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22 Recommendations

 Strength of the recommendations follows the level of evidence

* 4 domains used to determine strength and direction of the evidence
» Relative strength (Strong or Weak)
* Direction (For or Against)

 In many cases, sufficient research has yet to be conducted;
thereby highlighting an opportunity to engage in continued rigorous
efforts to evaluate practices to augment the existing evidence-base



Evidence-Based Process
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» Systematic Review of the Evidence
» Conducted by independent third party



		P

		Patients, Population, or Problem

		A description of the patients of interest. It includes the condition(s), populations or sub-populations, disease severity or stage, co-occurring conditions, and other patient characteristics or demographics.



		I

		Intervention or Exposure

		Refers to the specific treatments or approaches used with the patient or population. It includes doses, frequency, methods of administering treatments, etc.



		C

		Comparison

		Describes the interventions or care that is being compared with the intervention(s) of interest described above. It includes alternatives such as placebo, drugs, surgery, lifestyle changes, standard of care, etc.



		O

		Outcome

		Describes the specific results of interest. Outcomes can include short, intermediate, and long-term outcomes, or specific results such as quality of life, complications, mortality, morbidity, etc.



		(T)

		Timing, if applicable

		Describes the duration of time that is of interest for the particular patient intervention and outcome, benefit, or harm to occur (or not occur).



		(S)

		Setting, if applicable

		Describes the setting or context of interest. Setting can be a location (such as primary, specialty, or inpatient care).








Organization of the Recommendations

« Screening and Evaluation - 5

* Risk Management and Treatment - 12
* Non-Pharmacologic - 4
« Pharmacologic — 3
« Post-Acute Care — 3
« Technology-Based Modalities - 2

« Other Management Modalities — 5
» Population & Community-Based Interventions



Example of Recommendation Table

**

Recommendation ’ Strength* ’ Categoryt

W ith regard to universal screening, we suggestthe use ofa |Weak for Reviewed,
validated screening tool to identify individuals atrisk for New-added
suicide-related behavior.

W ith regard to selecting a universal screening tool, we Reviewed,
suggestthe use of the Patient Health Questionnaire-9 item New-added
9, to identify suicide risk.

We recommend an assessment of risk factors as partofa Strong for Reviewed,
comprehensive evaluation of suicide risk, including but not New-replaced
limited to: current suicidal ideation, prior suicide attempt(s),

current psychiatric conditions (e.g., mood disorders,

substance use disorders) or symptoms (e.g., hopelessness,
insomnia, agitation), prior psychiatric hospitalization, recent
biopsychosocial stressors, and the availability of firearms.

When evaluating suicide risk, we suggestagainstthe use of |Weak against|Reviewed,
a single instrument or method (e.g., structured clinical

interview, selfreport measures, or predictive analytic

models).
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While itis an expected standard of care, there is insufficient |Neither for Reviewed,
evidence to recommend for or againstthe use ofrisk nor against |New-—replaced
stratification to determine the level of suicide risk.




		

		

		#

		Recommendation

		Strength*

		Category†



		Screening and Evaluation

		a. Screening

		1. 

		With regard to universal screening, we suggest the use of a validated screening tool to identify individuals at risk for suicide-related behavior.

		Weak for

		Reviewed, New-added



		

		

		2. 

		With regard to selecting a universal screening tool, we suggest the use of the Patient Health Questionnaire-9 item 9, to identify suicide risk.

		Weak for

		Reviewed, New-added



		

		b. Evaluation

		3. 

		We recommend an assessment of risk factors as part of a comprehensive evaluation of suicide risk, including but not limited to: current suicidal ideation, prior suicide attempt(s), current psychiatric conditions (e.g., mood disorders, substance use disorders) or symptoms (e.g., hopelessness, insomnia, agitation), prior psychiatric hospitalization, recent bio-psychosocial stressors, and the availability of firearms.

		Strong for

		Reviewed, New-replaced



		

		

		4. 

		When evaluating suicide risk, we suggest against the use of a single instrument or method (e.g., structured clinical interview, self-report measures, or predictive analytic models).

		Weak against

		Reviewed, Amended



		

		

		5. 

		While it is an expected standard of care, there is insufficient evidence to recommend for or against the use of risk stratification to determine the level of suicide risk.

		Neither for nor against

		Reviewed, New-replaced








Exemplar Recommendations by Area



Screening and Evaluation

* We recommend an assessment of risk factors as part of a
comprehensive evaluation of suicide risk, including but not limited
to: current suicidal ideation, prior suicide attempt(s), current
psychiatric conditions (e.g., mood disorders, substance use
disorders) or symptoms (e.g., hopelessness, insomnia, agitation),
prior psychiatric hospitalization, recent bio-psychosocial stressors,
and the availability of firearms.

» Strong For



Screening and Evaluation

* We recommend an assessment of risk factors as part of a
comprehensive evaluation of suicide risk, including but not limited
to: current suicidal ideation, prior suicide attempt(s), current
psychiatric conditions (e.g., mood disorders, substance use
disorders) or symptoms (e.g., hopelessness, insomnia, agitation),
prior psychiatric hospitalization, recent bio-psychosocial stressors,
and the availability of firearms.

» Strong For



Rg Report | Requirement, Rationale, Reference

A complimentary publication of The Joint Commission Issue 18, Nov. 27, 2018

Published for Joint Commission-accredited organizations and interested health care professionals, R3 Report provides
the rationale and references that The Joint Commission employs in the development of new requirements. While the
standards manuals also may provide a rationale, R3 Report goes into more depth, providing a rationale statement for
each element of performance (EP). The references provide the evidence that supports the requirement. R3 Report may
be reproduced if credited to The Joint Commission. Sign up for email delivery.

National Patient Safety Goal for suicide prevention

Effective July 1, 2019, seven new and revised elements of performance (EPs) will be applicable to all Joint

C I dited hospitals and behavioral health care organizations. These new requirements are at
National Patient Safety Goal (NPSG) 15.01.01 and are designed to improve the quality and safety of care for
those who are being treated for behavioral health conditions and those who are identified as high risk for suicide.
Because there has been no improvement in suicide rates in the US_, and since suicide is the 10™ leading cause
of death in the country, The Joint Commission re-evaluated the NPSG in light of current practices relative to
suicide prevention.

'F;'le Joint Commission




Risk Management and Treatment
Non-Pharmacologic

* We recommend using cognitive behavioral therapy-based
interventions focused on suicide prevention for patients with a
recent history of self-directed violence to reduce incidents of
future self-directed violence.

« Strong For

« We suggest offering Dialectical Behavioral Therapy to
individuals with borderline personality disorder and recent self-
directed violence.

« Weak For



Risk Management and Treatment
Non-Pharmacologic

» We suggest offering problem-solving based psychotherapies

to:
 Patients with a history of more than one incident of self-directed
violence to reduce repeat incidents of such behaviors
» Patients with a history of recent self-directed violence to reduce
suicidal ideation
» Patients with hopelessness and a history of moderate to severe
traumatic brain injury

» Weak For



Risk Management and Treatment
Non-Pharmacologic

« We suggest completing a crisis response plan for
individuals with suicidal ideation and/or a lifetime
history of suicide attempts.

 Weak For



Crisis Response Planning vs. Safety Planning

Semi-structured interview of recent suicidal
ideation and chromnic history of suicide
attermnpts
Unstructured conversation about recent

rs and current complaints using
supportive listening techniques
Collaborative identification of clear signs of
crisis (behavioral, cognitive, affective or agies without
physical) on from
Self-management skill identification including suicidal the

th'-”.“s that can be done on the patient’s own Utilizing contacts and social settings as
to distract or feel tressed action from suicidal thoughts
Collaborative identification of social support

ing family members, caregivers or friends

including friends, caregivers, and family
members who have helped in the past and
who they would feel comfortable contacting in
crisis

Revie sis resources including medical
provi other professionals and the suicide
prevention lifeline (1-800-273-8255)

Referral to treatment including follow up

s to lethal means
Consider pres

appointments and other referrals as needed




Developing a Safety Plan

Overview for VHA Clinicians

The Veterans Health Administration (VHA) has updated the Safety Planning Intervention
Manual, 3 quide for VHA dinicians that defines the best practices for developing safety
plans with Veteran patients.

Safety planning should be used with Veterans who meet one or more of the foll owing criteria:

+ Aftempited sulckde or engaged + Are otherwise determined to be
In sulcidal ehawor at risk for sukcide (e.q., patient recond
flags Identitying Vaterans at high risk

+ Reported sukidal ideation

+ Have psychiatric disanders that
IniTesss sulcide nsk

fior sulcidel

The outcome of safiety planning intervention b a personallzed safety plan: a priontzed list of coping
strategles and sources of support that the Vieteran can use before or during a sulddal crisis. The best safiety
plans are brief, easy to read, and writhen In theVisterar's own wards.

Well-developed safiety plans can help Vieterans recognilze when they are experiencing a crisls and guide
thern In foliowing speciic steps to prevent them from acting on sulcidal thoughts and urges. The safety
plans are an essentlal part of emergency preparedness, 3 problem-solving abilitles often diminish during
acrisis.

The safiety plan Is not Just a form— IE5 an Important dinical Intervention that should be developed
thoughtiully and callaboratively by the cinician and Veteran.

Sae the other shds of this handout for the séx steps of developing a safety pian,

Aioess the updated Safety Mlanning Intervention Manual and training materids from the Mental Health

Services SharaPoint. The safiaty plan tamplate & 2vallible in the VA Computerized Patient Record Systam.

Developing a Safety Plan
Steps at a Glance

Step 1: Recognize Waming Signs

Wit are the spacific thoughts, emotions behaviors, or sensations that Indicate a
crisls Is eoouming or ascalating 7

Step 2 Plan Internal Coping Strategles

Whiat are some coping strategles that can distract fram sulcidal thinking? Examples
Include gaing for a walk, exerclsing, of listening to Inspirational music.

Step 3: Identify Sodal Camtacts and Environments That May Distract Fram the (risks

Whiat soclal contacts o environments can proside a distraction If the coping strategles
In Step 2 do not rezolse the crisis? Example contacts Incude a friend, falth lesdar, or
SUpport group.

Step & dentify Family Members or Friends Whe Can Help

Whiat familly memibers or frlends can be contacted If the strategles In Step 3 do not
rasobve the crisis? Ifthe Vieteran disclosas having no family of friend support, consider
other Interventions to address soclal Isolation, ke sockal skHIs training, peer support,
anl graup therapy.

Step 5 Determine Professionals and Agendles to Centact for Help

Whiat professionals o professional sarvoes, such as mental health and primary care
providers, can be contacted for helpl

Step & Create a Safe Environment

Has the Visteran thought of a sulcide method o developed a specific sulcde plan]
Fof any method that Fas been identifled, determmine the Vetaran's acess tothe kthal
means and make a plan to reduce that aocess.

I o oF someone you knowls In cisls, call tha Veterans Crisls Line at |'@I IT¥iou of somecne you know s In cisls, call the Veterans Crisis Line at g o5 Depariment

1-B00-273-8255 and Press 1, chat online at VeteransCrisisLine.net, of text 838255,

[ rmiaciyr 1-800-273-8255 an0 PTess 1, Chat onling at VeleransCrisisLINE.NEt, of taxt 838255, - alVeternza Allain
- -




Risk Management and Treatment
Pharmacologic Treatments

* In patients with the presence of suicidal ideation and major depressive
disorder, we suggest offering ketamine infusion as an adjunctive treatment
for short-term reduction in suicidal ideation.

 Work For

» We suggest offering lithium alone (among patients with bipolar disorder) or
in combination with another psychotropic agent (among patients with
unipolar depression or bipolar disorder) to decrease the risk of death by
suicide in patients with mood disorders.

 Weak For

» We suggest offering clozapine to decrease the risk of death by suicide in
patients with schizophrenia or schizoaffective disorder and either suicidal
ideation or a history of suicide attempt(s).

 Weak For



Risk Management and Treatment
Post-Acute Care

« We suggest sending periodic caring communications (e.g., postcards) for 12-24 months in
addition to usual care after psychiatric hospitalization for suicidal ideation or a suicide attempt.

 Weak For

» We suggest offering a home visit to support reengagement in outpatient care among patients
not presenting for outpatient care following hospitalization for a suicide attempt.

 Weak For

» We suggest offering the World Health Organization Brief Intervention and Contact treatment
modality following presentation to the emergency department for suicide attempt, in addition to
standard care.

 Weak For



Technology-Based Modalities

 Behavioral health treatment * Lower cost: Some apps are free or cost less
modalities for suicidal ideation than traditional care.
. Insufficient Evidence « Service to more people: Technology can help
+ Neither for nor against mental health providers offer treatment to
- Technology-based adjuncts people in remote areas or to many people in

times of sudden need (e.g., following a natural

* Insufficient Evidence disaster or terror attack)

* Neither for nor against

National Institute
of Mental Health
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MIRECC | SUICIDEPREVENTION
S Webinar Series

https://www.mirecc.va.gov/visn19/cpg/index.asp



Mrzesymont and Manigemend
of Patients Ad Risk For Swicide

FOR PROVIDERS WHO SERVE VETERANS

Why worry alone? Common consultation topics include:
. Risk Assessment
+ Conceptudlization of Suicide Risk
. Lethal Means Safety Counseling
. Strategies for How to Engage Veterans at High Risk
- Best Practices for Documentation

« Provider Support after a Suicide Loss (Postvention)

#/V@é@/‘/{/a/&/‘y#/w(@ To initiate a consult email:

www.mirecc.va.gov/visn19/consult

AN
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