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New Efforts, But We Are Not Winning Yet
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Recent Advances in Suicide Prevention

-
Suicide prevention in 2000 (NSSP I):
Public Health model. USAF viewed as gold standard...but rates keep

rising. Public Health approaches underpowered

New knowledge: Joiner (Interpersonal Theory of Suicide) Klonsky
(Three Stages) Millner et al. (Pathways to Suicide)

Vulnerability + Loss =2 Many have ideation
Many people have suicidal thoughts, few progress to attempts

Isolation is like poison for those with ideation; Developing “capability” to
kill oneself is the dangerous step

The time between initial thoughts of suicide and serious attempts is often
long...this gives us time to help, but only if we know
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Action Alliance Clinical Care and

Intervention Task Force Report--201 1

« Suicide in healthcare is a problem:
awareness, ownership lacking

« We have promising new
Interventions

e Systematic approaches
emphasizing culture change,
“productive relationships” are
needed

« Next: build and test “Zero Suicide”

Suicide Care in

Access at: www.zerosuicide.com
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IN HEALTH AND BEHAVIORAL HEALTH CARE EDC. ©2017 All Rights Reserved.



Svicide and Healthcare Settings:

It's A Problem, and a Place to Intervene
-

Over 80% of people dying by suicide (>90% with
attempts) had health care visits in the prior 12 months

45% of people who died by suicide had a primary care visit in the
month before death.

A disproportionate number of suicide decedents were receiving
mental health care.

37% had an emergency department visit in the past year

The risk of suicide death following inpatient psychiatric discharge is
44x the population rate

We have ample time to intervene—do we?

Suicide
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INHEALTH AND BEHAVIORAL HEALTH CARE A FOCUS ON PATIENT SAFETY AND ERROR REDUCTION

WITH IMPROVED SUICIDE CARE, PEOPLE DON'T SLIP THROUGH.GAPS (L1 \vhen |

it’s needed
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Adapted from James Reason’s “Swiss Cheese” Model Of Accidents
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Svicide and Healthcare Settings:

A Problem, and Places to Intervene
-

Over 80% of people dying by suicide (>920% with
attempts) had recent healthcare visits

So, we have ample time to intervene

Are there effective, evidence-based, feasible tools¢
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IN HEALTH AND BEHAVIORAL HEALTH CARE EDC. ©2017 All Rights Reserved.



Evidence for Suicide Care--Screening

Simon et al. study (2015):

Examined subsequent history of 75k+ who completed PHQ-9

80% of those who subsequently died by suicide had
indicated elevated thoughts on q9

Old thinking: we can’t predict who'll die, when...so screening
is ineffective

Do cardiologists worry about this¢ We have very good
predictors of who needs help

Defining need for suicide intervention at least as good as for
CVD intervention

Suicide
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Do We have Evidence About Helping People Be

Safe?
[

Hospitalization?

Might be necessary. Might not be helpful
Is suicidality directly treated in hospital?
Do people transition to community care afterwards?

Rates after discharge are extreme

An alternative: Can we intervene to help most
people be safe in their communities?

Suicide
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Evidence: "Crisis Response Plan” (CRP)

RCT* of Soldiers receiving CRP vs. safety contract, at follow-up the
CRP showed:
* Significantly fewer attempts (75%)
* Strengthening patient’s “reasons for living” explained the difference in
attempts at follow-up (greater ambivalence)
* Significantly faster reduction in Sl
* Significant reductions in inpatient stay

The Enhanced CRP added Reasons for Living discussion
* Made clinicians 86% less likely to hospitalize patients, even though risk profile
was the same

At least as effective as
*Bryan et al, 2017

managing BP
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Evidence: Safety Planning With Follow-Up

Safety Planning makes sense, is feasible, is widely used, but until

recently not well tested

ED based matched cohort comparison--1640 pts with suicide

related visit, 1186 in intervention group

Tested brief Safety Planning Intervention (SPI) plus telephonic follow

up

Results

* SPI+ pts had 45% fewer subsequent suicide behaviors (p<.03)

* SPI+ pts were twice as likely to participate in follow up care

(p<.01)

Effectiveness is better than that for statins to prevent Mi

Stanley et al., JAMA Psychiatry 2018
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Evidence for Suicide Care: Means Restriction

Evidence and experience in population level means
restriction...it works

Coal gas
Fertilizer
Bridge enclosures

Firearms safe storage

How about we do it for people at risk?

Better than statins...
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Evidence: Caring Contacts

Caring contacts (phone calls, letters, texts,
postcards, visits) are effective

Schoenbaum et al. study (2017)

Caring letters work better than usual care and cost less
Phone calls work even better

Cognitive Behavioral Therapy also effective

Better than statins...
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Evidence: Directly Treating Suicidality
-

Evidence for effectiveness of suicide-focused
therapies in RCT’s over usual care

Dialectical Behavior Therapy

Cognitive Therapy for Suicide Prevention

Collaborative Assessment and Management of Suicide
(CAMS)

(Denmark) post-attempt counseling

(Switzerland) (Attempted Suicide Short Intervention
Program—ASSIP)

As effective as acute care interventions for CVD
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We Have to Use the Excellent Tools We Have
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These are the Zero Suicide tools

— Leadership and

CONTINUOUS < Support
Elements

Create a leadership-driven,
safety oriented culture
S S R : Clinical Elements

v

Suicide Care Management Plan
* |dentify and assess risk

* Use effective, evidence-based care i
* Provide continuous contact

and support

APPROACH
ALITVNO

Electronic health record

e o
Develop a competent, confident,

t and caring workforce
IMPROVEMENT gfé%ﬁf

Office of
Mental Health




Systematic Approaches Work: HFHS
-
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Emerging Evidence: Suicide Safe Care/ZS

No RCT’s yet, NIMH studies underway. But we know:
Rates in usual care are very high
All reports where ZS has been implemented thoughtfully are positive

Henry Ford: 75% reduction in suicide in psychiatric care population—to
general level

Centerstone TN: 65% reduction over 3-4 years in CMH population to general
pop level of 15/100T

Institute for Family Health (NY): 65% reduction in integrated primary care over
3-4 years to about 2/100T

MO: CMHC'’s implementing ZS see 30% reduction while overall state rate
increases

NY Medicaid QI project, 180 MH clinics do self assessment.

Suicide rates in clinics with higher self assessment scores had lower rates of suicide death
in prior 6 months than those with lower scores (p< .05)

Fidelity to reducing lethal means for those with risk is very effective (p< .01)

Suicide

IN HEALTH AND BEHAVIORAL HEALTH CARE EDC. ©2017 All Rights Reserved.



Are We Making Healthcare Suicide Safe?

I
Early, incomplete progress on orienting healthcare to suicide
prevention

A new (1) priority for the suicide prevention field

An accreditation focus: Joint Commission, CARF, COA

ZEROSuicide
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Joint Commission Sentinel Event Alert 56: Detecting
and Treating Suicide Ideation in All Settings (2016)

Sentinel
Event

A of The Joint
Issue 56, Fobruary 24, 2016

Detecting and treating suicide ideation in all settings.

“The suggested actions in this alert
S toopmirsossoiisoe cover suicide ideation detection, as

them receive health care services in the year pror to death.fusualy for
dverse evets and high risk reasons unrelated 1o suicide or mental heath.#” T

The rate of suicide is increasing in America.! Now the 107 leading cause of
deat? suicide claims more bves than rafic socidents? and more than pwioe

imely, supportive continuity
common underying causes, of care for those identified as at risk for suicide is crucial, as well !

and recommends steps to

reduce risk and prevent future

RIS well as the screening, risk assessment,

treat indwviduals with suicide ideation. Clinicians in emergency. primary and

3
e S lndocoesion heatth care settings particularty have a crucial role in detecting
oy

[
e e e v e safety, treatment, discharge, and
desiy o redesigning professionals play an addtional important role in providing evidence-based
processes and consider treatment and follow-up care. For all chnicians working with patients with
mr&v&lm" suscide ideation, care ransitions are very imporant. M.uwplbens risk for

suicide do not receive outpatient behavioral treatment in a timely fashion
alert or reasonable altermatives. fotowing discharge M i oat»ﬂ

; e e B e me follow-up care of at-risk individuals.
»2‘5«1"4"}?2:::“,’” first week after dischar rve'fem pvehmf-\c xy'mmmmben-oh

especially within the first year® 2 and through the first four years'' after

e e R Also included are suggested actions
R < for educating all staff about suicide

risk, keeping health care environments
safe for individuals at risk for suicide,

v M 4
s S . and documenting their care.”
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Are We Making Healthcare Suicide Safe?

Spread of Zero Svicide:
SAMHSA grant focus in GLS, NSSP
IHS efforts—National, States, Nations

Adult suicide program authorized in 215" Century Cures Act. SAMHSA
emphasis: ZS

Utah, NYS statewide Medicaid QI efforts

Adoption by large, leading health systems: Kaiser Permanente,
Intermountain

AFSP /Action Alliance “20 by 25” effort

Remarkable baby steps on making healthcare “suicide safe”..
The time is right to respond

Suicide
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A Movement and a Mission

Suicide Contact: dr.m.hogan@gmail.com
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