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Learning Objectives

Participants will be able to:

* |dentify tools for detecting suicide risk and
prioritizing evaluations In acute care settings

o Glve examples of best practices to intervene on
suicide risk In acute care patients

e Describe implementation challenges and solutions



Outline

o Current state of suicide/suicide prevention

 Best practices in suicide prevention In acute care

— Zero Suicide model
— Screening tools
— Brief interventions

o Implementation across a large health care system



Suicide: Facts and Figures

leading cause of
death In the US

leading cause of
death in teens and
young adults

In 2017, there were an

ecctimated In 2015, suicide and self-

injury cost the US

1,400,000 $ 69 sillion

suicide attempts




Suicide rates are increasing in the U.S.

Suicide rates rose across the US
from 1999 to 2016.

B Increase 38 .58%
B Incraase 31 - 379%
S Increase 19 - 30%
== |ncrease ©G6-18%

Decrease 1%




Health care use Is frequent in suicide decedents

Study of 5,894 suicides in the Mental Health Research

Network (11 health systems serving over 11 million individuals across 11 states)
Any visit
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Weeks Prior to Suicide Death
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(Ahmedani et al., 2014)



Many emergency department
patients have hidden suicide risk

18.0%
16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0% 2 3% 2.9%

o m

Active suicidal ideation Broader suicide risk (ideation and/or
lifetime attempt)

O llgen et al. (2009; n=5,641) m Allen et al (2013; n=1,068)
Claassen & Larkin (2005; n=1,590) # Boudreaux et al. (2015; n=951)

» Most of these patients are not identified and, even when identified not
treated with best practices




Suicide Risk: A Continuum

e.g. | would hang
myself in the

garage with a rope
while my wife’s at

e.g. l am
thinking about
killing myself
~11in 16 ED pts
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Passive . . Death
Suicide
death |mp »| by
wish attempt suicide
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e.g. [ would
hang myself

e.g. [ wish I was
dead or could
fall asleep and
not wake up
~1in 8 ED pts
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intend to
kill myself



Therapies to Decrease
Psychiatric Symptoms

Interventions to Address the

Continuum

e.g., CBT, Medications

é Y

Passive
death
wish

\

Active
suicidal
ideation

J

Interventions to
Reduce Thwarted
Belongingness

e.g., Caring Contacts

Interventions to Improve
Management of Suicidal

Thoughts, Reduce Action
e.g., Safety Planning Intervention

. Lethal Means Restriction
Sometal Counseling

*

Suicide
attempt

Death

Y%
suicide

S

Care Transitions

P

Inpatient
Hospitalization



Outline

 Current state of suicide/suicide prevention

 Best practices In suicide prevention In acute
care

— Zero Suicide model
— Screening tools
— Brief interventions

 Implementation across a large health care
system



Zero Suicide

« A priority of the National Action Alliance for Suicide Prevention
and a goal of the National Strategy for Suicide Prevention

» L_ead system-wide culture change committed to reducing
suicides

» Train a competent, confident, and caring workforce

» ldentify patients with suicide risk via comprehensive
screenings



http://zerosuicide.sprc.org/toolkit/lead
http://zerosuicide.sprc.org/toolkit/train
http://zerosuicide.sprc.org/toolkit/identify

Zero Suicide

« A priority of the National Action Alliance for Suicide Prevention
and a goal of the National Strategy for Suicide Prevention

» Engage all individuals at-risk of suicide
» Treat using evidence-based treatments

» Transition individuals through care with warm hand-offs and
supportive contacts

» Improve policies and procedures through CQI



http://zerosuicide.sprc.org/toolkit/engage
http://zerosuicide.sprc.org/toolkit/treat
http://zerosuicide.sprc.org/toolkit/transition
http://zerosuicide.sprc.org/toolkit/improve

“It 1s critically important to design for zero even

when It may not be theoretically possible...It’s

about purposefully aiming for a higher level of
performance.”

Thomas Priselac
President and CEO of Cedars-Sinai Medical
Center

EDC (2015)



ZEROSuicide

IN HEALTH AND BEHAVIORAL HEALTH CARE A FOCUS ON PATIENT SAFETY AND ERROR REDUCTION

WITHOUT IMPROVED SUICIDE CARE, PEOPLE SLIP THROUGH GAPS

Engagement ) .
Treat Serious Injury
Reduce Suicidality? or Death
Lethal ’

Means?
Act for

Safety?
Ask? -

-

SUICIDAL/

PERSON

Adapted from James Reason’s “Swiss Cheese” Model Of Accidents
EDC ©2016. All rights reserved.



A Systematic Approach to Health Care Quality
Improvement: Henry Ford Health System

Launch: Perfect Suicide Deaths/100k HMO Members

Depression Care

AN
NG A

1999 2001 2003 2005 2007 2009 2011

EDC ©2016. All rights reserved.



IDENTIFY



“Identify”

Universal Screening to Detect and Stratify

Primary
Screening

Secondary
Screening

 Detects If non-
negligible risk
exIsts using
specific criteria

o Stratifies risk to
drive clinical
action and risk
mitigation



“ldentify”
The Patient Safety Screener (PSS-3)

Introductory script: “Now I’'m going to ask you some questions that we ask everyone treated here, no
matter what problem they are here for. It 1s part of the hospital’s policy and it helps us to make sure we
are not missing anything important.”

Over the past 2 weeks,
1. ...have you felt down, depressed, or hopeless?
Yes No Patient unable to complete Patient refused 1. From PHQ-2
2. ...have you had thoughts of killing yourself?
Yes No Patient unable to complete Patient refused 2. Adapted from CSSRS
If patient responds yes, ascertain whether they are currently suicidal
In vour lifetime,
3. ... have you ever attempted to kill yourself?
Yes : No Patile)ent unable t}o complete Patient refused 3. Adapted from CSSRS
When did this happen?
Within the past 24 hours (including today)
Within the last month (but not today)
Between 1 and 6 months ago
More than 6 months ago
Patient unable to complete
Patient refused

(Boudreaux et al., 2015)




“ldentify”
The Patient Safety Screener (PSS-3)

Validation study (Boudreaux et al., 2015)

Administered the tool to general adult ED medical and
psychiatric presentations

Compared to a reference standard, Beck Scale for Suicide
|deation (BSSI; Beck & Steer, 1991)

Concurrent validity with BSSI:

— Overall positive screening (PSS: positive on ideation and/or
attempt; BSSI: ideation 4 or 5 or attempt)

» Kappa =0.95 (95% CI: 0.91-0.99)



“ldentify”
Emergency Department Safety Assessment and Followup Evaluation (ED-
SAFE) 1 : Implementing Universal Screening

Figure 1: Screening Trends in ED-SAFE
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Boudreaux et al. 2016



“Identify”
ED-SAFE 1: Detecting Suicide Risk
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“Identify”: Other tools

E———— 3l Columbia Suicide Severity Ratin

Ask questions that are in bold and underdined.

Mo —— Scale (CSSRS) - Triage version

 Includes ideation severity and
attempt only

Have you wished you were dead or wished you cowld go to sieep and not wake up?

ns
utes to screen

es” to any of the

ric properties*

o v 5 15
Have pou had these Ihoughts and had some intemtion of seting on them?

5) Suicide Intent with Specific Plan:

Thaughts of kdling anessr with detals of plan fully or partialy w aul and persan has

Carr L.

Have you started to work oul or worked out the details of how o kill yourself? Do you intend to
ey out this plan?

&) Suicide Behavior Question

Have you ever done anything, started to do an ything, or red to dio & hing fo end Four
fife?

uestions
Ask the patier
1. In the past few weeks, have you wished you were dead?
2. In the past few weeks, have you felt that you or your family would be
better off if you were dead?
3. In the past week, have you been having thoughts about killing yourself?
4. Have you ever d to kill yourself?
If yes, ho

If the patient answers y o any of the above, ask the follo

. SR - . . _ 5. Are you having thoughts of killing yourself right now?
4 Immediate Molification of Physican and/or Behavicral Health and Patient Safety Pracautions.

5 Immediate Molification of Physician and/or Behavicoral Health and Patient Safety Precautions

3 months ag0 or less: Immediate Nalification of Physician and/or Behavioral Health and Patient Safaly Precaulions

Tterventi

If patient answers “Yes” to any of questions1 through 4, or refuses o answ
n. Ask question #5 to assess acuity:

* Patient requires a

non-acute positive screen
suidde safety assessment to dete

For more infor mation contact:

Ask Suicide Screening Question (ASQ)
For patients ages 10-24
Positive screen: “Yes” to any question e

EV N G S EL T R L LIEOE NATIONAL INSTI E OF MENTAL HEALTH (NIMH




ENGAGE



“Engage11
Safety Planning Intervention

SOFETY PLAM

1. Recognizing warning signs
2. Employing internal coping T
strategies  ———
[step3: Pecple ar-:|: soi 3l settings that provide distraction: H—,n.._
3. Socializing with others L —-

4. Contacting family members or
friends in a crisis

5. Contacting mental health
professionals or agencies

6. Reducing the potential for use of
lethal means

Stanley & Brown (2015)



Safety Planning Intervention (SPI) iIs associated with a
decrease In suicide behavior report (SBR)

Percentage of Veterans with SBR during 6-month
Follow-up

Control Sites (n=24 of 454) Safe Vet Sites (n=36 of 1186)

x2(1, N = 1640) = 4.72, p = .029; OR = 0.56, 95% ClI: 0.33, 0.95




SPI 1s associated with improved suicide-related
coping

SAFE VET

Control

0-Month 1-Month 3-Month 6-Month

Mixed effect regression: Main effect z = 2.95, 95% CI: 1.67, 8.23, p = 0.003
Group by time interaction z =-2.16, 95% CI: -1.32, -0.66, p= .03




‘(Engage11
Counseling on Access to Lethal Means

* Those dying by suicide were more likely to live in homes
with guns (Brent et al., 1999)

« Higher risk of suicide in states with higher firearm
prevalence (Miller et al., 2007)

* Removing access to lethal means can prevent a lethal suicide
attempt or prevent the suicide attempt entirely (Sarchiapone
et al., 2011)

e Counseling on access to lethal means (CALM)

e Online training: https://www.sprc.org/resources-programs/calm-
counseling-access-lethal-means



TREAT

TRANSITION



“Treat”/”Transition”
Cost-effectiveness of interventions in ED

FIGURE 1. Incremental costs and outcomes of the three
interventions to reduce suicide risk among hospital emergency

department patients, compared with usual care (UC)? e Modeled costs and outcomes

Willingness to pay= Postcards vs. UCP = 4: .
$50,000 per life-year Telephone outreach vs. UCS based on existing studies

CBT vs. UCP

95% confidence ellipses ° Ca“ng contact postcards
Improved outcomes and reduced
costs, compared with usual care
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» Telephone outreach and CBT
24 s 6 78 improved outcomes at an

Incremental effectiveness®

“Based on Monte Carlo simulation that accounted for uncertainty incremental cost beIOW ad WTP

across the model inputs
® Compared with usual care, postcards and cognitive-behavioral ther- Of $50 OOO per |ife_year
apy (CBT) improved outcomes with incremental cost-effectiveness !
(ICE) below $50,000 per life-year with certainty (100% likelihood).
€ Compared with usual care, telephone outreach improved outcomes
with ICE below $50,000 per life-year with 99.5% likelihood.

4 Saved life-years per emergency department visitor X 103 DenCheV et a| 2018 30
"




“Transition”
ED-SAFE 1: Counseling calls (CLASP-ED)

Phase 1: Treatment as usual
Phase 2: 5Ccreening

=———— Phase 3: Intervention
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Outline

 Current state of suicide/suicide prevention

 Best practices In suicide prevention in acute

care

— Zero Suicide model
— Screening tools
— Brief interventions

 Implementation across a large health care
system: The System of Safety study



System of Safety

Title: A System of Safety (SOS): Preventing Suicide through
Healthcare System Transformation

e Pls: Edwin D. Boudreaux, Catarina I. Kiefe, University of
Massachusetts Medical School Worcester, MA

e Funded by: National Institute of Mental Health
(1RO1MH112138-01)

 Aim: To implement Zero Suicide’s Seven Essential Elements of
Care across settings through continuous performance
Improvement hub-and-spoke model and a stepped wedge design



System of Safety: Setting and Context

UMass Memorial Health Care
System
— Phase 1: Six EDs at four sites

— Phase 2: Inpatient med/surg and BH at =9
five hospitals

— Phase 3: Primary care and specialty
outpatient

Main types of providers/stakeholders
— RNSs, MDs, Patient care associates, Mental Health Clinicians



SOS: Lean Hub and Spoke

Central Lean Hub works with spokes to train,
Implement, monitor, and improve performance

Intervention Hub and Spoke Design

MEMORIAL

\Kotkcwski, SYSTE M H U B Outpatien

! Team
Inpt Team ! Schloss Edwin D. Boudreaux, PhD

125 (n=8 Units)
\ Catarina Kiefe, MD, PhD
(n=8 Units) \ Lori Pelletier, PhD
i Barry Feldman, PhD
MD??, Alan Brown, MD
I RN?? Sarah Cutrona, MD
/ Dan Ambrus, MD
. Lisa Columbo, DNP
Jomol Mathew, PhD
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MARLBORO o

Peds | Adult | EMH
21 | 81 | [3]
0P || 1c
(51 (51

Inpt Team _Volture ™
(n=2Units) |

UNIVERSITY




Zero Suicide components in System of Safety

Meetings; Universal screening

. . : : CQl approach:
commitment in of patients (Patient Moving towards oP

metrics providing

before, during and

after roll-out; CQl
approach

letters of support; Safety Screener) Comprehensive
feedback of metrics across all settings

Assessment and
Management of
Suicide risk
Content: screening; SPI,
de-escalation Safety planning
Modes: Live coaching; intervention
webinars; in-person

Follow-up calls;
caring contact letters;
continuity in EHR
across settings in
medical records




UMMHC workflow

1. Universal primary screening
using PSS-3 by nurse

UMass Memorial Health Care Suicide Risk Screening & Mitigation
Planning Process

Patient arrives in the ED/Inpatient/ICU or patient/famil

2. If +, stratification using the o

Health/Suicide

ED-SAFE Secondary f:;::;i:%:ns

Consider

Screener (ESS) oo
=  Mild, moderate, high

onversation with patient to Nurse has conversation with patient to

set expectations set expectations

3. Safety precautions

4. Review by physician

5. Behavioral health evaluation
o  Safety planning where
available

6. Referral resources

Documentation Record

Clothing changed & belongings
removed

Environmental Checklist completed
Suicide Risk Mitigation Standing
Orders completed

n/APP may
cide Risk

Behavioral Health Provider, follows up
with phone call to appropriate service

Behavioral Health Evaluation completed

Ini Co
Documentation Re
Clothing changed &
removed
Environmental C
isk Mitigation Stz
completed

risk level. Adju

Mitigation Standing Orders appropriately

n/APP places consult order for
Behavioral Health Provider, follows up
with phone call to appropriate service

Behavioral Health Evaluation completed




Implementation strategies had to be wide-ranging

v" Screening tools, safety plan and alerts built in EHR
v Online modules rolled out to RNs, MDs, and PCAs
v" In-person training (to varying degrees)

v’ System-wide policy approved

v Reporting and auditing to identify shortfalls

v CQI approach and post go-live unit calls

Next steps: Extend to behavioral health and primary care



| essons learned

o [t takes time to find the right task for the right role
— RNs fit well with screening but not brief intervention

« Screening was difficult, but less difficult than
Implementing intervention and transition

o Carrot vs Stick — likely never would have had significant
transformation without the stick (i.e., Joint Commission)




Lessons learned (contd.)

o Stepped wedge design impeded progress and ultimately
fell pretty to the “real world” organization of healthcare

 Barriers varied by setting: Med/surg inpatient vs ED

 Fidelity to protocols required multimodal training, ongoing
monitoring and buy-in from leadership and front-line
— Big difference between adoption and true implementation!

— Training of working professionals in a way that is effective for
behavior change Is nearly impossible

» Especially physicians




High Yield Resources

e Consensus guide for ED-based suicide prevention
— https://www.sprc.org/edguide

e Implementing universal screening
— https://www.sprc.org/micro-learnings/patientsafetyscreener

e One-hour webinar on Counseling on Access to Lethal Means:

— https://www.sprc.org/resources-programs/calm-counseling-access-
lethal-means

Suicide Assessment Five-step Evaluation and Triage (SAFE-

T)

— https://store.samhsa.gov/product/Suicide-Assessment-Five-Step-
Evaluation-and-Triage-SAFE-T-/SMAQ09-4432



https://www.sprc.org/edguide
https://www.sprc.org/micro-learnings/patientsafetyscreener
https://store.samhsa.gov/product/Suicide-Assessment-Five-Step-Evaluation-and-Triage-SAFE-T-/SMA09-4432

Thank you

Edwin.Boudreaux@umassmed.edu
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