprehensive literature review that includes thorough reference to scientific evidence 

•B Good Quality: Reasonably consistent results; sufficient sample size for the study design; some control, fairly definitive conclusions; reasonably consistent 
recommendations based on fairly comprehensive literature review that includes some reference to scientific evidence 

•C Low Quality or Major Flaws: Little evidence with inconsistent results; insufficient sample size for the study design; conclusions cannot be drawn 

Level IV (Includes Clinical Practice Guidelines & Position Statements) 

•A High Quality: Material officially sponsored by a professional, public, private organization, or government agency; documentation of a systematic literature 
search strategy; consistent results with sufficient numbers of well-designed studies; criteria-based evaluation of overall scientific strength and quality of 
included studies and definitive conclusions; national expertise is clearly evident; developed or revised within the last 5 years

•B Good Quality: Material officially sponsored by a professional, public, private organization, or government agency; reasonably thorough and appropriate 
systematic literature search strategy; reasonably consistent results, sufficient numbers of well-designed studies; evaluation of strengths and limitations of 
included studies with fairly definitive conclusions; national expertise is clearly evident; developed or revised within the last 5 years 

•C Low Quality or Major Flaws: Material not sponsored by an official organization or agency; undefined, poorly defined, or limited literature search strategy; 
no evaluation of strengths and limitations of included studies, insufficient evidence with inconsistent results, conclusions cannot be drawn; not revised 
within the last 5 years Evidence 

Level V (Includes Literature Reviews, Expert Opinion, Quality Improvement, Financial/Program Evaluation) Organizational 
Experience: 

•A High Quality: Clear aims and objectives; consistent results across multiple settings; formal quality improvement; financial or program evaluation methods 
used; definitive conclusions consistent recommendations with thorough reference to scientific evidence 

•B Good Quality: Clear aims and objectives; consistent results in a single setting; formal quality improvement or financial or program evaluation methods 
used; reasonably consistent recommendations with some reference to scientific evidence 

•C Low Quality or Major Flaws: Unclear or missing aims and objectives; inconsistent results; poorly defined quality improvement, financial or program 
evaluation methods; recommendations cannot be made 

Literature Review, Expert Opinion, Case Report, Community Standard, Clinician Experience, Consumer Preference: 

•A High Quality: Expertise is clearly evident; draws definitive conclusions; provides scientific rationale; thought leader(s) in the field 

•B Good Quality: Expertise appears to be credible; draws fairly definitive conclusions; provides logical argument for opinions

•C Low Quality or Major Flaws: Expertise is not discernible or is dubious; conclusions cannot be drawn 

•Dearholt & Dang, 2012 
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Appendix E 

Evidence Level Pyramid  

 

Dearholt & Dang, 2012 


