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Rate of Suicides per 100,000 Population Ages 10+ by Year,
Utah and U.S., 1999-2015

~Utah #Sus.

19.16

2001 45 g315,0716.74 176 173 171 17.3 17 _w,?—
R 1y g

\.
Data Source: Utah Death Certificate Database, U.S. Centers for
Disease Control and Prevention



-

TX

Data Source: WISQARS 2014 Suicide Fatality Rates ages 10+
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Rate of Suicide per 100,000 Population by Age Group and Sex,
Utah 2013-2015
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Utah Suicide Prevention Plan
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social instiutions by creating safe and supportive school and
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Utah Suicide Prevention Plan
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Increase comprehensive data collection and analysis regarding
risk and protective factors for suicide to guide prevention efforts




People At Risk For Suicide Are
Falling Through the Cracks In
Our Health Care System

In the month before their death by suicide:
» Half saw a general practitioner
» 30% saw a mental health professional

In the 60 days before their death by
suicide:
» 10% were seen in an emergency department



“Suicide represents a worst case
failure in mental health care. We must
work to make it a ‘never event’ in our

programs and systems of care.”

Dr. Mike Hogan
NY Office of Mental
Health



Suicide Care in Behavioral
Health Care Settings

» Suicide prevention is a core responsibility
for behavioral health care systems

» Many licensed clinicians are not prepared

> 39% report they don’t have the skills to
engage and assist those at risk for suicide

> 44% report they don’t have the training

> [In Utah- 61% of providers surveyed reporting
not having the skills to engage those at risk
and 58% report they don’t have the training



“Over the decades, individual
ental health) clinicians have ma
heroic efforts to save lives... but
systems of care have done very
little.”

Dr. Richard Mc
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/K/Vhat IS Zero Suicide? ‘

e A priority of the Utah Suicide Prevention Coalition

e A priority of the Utah Division of Substance Abuse
and Mental Health

e A priority of the National Action Alliance for Suicide
Prevention

e A goal of the National Strategy for Suicide
Prevention

e A project of the Suicide Prevention Resource Center

e A framework for systematic, clinical suicide
prevention in behavioral health and health care
systems

\- A focus on safety and error reduction in healthcare‘

» A set of best practices and tools for health systems
and providers
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"It is 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-Sinal Medical
Center
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iIde Care In System
mework

Training and tools Systems & culture

change

Individual provider Suicide prevention

actions; suicide woven into all aspects
are as “specialty” of care; everyone’s
job

odes of crisis Continuity of care
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'Better Approaches to Suicid!
Care Are Avallable, Effective,

and Fill The Cracks in Our
Health Care System
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CONTINUOUS

Create a leadership-driven,
safety oriented culture
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Suicide Care Management Plan
* |dentify and assess risk
= Use effective, evidence-based care

* Provide continuous contact
and support

APPROACH
ALITVYNO

Electronic health record

M
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Develop a competent, confident,
and caring workforce

IMPROVEMENT




RSHIP

explicit commitment to reduce suicide deaths.

m change occurs with sustained and committed leaders
and improve practices following adverse events.

utilizing lessons learned from high-reliability
organizations,

fostering a just culture,

aintaining focus on a comprehensive appro

preventing suicide deaths in their system
d

sing on continuous quality improvem
idelity to the Zero Suicide model.




a competent, confident, caring workforce.

all staff—clinical and non-clinical—to identify individuals
espond effectively, commensurate with their roles.

[ have received the TRAININGI need to
engage and assist those with suicidal desire
and/orintent.

Assess employees beliefs,
training and sKkills

Series 1

Develop a training play for
employees which should
include at a minimum:

*Screening and Identificatio
*Internal policies and proce

*Assessing, safety plannin
continuity of care, referr
treatment for clinical st
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IFY

every person at risk for suicide.

N and assess every new and existing patient for suicidal
ghts and behaviors in an ongoing and systematic way usin
dardized tools.

ence-based screening and assessment tools should be
rporated into clinical practice as the use of such tools

pled with clinical judgment has been found to be more
rate than clinician judgment alone.

loping policies and procedures around identification
that leverage evidence-based tools is a crucial step
safer suicide care

used tools include the PHQ-9 and the Columbi
rity Rating Scale coupled with narrative ris




ENGAGE

Engage clients in a Suicide Care Management Plan.

Patients at risk for suicide agree to actively engage in a package of
evidence-based practices that directly targets their suicidal thoughts
and behaviors.

Suicide Care Management Plans may include:

» Ongoing screening using evidence based tools

e Same-day access to behavioral health professionals for those determined to be at immediate risk
through use of a standard risk formulation framework

e Requirements and protocols for safety planning, crisis support planning, and lethal means
reduction, including the frequency of visits and actions to be taken if a patient misses
appointments or drops out of care

» Channels for communicating with a patient about diagnosis, treatment expectations, and what it
means to have a suicide care management plan

e A referral process to suicide-specific, evidence-based treatment and requirements for continued
contact, especially during transitions in care

» Criteria and protocols for closing out a patient’s suicide care management plan

e Training for all staff at least annually in suicide care management plan policies and protocols and
documentation requirements

e A schedule for regular team meetings and clinical case consultations to discuss patients at risk for
suicide

s A schedule for management to regularly review charts to determine that policies and protocols are
followed



al Thoughts and Behaviors Directly.

iIdence-based treatments that focus explicitly on r
Isk to keep patients safe and help them thrive.

research strongly supports targeting and treating suicidal ide
aviors specifically and directly in the least restrictive environ

e, Evidence-Based Care:

SP

lanning/Crisis Response Planning
ans Restriction




TRANSITION

Follow patients through every transition in care.

Put policies into action that ensure safe hand-offs between
caregivers and upon discharge

Organizational policies provide guidance for successful care transitions and
specify the contacts and support needed throughout the process to manage
any care transition

e Follow-up and supportive contacts for individuals on a suicide care
management plan, also called a pathway to care, are tracked and managed
using an electronic health record or paper record

e Patients are engaged in an individualized, culturally sensitive manner that
takes into account their needs and preferences

e Staff are trained how to provide supportive caring contacts and follow-up
care using techniques such as motivational interviewing, safety planning,
and lethal means assessment and counseling



a-driven quality improvement.

a to inform system changes that will lead to improved
es and better care for those at risk.

ntify patient care outcomes demonstrating whether
stems and policy changes are impacting practice;

sess care outcomes for all patients who have a suicide car
nagement plan;

lop, review, and improve data collection on suicide
pts and deaths among those in care; and

he experience and satisfaction of patients who
engaged in a suicide care management pl




Measure

Screening

Assessment

Safety Plan
Development

Lethal Means
Counseling

Missed
Appointment
Follow-up

Acute Care
Transition

Recommended Measures:

Numerator

Number of clients who received
a suicide screening during the
reporting period

Number of clients who screened
positive for suicide risk and had a
comprehensive risk assessment
(same day as screening) during
the reporting period

Number of clients with a safety
plan developed (same day as
screening) during the reporting
period

Number of clients who screened
and assessed positive for suicide
risk and were counseled about
lethal means (same day as
screening) during the reporting
period

Number of clients with a suicide
care management plan who
missed a face-to-face appointment
and who received contact within

8 hours of the appointment during
the reporting period

Number of clients who had a
hospitalization or emergency
department visit who were
contacted within 24 hours of
discharge during the reporting
period

Denominator

Number of clients enrolled during the
reporting period

Number of clients who screened
positive for suicide risk during the
reporting period

Number of clients who screened and
assessed positive for suicide risk
during the reporting period

Number of clients who screened and
assessed positive for suicide risk
during the reporting period

Number of clients with a suicide care
management plan who missed a
face-to-face appointment during the
reporting period

Number of clients who had a
hospitalization or emergency
department visit during the reporting
period



Involving those with lived experience
B T o e Recovery A

The Most Important Truth About Suicide Is The
One You’ve Never Heard

We are living among people who have faced the worst of personal pain and doubt
and have come through them to better lives.

e Suicide prevention and behavioral health care
organizations can engage, hire, and/or
collaborate with peer support professionals.
They should also include attempt survivors as
key partners in suicide prevention efforts.

« Providers of crisis or emergency services can The Way Forward:
develop formal partnerships with organizations
that offer peer support services and especially Pathways to

organizations that are operated or driven by

people with lived experience. hope, recovery, and wellness

with insights from lived experience
e Suicide prevention and behavioral health

groups can engage attempt survivors as Prepared by the

partners in developing, implementing, and Suicide Attempt Survivors Task Force

evaluating efforts. of the National Action Alliance for Suicide Prevention
July 2014

e All types of providers can use a certified peer
specialist on care coordination teams. This
involvement can have direct benefits for a
person receiving care, including role modeling
and improved problem-solving.



e of the Collaborat

on components of Zero Suicide
ECT you to local and national subject experts

LEM SOLVE as a group to overcome barrier
r practical applications

R - Gain priority in DSAMH-sponsore
s and other resources




Purpose of the Collaborative




Leading Zero Suicide Efforts




In From the Top Down

rgency that preventable deaths by suicide are
ptable from moral, legal, and business viewpoin

ata and stories to show that suicide is preventabl

artin Luther King Jr and civil rights activists, have
and a plan.

provement approach is both necessary




hen is the buy in and urgency high enough?

When 75% of a company’s management is honestly
convinced that business-as-usual is totally
unacceptable.




Suicide are Unnacceptab

Risk as a Vital Sign: Mike Hogan
Screening vs. Cholesterol Screening and Heart Disease

ards of Care- Skip Simpson

is foreseeable; prediction is not the standard of care.” Forese
0 anticipate something bad is going to happen if proper inter
en to prevent that “bad thing.” Proper suicide screening an
ic suicide assessment will tell us who is at risk for an atte
he near term—hours, days, or weeks.

edicine Report:

National Imperative: “Knowing is not
ough; we must do.”




is Preventable

st people who think about suicide or attempt suicide, d
T go on to die by suicide.

ple with suicidal thoughts are often deeply ambivalent.
t of them is uncertain, connected to life, or hopeful for
er future.

with suicidal thoughts do not actually want to ©
t to end overwhelming pain or find a solutic
ing problem.




is Preventable

ide crises are often brief. If we keep the person safe a
port them through the crisis, they are likely to survive.

ere are effective treatments and brief interventions for

ucing suicidality, that can empower a person to manage
idal thoughts, reduce their distress, and live a long and
ningful life.

ord Health System created an 80% reduction i
aths by implementing the strategies capt
Framework.




Suicide is Preventable




e ZS Leadership

the most common errors made in Transformati
s is Undercommunicating the Vision by a Factor o

Il existing communication channels to broadcast the vision.

porate the vision into hour by hour activities such as routine pro
g meetings, performance appraisals, documentation, etc.

ives learn to “walk the talk” and become a living symbol of t

John P. Kotter
| “Leading Change: Why 114




Effective ZS Leadership

e “Baked In” to every level of organizational culture- reflected
as a priority in budgets, staff meetings, training,
documentation, etc.

® Must include written policy change WITH monitoring and
support from mid-level management to carry out those
policies

e Use stories and data to motivate and track success




e ZS Leadership

w do we have a culture of Zero Suicides and believ
icide is truly preventable without staff feeling blame
hen a client does take their life?

* Leadership honesty and transparency

 Support for the clinician as a loss survivor

e Embed ZS in a “Just Culture” where accountability is shared an
system improvement is promoted over individual punishment




O Suicide Organizational
elf-Study

* Continuity
* Treat Svicidal of Care
Thoughts and
* Collaborative Behavior
* Screening Safety Plan

* Assessment
* Risk Formulation ~

Avoid Serious
Injury or Death

SUICIDAL/

PERSON

Adapted from James Reason’s “Swiss Cheese” Model Of Accidents
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Rating Description

1

Routine care or care as usual for this item. The organization has not yet focused specifically on developing
or embedding a suicide care approach for this activity.

Initial actions toward improvement taken for this item. The organization has taken some preliminary or early
steps to focus on improving suicide care.

Several steps towards improvement made for this item. The organization has made several steps towards
advancing an improved suicide approach.

Near comprehensive practices in place for this item. The organization has significantly advanced its suicide
care approach.

Comprehensive practices in place for this item. The organization has embedded suicide care in its
approach and now relies on monitoring and maintenance to ensure sustainability and continuous quality
improvement.

\




stion Example

12. Systematically identify and assess suicide risk:
What are the organization’s policies for screening for suicide risk?

Please select the number where your organization falls on a scale of 1-5.

1 There is no systematic screening for suicide risk.
2 Individuals in designated higher-risk programs or categories (e.g., crisis calls) are screened.
3 Suicide risk is screened at intake for all individuals receiving behavioral health care.
— 4 Suicide risk is screened at intake for all individuals receiving either health or behavioral health care

and is reassessed at every visit for those at risk.

Suicide risk is screened at intake for all individuals receiving health or behavioral health care and is
=, reassessed at every visit for those at risk. Suicide risk is also screened when a patient has a change
5 in status: transition in care level, change in setting, change to new provider, or potential new risk
factors (e.g., change in life circumstances, such as divorce, unemployment, or a diagnosed illness).




work plan, plan for short
that are fairly easy to attain a
ease momentum and excitement
ro Suicide.

onnect these changes to stories and
Idence of lives saved and improved.
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«' | Zero Suicide is a commitment to suicide prevention in
l\ 2 oy health and behavioral health care systems, and also a

specific set of tools and strategies. It is both a concept

and a practice.

» LEAD

» TRAIN

» IDENTIFY

» ENGAGE

» TREAT

» TRANSITION

» IMPROVE




to address each of the elements listed above. SPRC also
provides technical assistance for organizations actively
implementing this approach,

Kl LEAD » Create a leadership-driven, safety-oriented
culture committed to dramatically reducing suicide
among people under care. Include suicide attempt

and loss survivors in leadership and planning roles. Learn more at www.zerosuicide.com.

E] TRAIN » Develop a competent, confident, and
carning workforce.

E] IDENTIFY » Systematically identify and assess suicide
nsk among people receiving care.

1 ENGAGE » Ensure every person has a suicide care
management plan, or pathway to care, that is both
tmely and adequate to meet his or her needs. Include
collaborative safety planning and restriction of lethal means.

B} TREAT » Use effective, evidence-based treatments that
directly target suicidaity.

] TRANSITION » Provide continuous contact and
support, especially after acute care.

IMPROVE » Apply a data-driven quality improvement
approach to inform system changes that will lead to
improved patient outcomes and better care for those FOR MORE INFORMATION, PLEASE CONTACT:
at nsk.

Julie Goldstein Grumet, PhD




ZEROSuicide

IN HEALTH AND BEHAYIORAL HEALTH CARI

ZERO SUICIDE WORK PLAN TEMPLATE

This template should be used by an implementation team after completing the Zero
Suicide Organizational Self-Study. It is organized by element of the Zero Suicide model
and does not have to be completed all at once. To go directly to a particular element, click
the link in the table of contents below.

Table of Contents




ZEROSuicide

B MEALTH AND BEMAVIORAL MEALTH CANM

220116 | 2

www.zerosulicide.com

LEAD>> Create a leadership-driven, safety-oriented culture committed to dramatically reducing suicide among
people under care. Include suicide attempt and loss survivors In leadership and planning roles.

Tmelne

o1

Q2

Q3

Q4

Staff Reaponaible

Establsh an implementaton team . Clearly define lasks and roles of leam members

Anncunce Zero Suscide phdosophy 1o staff and establsh ongoing communication about ndatve

Considor warys 10 nk Zero Suicsde 10 other nitiatives (e g , Wauma.nformed care, subslance
abune)

Tran management on new niatve (0. g , develop PowerPomnt presentabon for stall ranings)

Present Zero Suicide 10 the board, where applcable

Establsh budget to implement Zero Suicsde (0 g . 10 purchase screeners, conduct Wanng)

Review agency pobtes 10 determne what new pobtes need 1o be developed

Ensure policies and procedures include revew of adverse oulcomes related 1o sucide

Ensure pobcies and procedures include support for staff who have expenenced the sucde death
of & patent

Action
ch M
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% of Open Clients W/ Screening

10% -
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entation Team

regularly to formulate, implement, and evalua
plan.

esentation from different departments and levels
nizational hierarchy.

ority for changing policies and procedures- must
de several members with power to make changes

mine a role and goals in the work plan for all lev

ible for measuring progress as well as suici
agency and reporting outcomes back t

elpful to have one point person on the team to be the face
of the effort )




entation Team

es those with lived experience and the suicide
ved

clude people with lived experience in developing,
plementing, and evaluating efforts

lude peer supports professionals on care coordi
S

iatt from American Foundation for Suicide




2012 DSAMH Workforce Survey

| have received the TRAINING | need to engage and assist those with
suicidal desire and/or intent:

36.6% Completely Agree or Agree

63.4% Completely Disagree, Disagree or Don’t Know
| have the SKILLS | need to engage those with suicidal desire and/or intent:

38.1% Completely Agree or Agree

61.8% Completely Disagree, Disagree or Don’t Know
| have the SUPPORT/SUPERVISION | need to engage and assist those with
suicidal desire and/or intent:

47.7% Completely Agree or Agree

52.3% Completely Disagree, Disagree or Don’t Know
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Survey

as already built out and paid for your staff t
e the new version of the survey in Qualtrics, ju
a link designated to your agency a few weeks be
ould like to administer the survey. See the questi

erosuicide.sprc.org/sites/zerosuicide.actionallianceforsuici
rg/files/Zero%20Suicide%20Workforce%20Survey%20Que

t the anonymous results back to you fory

ister the survey and comp

to two years.




Assistance & Training

rs and Andrea Hood available to provide one-
al assistance and connect you to a national netw
S

eeper training (non-clinical introduction to suicide
ntion) is available throughout the state for low or
imes no cost

ation regarding clinical training opportuniti
ations, see the handout.

|d be recurring, built into
suicide prevention policy, and supported by supervision and

consultation.



