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National Strategy for Suicide Prevention

2012 National Strategy for Suicide Prevention:
GOALS AND OBJECTIVES FOR ACTION

A report of the U.S. Surgeon General
and of the National Action Alllance for Suicide Prevention
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Services Administration




NSSP Goals 8 and 9

« Goal 8- Promote suicide prevention as a
core component of health care services

* Goal 9- Promote and implement effective
clinical and professional practices for
assessing and treating those identified as
being at risk for suicidal behaviors.
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Zero Suicide...

e
Makes suicide prevention a core responsibility of health care.

Applies new knowledge and proven tools for suicide care.

Supports efforts to humanize crisis and acute care.

Is a systematic approach in health systems, not “the heroic efforts of
crisis staff and individual clinicians.”

Is embedded in the Joint Commission Sentinel Event Alert and the
National Strategy for Suicide Prevention (NSSP).

Suicide

IM HEALTH AND BEHAVIORAL HEALTH CARE Education Development Center Inc. ©2015 All Rights Reserved.



Deconstructing Suicide Deaths in the U.S.
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Data Sources:

1. CDC WISQARS 2010
2. CDC WONDER 2010

3. Bureau of Justice Statistics 2008-2000
4. DoDSERCY 2011 Report

5. Trofimovich et al 2012

6. Depariment of Veterans Affairs 2012
7. COC WISOARS 2010 & Owens et al, 2002
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You can’t fix what you can’t measure....

Perhaps a third of all suicide decedents accessed care prior to death,
but few U.S. health care systems track suicide outcomes.

Mental Health Research Network Report Suicide Decedents from NVDRS
(within 12 months of suicide death) States

B In mental health
treatment at time of
death

B Contact with Health Care

M No Contact with Health B Not in mental health

Care treatment at time of
death
Of those with contact
with health care, 45%
had a psychiatric
diagnoses |
. Karch, DL, Logan, J, McDaniel, D, Parks, S, Patel, N, & Centers
Ahmedam EIS el (), an!th care for Disease Control and Prevention (CDC). (2012). Surveillance
contacts in the year before suicide death.
o : for violent deaths—national violent death reporting system, 16
AT @) EEr (s MEeisne, onlne states, 2009. Morbidity and Mortality Weekly Report. Survelllance
Feb 25. DOI: 10.1007/s11606-014-2767-3. y Rep

Summaries (Washington, DC: 2002), 61(&)’1
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Defining the Problem: Health Care Needs to Improve

Svicide Safety
-

45% of people who died by suicide had contact with primary care providers
In the month before death. Among older adults, it's 78%.

25% of men and 50% of women who die by suicide had recent mental health
contact (NVDRS)

South Carolina: 10% of people who died by suicide were seen in an
emergency department in the two months before death.

Suicide
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Defining the Problem: Behavioral Health Care Needs to

Improve Suicide Safety
-

Ohio: Between 2007-2011, 20.2% of people who died from
suicide were seen in the public behavioral health system
within 2 years of death.

New York: In 2012 there were 226 suicide deaths among
consumers of public mental health services, accounting for
13% of all suicide deaths in the state.

Vermont: In 2013, 20.4% of the people who died from
suicide had at least one service from state-funded mental
health or substance abuse treatment agencies within 1 year
of death.

Suicide
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The Elements of Zero Suicide in a

Health Care Organization - 7 4
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A System-Wide Approach Saved Lives: Henry Ford Health

System
-
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Joint Commission Sentinel Event Alert 56: Detecting and Treating
Suicide Ideation in All Settings

Sentinel is alert cover suicide
Event ideation detection, as

A complimantary publication of The Joint Commisslon
Issue 56, February 24, 2016

e well as the screening, risk

Published for Jirt “The rate of sukcide s increasing n Amenica.' Now the 10% leading cause of
death? suicide claims more ves than traffic accidents? and more than twice

SEE. DDA assessment, safety,

Zan “m:Z«;:N:; treatment, discharge, and
== - follow-up care of at-risk
ff%mg R SR individuals. Also included

T = are suggested actions for
J educating all staff about
: suicide risk, keeping

il health care environments

P safe for individuals at risk

for suicide, and
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ZEROSuicide

wemaoeemons earaowe A FOCUS ON PATIENT SAFETY AND ERROR REDUCTION

_ WITHOUT IMPROVED SUICIDE CARE, PEOPLE SLIP THROUGH
GAPS

Serious Injury
or Death
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ZEROSuicide
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ZEROSuicide
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ZEROSuicide
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ZEROSuicide
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Risk following completion of PHQ9 &
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— ) And that answer leads to... &
GroupHealth.

RESEARCH INSTITUTE

Implementation

Response to
PHQ item 9 , Experimentation

strongly

predicts
suicide risk. \
Exploration




Implementation:
Standard work for suicide risk assessment and
safety planning in mental health clinics

Abbreviated version of Columbia Suicide Severity Rating Scale
Training for all mental health clinicians

EHR prompts for standard work

Defined care pathway for high risk patients

« Safety plan recorded in EHR and noted on problem list

» Acute care pathway
Continuous monitoring of:

* Adherence to standard work

e Suicide attempt and suicide death rates

&)

Groubi—lealth .

RESEARCH INSTITUTE

31




Experimentation:
Pragmatic trial of population-based outreach RESHARCECINSTTTIITE

programs

&)

Groubi—lealth .

Eligible patients automatically identified from

health system records

v

Randomly

A 4

Usual Care
(No contact)

A 4

Assigned

3 sites: Group Health, HealthPartners, KP Colorado
Designed in collaboration with delivery system leaders

> 2400 participants enrolled (approx. 100/week)

A 4

Invited to Skills
Training Program

Invited to Care
Mgmt Program

Decline

|

Do not
respond

a—
A 4

Decline
-

Do not
respond

—>
v

Coaching Support
up to 12 months

Care Management
up to 12 months

y A

Usual Care
Outcomes

Skills Training
Outcomes

y \ 4 A 4
Care Management
Outcomes

Comparison of suicide attempt rates over 18 months using data extracted from health system

EHR and insurance claims data




Exploration: &
Suicide attempt following negative response to G'”O:JpHea“h
PHQ item 9

« Of people who attempt suicide within 30 days of completing PHQ,
25% respond “Not at all” to item 9.

e Two very different explanations:

e Sudden onset of suicidal ideation — “It just came over me.”

e Concealed suicidal ideation — “| didn’t want you to stop me.”
e Exploration at 2 levels:

« Large-scale data mining to identify hidden signals in health
records

« Small-scale interviews of people who survive unexpected
attempts

33




Resource: Using the C-SSRS

Assessment of Suicidal Risk Using
C-SSRS

Suicide Risk Identification and Triage
Using the Columbia Suicide Severity Rating Scale

Center for Practice Innovations-
o Calumiio Fiychioty
Féror Yk S Bapuhion bt

Building best proctices with you.

0 —

2013 Research Foundation for Mental Hygiene, Inc.

Audio 4) Page 10f25 Next pm-

Access at: www.zerosuicide.com

Suicide
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ALL Behaviors Are
Prevalent and Predictive

n = 28,699 administrations

No Behavior: 28,303

Each behavior is Actual Attempt: 70

EQUALLY Interrupted Attempt: 178
PREDICTIVE Aborted Attempt: 223

to an attempt Preparatory Behavior: 71

Multiple behaviors = greater risk

*Only 1.7% had any worrisome answer
*Only .9% with ~5o,000 administrations

472 Interrupted, Aborted and Preparatory (87%)

vs. 70 Actual Attempts (13%) O LTETA

LIGHTHOUSE
Mundt et al., 2011 PROJECT

IDENTIFY RISK. PREVENT SUICIDE.




The Marines:

Reducing Suicide

Reversed an alarming increasing trend )
Part of Medicaid Improvement Plan RUPSRA services

In their legislative suicide prevention report
they state “"we are committed to becoming
a Zero Suicide System of Care” J

State Suicide Prevention Programs
FY 2015 Reon

Nation's largest provider of community- )
based behavioral healthcare

Tennessee saw a 64% reduction in suicides @
in the first 10 months of using the C-SSRS. ) CENTERSTONE

Helped lead to a 22% reduction in suicides in
2014

Top-down rollout at 14 Marine Bases and

training for all support staff
Lowest suicide rate of any branch of the m

armed forces

THE COLUMBIA

LIGHTHOUSE
RIROUECT

IDENTIFY RISK. PREVENT SUICIDE.




Decreased Unnecessary Intervention
& Getting Care to Those Who Need It

L V(6 ASCREENING /4 General Hospital Setting: Initial Results

PURPOSE

A major barrier to effective sulckde screening In the
acute care hospital setting has been lack of 2 bried,
watlld, reliabde, and universally acceptable ool that
addresses ideation and behavion and provides clesr
operational definitions of bath. An ablreviated

wersion of the Columbia-Sulcide Severity Rating Scale

[C-5585) screen was developed as part of a hospital
suitide sereening protocol, This study evaluated the
psychometric properties of the abbreviated C-55RS
screen, protocol performance, and impact on
selected outcome indlcators,

THEORETICAL FRAMEWORK

The Johnson Behavioral Systems Modal was used as
the framework for the study. Johnson's mode|
addresses the integration of patient behavior for

prevention of Blness and injury, as well as influences

on behavior of both pathent and careglver.

B (Ciegna Sravwrahl, W6, W9; Divector of Nurdng Bemach,
r Fimach g Fnapvtal and e Cevite

B e, M Retaarri dnd Coftitaing EAucation
l'.n»:"d.rm:\' I:In:urumr- Pyhi iy
The: Reseding Hsprtal end Medcad Jetet
i . Bamarvegs, M Chalr of Py hatng,
Cosage Urihversity Hodgltal, Camder, ML
) g et Prefiiats off Pros Bdatry audl
L'Iunrr mhmd: H3h Apenmens,
Codambis Unbeerity Medical Caever, Mew Yore LY.

UM, 5 Ciregtor of Eoucet onFrofesionsl
L Tree Ricacding Hospial mnd Medwm Contey

t-011; Efinieal Sractice Educseor,
dniry, The Bescling Hospital and Medic! Cemer
fus 1 Forrar Reagarch Aas itarm,
T\—Hllnﬂri;"tnnhlrﬂ ki al Covitin

L Eprarmi MAalL,
I‘ = ll.s:h r. IIblu..:l'r.ll l."-ﬂ Medicy Center

Presevakvl tr: Dot Mooty Siotoarget, TN, MY Dineclor, NVurking Researrd

CAREGIVER EDUCATION

P DVD Traiming on C-55RS Tool
P Introduction to abbreviated C-55R5 Tool

P Caregiver reflaction on attitudes
towiard suicide assessment

F \ignette training

CLINICAL SUICIDE
SCREENING PROTOCOL

P Screening C-55R5 Incorporated irto
admission assessment for all
medical-surgical patients

¥ Autormated risk stratification

¥ Prevention protocol triggered for
identifind risk

¥ Safery imenventions implemented
specific for risk levels 7-5

METHODS
Descriptive Study Design
P Instrument ratings
B Inter-rater rellability

Maturalistic Setting

P >500-bed community hospital NURSE INTER-RATER
B Eastern Pennsylvania RELIABILITY

Convenlence Sample: Adult Inpatients e M R e Ny Resb
- Admitted Janwary - June 2010

INSTRUMENT:
ABBREVIATED C-SSRS

B C-55R5 goid standard for suicide

IIIIJiII

assessment

P Brief, valid, reliable tool desired
for routine screening

b Abbrevipted C-55R5 (2009

¥ Triage algorithm for The Reading
Heospital and Medical Center response 1o
C-55H5 leviels developad by Posner,
Pumariega, Millsaps (2003}

The Aeading Hosplol and Medecal Cerrtes, West Reading, Pennsybvonia

PATIENT SAFETY MONITOR
UTILIZATION

Udilzation Reason, 2nd Quarter 2010
Owverell Hospltal

.. % -
L

i P @hoace B BT e

Patlent Safety Monitor Utlllzation for Sulcides
Owesrall Inpatient Nursing

11

IMPLICATIONS FOR PRACTICE
The abbreviated C-S5RS has been successfully

incorporated into a ¢Enical suicide screening protocol
that is & component of assessment for all patients
admitted to the acute care hospital setting regardless of

: COLUMBIA

B ety SHTHOUSE
mﬂuﬁhawmn EOJ ECT

IFY RISK. PREVENT SUICIDE.



Suicide Assessment F

ive-step Evaluation Triage

RESOURCES

m Download this card and additional resources at wisw w.sprcoorg
ar at wawow'. s topasulicide.org

m Rezource for implenmenting The Joint Commission 2007 Patient
Safery Goals on Suldde www.sprc.orng flibrary / jesaferygoals pdF

= SAFE-T drew upon the American Psychiatric Association
Practice Guidelines for the Assessment and Treatment of
Patients with Suicidal Behawviors www.psych.orng /psych_
pract/treatg/ pog/fSuicidalBehawvior_05-15—- 06.pdf

ACKNOWLED'GEMENTS

m Originallhy conceived by Dowuglas Jlacobs, MD, and dewveloped as
a collaboration bemween Screening for Mental Health, lnc. amnd
the Suicide Prevention Resource Center_

= This material is based upon work supporced by the Substance
Abuse and Mental Health Services Administration (SAMHSA)
under Grant Mo. 1UFS9SMS573I92 Ay opinions /findings./f
conclusions /frecommendations expressed inm this material are

those of the author and do not necessarily reflect the wviews of
SAMHSA_

Mational Suicide Prevention Lifeline

1.800.273. TALK (8255)

OO Y REIGHT 20T BV ECHEECATTON DEVELOPRMENT CENMNTER. IFC, AR
SCREERIFNG POR MERTAL HEALTH, IMNC. ALL RIGHTS FESERVELL.
FRIMNTED IN THE UMITELD STATES OF AMERTDCA.

FOR MO SO RERCT AL LISE.

-

i £

WS . O g wnasnw. mentalhealthsoree ning.ong

SAFE-T

Suicide Assessment Five—step
Evaluation and _I_riage

1

IDENTIFY RISK FACTORS
hat can be
reduce risk

IDENTIFY PROTECTIVE FACTORS
Mote those that can be enhanced

CONDUCT SUICIDE INGQUIRY

ghts. plans
med intent

DETERMINE RISK LEVEL/INTERVENTIOMN

Determine risk. Choose appropriat
intervention to address and reduce risk

5

DOCUMEMT

eszmant of risk, rationale,
intervention and Follow—up

National Suicide Prevention Lifeline

1.800.273. TALK (8255)

SAMHSA

Substance Abuse and Mental Health
Services Administration

38




Suicide Assessment Five-step Evaluation Triage

Suicide assessments should be conducted at first contact, with any subsequent suicidal behavior, increased ideation, or
pertinent clinical change; for inpatients, prior to increasing privileges and at discharge.

1. RISK FACTORS

v Current/past psychiatric diagnoses:especially mood disorders, psychotic disorders, alcohol/substance abuse, Cluster B personality
diserders. Co-morbidity and recent cnset of iliness increase risk

v Key symptoms: anhedonia, impulsivity, hopelessness, anxiety/panic, global insomnia, command hallucinations

v Suicidal behavior: history of prior suicide attempts, aborted suicide attempts or self-injurious behavior

« Family history: of suicide, attempts cr Axis 1 psychiatric diagnoses requiring hospitalization

v Precipitants/stressors: triggering events leading to humiliation, shame or despair {i.e., loss of relationship, financial or health
status—real or anticipated). Ongoing medical illness {esp. CNS disorders, pain). History of abuse or neglect. Intoxication

v Access 1o firearms

2. PROTECTIVE FACTORS Protective factors, even if present, may not counteract significant acute risk

» Internal: ability to cope with stress, religious beliefs, frustration tolerance, absence of psychosis
» External: responsibility to children or beloved pets, positive therapeutic relationships, social supports

3. SUICIDE INQUIRY Specific gquestioning about thoughts, plans, behaviors, intent

« ldeation: frequency, intensity, duration--in last 458 hours, past month and worst ever

» Plan: timing, location, lethality, availability, preparatory acts

« Behaviors: past attempts, aborted attempts, rehearsals {tying noose, loading gun), vs. non-suicidal self injurious actions

« Intent: extent to which the patient (1} expects to carry out the plan and (2) believes the plan/act to be lethal vs. self-injuricus,;
Explore ambivalence: reasons to die vs. reasons to live

* Homicide Inguiry: when indicated, esp. postpartum, and fn character disordered or paranoid males dealing with lass ar humiliation.
Ingufre fn four areas listed above.

4. RISK LEVEL/INTERVENTION

v Assessment of risk level is based on clinical judgment, after completing steps 1-3
v Reassess as patient or environmental circumstances change

RISK LEVEL | RISK / PROTECTIVE FACTOR SUICIDALITY POSSIBLE INTERVENTIONS
_ Psychiatric diagnoses with severs Potentially lethal suicide attempt or —r S P
H|g|'| SYMPTOMS, OF 2CUte precipitating event; persistent ideation with strong intent or ﬁd?;‘i‘?:dﬁi::r;iiﬂlr I;Eilcci;?d ;l}lgl:j;;:lgmﬁcam
protective factors not relevant suicide rehesarzal "9 ) P
. Suicidal ideation with plan, but no intent Admission may be necessary depending on risk factors.
LGLITEICHN Multiple risk factars, few protective factars or behavior Develop crisis plan. Give emengency/crisis numbers

Cuwtpatient referral, symptom reduction.
Cive emergency/crisis numbers

Modifiable risk factors, strong protective
factors

Low

Thoughts of death, no plan, intent or behavior

(This chart is intended to represent a range of risk levels and interventions, notactual determinations.)

5. DOCUMENT: Risk level and raticnale; treatment plan to address /reduce current risk (i.e., medication, setting, E.C.T., contact with
significant others, consultation); firearm instructions, if relevant; follow up plan

SAMHSA .

Substance Abuse and Mental Health
Services Administration




Suicide Prevention App for Health Care Providers

Suicide Safe Helps Providers:

Pad ¥

¥ suicioe sare R - Integrate suicide prevention strategies
into practice and address suicide risk

Y

Learn how to use the SAFE-T approach

Y

Explore interactive sample case studies

Y

Quickly access and share information
and resources

Y

Browse conversation starters

Y

Locate treatment options

Learn more at bit.ly/suicide_safe.
Free for Apple® and Android™

mobile devices ﬂMHﬂ 40

Substance Abuse and Mental Health
Services Administration




Assessing and Managing Suicide Risk

COMPANION
MATERIALS

Suicide Risk

Core Competencies for Behavioral Health Professionals

Forming a
Judgment

U4

http://lwww.sprc.org/training-events/amsr




Lifeline’s Imminent Risk Policy (2011)

Suicide

IMN HEALTH ANMND BEHAVIORAL HEALTH CARE

LIFELINE

1-800-273-TALK (8255)

anlifeline.org

December 2010

Developed by the staff from the National Suicide Prevention Lifeline {Lifeline} at LinkZHeakh Solutions, Inc. in collsboration with the Lifeline Steering
Committee, Standards, Training and Practices Subcommittee, and the Consumer Survivor Subcommittee [see

NATIONAL SUICIDE PREVENTION LIFELINE

Policy for Helping Callers at Imminent Risk of Suicide

Abuse and Mental Health Services Administration, U.5. Department of Health and Human Services. Any opinion, findings, conchusions, and recommendations
expreszec herein are thoze of the authors and do nos necessariy reflect the views of the Department of Health and Human Senvices, Substance Abuze and

Mental Hesith Services Administration.

grart No. 5 UT9 SMOS6175-06 from the Substance:
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Helper Interventions with Imminent Risk Callers (N= 49])
TYPE OF INTERVENTION SPECIFIC INTERVENTION

Active Engagement
Person at Imminent Risk Agreed to..
(Collaborative)

Take action on his/her own behalf to immediately reduce risk (e.g.,

collaborate on safety plan; not incl. self-transport) 43.6%
Receive follow-up from center 142 28.9%
Involve a 3rd party to keep him/her safe (not for transport) 125 25.5%
Less Invasive Get rid of means 65 13.2%
Be evaluated by a mobile crisis/outreach team 22 4.5%
Transport him/herself to a hospital or walk-in clinic 21 4.3%
Have center contact the VA 20 4.1%
Be transported to the hospital by a 3" party 15 3.1%
Any less invasive Active Engagement 334 68.0%
Have center send emergency services (police, sheriff, EMS) 94 19.1%
Any Active Engagement 375 76.4%

Active Rescue Without Consent of Person at Imminent Risk,
(Non-collaborative) Helper.....

I HEALTH

Involved a 3rd party (not for transport) 8
Sent a mobile crisis/outreach team 5 1.0%
Less Invasive Contacted the VA 4 0.8%
Involved a 3" party for transport to hospital 1 0.2%
Any less invasive Active Rescue 18 3.7%
Sent emergency services (police, sheriff, EMS) 121 24.6%
Any Active Rescue 136 27.7%
Imminent Risk Reduced Enough so Rescue was Not Needed 192 39.1% | Rights Reserved.
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Resource: Safety Planning Intervention

Safety Planning Intervention for
Suicide Prevention

Welcome to the Safety Planning Intervention for Suicidal Individuals

Center for Practice Innovations
af Celumitin Prychi iatey

M York Saote Pupdhistcis inatitwts:

Building best proctices with you.

) ) Gl ¢ O —

® 2013 Research Foundation For Mental Hygiene, Inc.
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Resource: Counseling on Access to Lethal Means

@M
A

RESOURCE CENTER

- Narration Text Search

Lifeline Contact Information

Produced By
» What This Course Covers
Before You Begin
» Module 1:Introduction to Means Restriction

) Module 2: Counseling on Access to Lethal
Means

Counseling on Access to

Lethal Means
Online Learning

SLIDE 2 OF 64

Suicide
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Engage Families and those with Lived Experience

* Those with lived experience with suicidal crises need to
have a voice In the system of care and in their treatment.

* Peer workforce
* Family members need support .
* Involving family in review of suicide deaths.

Services Administration
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Treat Suicidality Directly

* Both treating suicidality directly as well as treating
underlying conditions is crucial.

 There are now multiple RCT’s showing reductions In
suicidal behavior . All focus directly on suicidality.

« DBT, CBT (civilian and military), CAMS,ASSIP
e CBT for iInsomnia can reduce suicidal ideation

Services Administration




Collaborative Assessment and
Management of Suicidality (CAMS)

SECOND EDITION

2z

The CAMS Framewaork |

MANAGING
SUICIDAL
RIS

A Collaborative Approach

R

The Collaborative Assessment and Management of
Suicidality (CAMS) identifies and targets Suicideas the
primary focus ofassessmentand intervention...

— Suicidality

HOPELESSNESS SELF-HATE

REASONS FOR LIVING
THERAPIST & PATIENT VS. REASONS FOR DYING

— David A. Jobes

coreworD 8y Marsha M. Linehan CAMS assessment uses the Suicide Status Form (SSF) as a means of
deconstructing the “functional” utility of suicidality; CAMS as an intervention
emphasizes a problem-focused intensive outpatient approach thatis
suicide-specific and “co-authored” with the patient...
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Randomized Controlled

Trials of CAMS

Principal Setting & Design & Sample Status
Investigator Population Method Size Update
Comtois Harborview/Seattle CAMS vs. TAU 32 2011 published
(Jobes) CMH patients Next-day appts. article
Andreasson Danish Centers DBT vs. CAMS 108 2016 published
(Nordentoft) CMH patients superiority trial article
Jobes Ft. Stewart, GA CAMS vs. E-CAU 148 Manuscripts
(Comtois et al) US Army Soldiers In preparation
Fosse ==mm) NOrwegian Centers CAMS vs. TAU 100 ITT underway
CMH patients on-going
Pistorello —= Univ. Nevada (Reno)  SMART Design 60 Data analyses
(Jobes) College Students TAU/CAMS/DBT underway
Comtois —p Harborview/Seattle CAMS vs. TAU 200 Pilot phase
CMH Patients Post-Hospital D/C underway

(Jobes)




CAMS RCT (Comtois et al., 2011)

SSi Reasons for Living
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Attempted Suicide Short Intervention Program

Konrad Michel - Anja Gysin-bAdaillart

Attempted Suicide
Short Intervention Program

A Manual for Clinicians

HOGREFE 4"

SAMMEA .
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Improving Care Transitions

There are lethal gaps in many systems.

Period after IPU and ED discharge is one of high risk,
particularly the first 30 days.

Rates of follow up care are poor.

Intervention during this time has been shown to save
lives and reduce suicidal behavior.

Services Administration




EMERGENCY DEPARTMENT
F/U

 Fleischmann et al (2008)

— Randomized controlled trial; 1867 Suicide attempt
survivors
from five countries (all outside US)

— Brief (1 hour) intervention as close to attempt as
possible

— 9 F/u contacts (phone calls or visits) over 18 months

Results at 18 Month F/U

N
a1
1

N

=

Percent of Patients
|_\
(@) ]

o
&)

o

Died of Any Cause | Died by Suicide XﬂMHﬂ

m Usual Care m Brief Intervention



Resource: Structured Follow-up and Monitoring

.58 5

Structured Follow-up and Monitoring

Welcome to Structured Follow-Up and Monitoring for
Suicidal Individuals

qurﬂar for Proctice Innovations-
of Calumbia Pychiotry

Naw Tark Shote Puprhisiea Instiute.

i Building best proctices with you.

[, 0—

©® 2014 Research Foundation For Mental Hygiene, Inc.
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Clients’ Perceptions of Care: Cohort Il (preliminary)

“To what extent did the follow-up call(s) stop you

from killing yourself?”

e Alot
e A little
 Not at all

* [t made things

Callers Hosp. Clients Total

(n=283) (n=70) (n= 353)

60.8% 51.4% 58.9
%

22.6% 14.3% 21.0
%

16.6% 32.9% 19.8
%

(17 calbrfdéyosp. clieni?%a}gsing datab | 3
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Mortality After Recent Suicide Attempts

« SAMHSA NSDUH data
 Significant post non-fatal attempt suicide mortality-3.2 %
 Higher among men then women

* 45 and older with less then a high school education -
16%

* 40.6% had any outpatient mental health treatment,
15.8% had 1-4 visits,

Services Administration




National Suicide Prevention Lifeline

« Joint Commission recommends giving those with

suicidal ideation the Lifeline number -1-800-273-TALK
(8255)

 Link to Veterans Crisis Line
160+ local crisis centers

* Local Lifeline crisis centers are a vital partner for suicide
prevention-talk to them, support them, partner with them

Services Administration




Thank you.

SAMHSA’s mission is to reduce the impact of substance
abuse and mental illness on America’s communities.

Richard McKeon, Ph.D., M.P.H.
Branch Chief, Suicide Prevention, SAMHSA
240-276-1873
Richard.mckeon@samhsa.hhs.gov

www.samhsa.gov
SAMH54 .
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1-877-SAMHSA-7 (1-877-726-4727) e 1-800-487-4889 (TDD) ™
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