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EXECUTIVE

SUMMARY

Suicide prevention is a global public health concern and system wide
collaboration that involves community organizations is essential to prevent death
by suicide. The World Health Organization (2021) reports that:

More than There are indications | Suicide accounted
700 000 people that for each adult for 1.3% of all

die by suicide who died by suicide deaths worldwide,
every year, there may have making it the

which is been more than 17th leading cause
one person 20 others of death in 2019.
every 40 seconds.’ | attempting suicide.’

This Toolkit has been designed specifically to support organizations that are not a formal
part of the health care sector access tools to enhance suicide prevention. The information
presented follows an adapted version of the Zero Suicide Toolkit which was originally
designed by the Education Development Centre for health care settings. As you flip or
scroll through the pages, you will also notice that this Toolkit guides you through principles
of project management and shares experiences of two health care organizations that
implemented Zero Suicide. It is our hope that this Toolkit will be practical and expand the
potential for suicide prevention within your organization and for the clients you serve.
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Executive Summary

The Toolkit is divided into sections based on the Plan-Do-Study-Act cycle of project
management. Below is a summary of each section:

Introduction

This section of the Toolkit includes an introduction to suicide in Canada and the Zero Suicide
framework. You will read an overview of the Zero Suicide implementation at St. Joseph’s
Health Care London and Niagara Region Mental Health. You will begin to explore what Zero
Suicide implementation could look like at your organization.

Plan 1.0

In the Plan 1.0 section of the Toolkit, we address and review project management principles
including a current state analysis. Readers will learn about project planning tools, such as
creating a project charter and plan. You will also be introduced to community-adapted Zero
Suicide tools: Organizational Self Study and Workforce Survey.

Plan 2.0

The Plan 2.0 section will focus on incorporating best practices, guiding philosophy of care,
and staff mental wellness. It will also introduce the Suicide Care Management Plan, including
suicide risk assessment and interventions. Finally, planning regarding staff education and
project evaluation is explored.

Do

This section of the Toolkit focuses on implementing your chosen suicide prevention strategies.
This includes reviewing policy and/or procedure(s), as well as suicide screening tools, risk
assessment, and interventions (including safety planning). The focus then shifts to providing
staff education, key implementation considerations, and your contribution to building suicide
safer communities.

Study

The Study section will focus on project evaluation and data reporting. Regarding project
evaluation, common approaches will be introduced which include client outcomes, staff
competency, and fidelity to the Zero Suicide framework. Several graphs and charts are
presented that outline Zero Suicide data results and trends from the author organizations.

Act

The Act section of the Toolkit will review some key strategies for quality improvement,
implementation spread, and sustainability. Zero Suicide promotes creating a culture of
continuous quality improvement. This includes refining your project plan (including a
sustainability plan), addressing organizational spread, and knowledge translation. Finally,
this section will review project close out and a conclusion to the Toolkit.
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Executive Summary

Important Note About Language:

“Words matter in a world where silence or insensitivity can make matters worse”
(Public Health Agency of Canada, 2018).

When talking about suicide, it is important to use clear, direct, factual,

and safe language. This includes using “people-first” language (such as,
“person thinking about suicide” or “people who have experienced a suicide
attempt”) and avoiding terms with a negative or accusatory language (such
as “committed”).

Using helpful and respectful language can reduce stigma and encourages
us to talk openly about suicide. This also encourages others to reach out
for help.

Key Terminology:
Suicide: A fatal self-injurious act with some evidence of intent to die

Suicidal behaviour: Ranges from thoughts of suicide to suicide attempts
to death by suicide

Suicide attempt: A potentially self-injurious behaviour associated with
some intent to die

Active thoughts of suicide: Thoughts about taking action to end one’s life,
which may include: identifying a method, having a plan, and/or having
intent to act

Passive thoughts of suicide: Thoughts about death, or wanting to be
dead without any plan or intent

Language Matters: Safe Communication for Suicide Prevention

@ ZERO SUICIDE in Your Community: An implementation guide for community organizations
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INTRODUCTION

Welcome to the Zero Suicide in Your Community: An implementation guide for community
organizations. You are about to embark on some incredible and lifesaving work.

This Toolkit has been designed specifically to support organizations that are not a formal
part of the health care sector access tools to enhance suicide prevention. The information
presented follows an adapted version of the Zero Suicide Toolkit which was originally
designed for health care settings. As you flip or scroll through the pages, you will also

notice that this Toolkit guides you through principles of project management and shares
experiences of two health care organizations that have implemented Zero Suicide. It is our
hope that this Toolkit will be practical and expand the potential for suicide prevention within
your organization and for the clients you serve.

A few notes about using the Toolkit:

« Each section of the Toolkit will follow a similar format, beginning with an overview of what
the section will cover and a list of resources we encourage you to have on hand (or screen!).

« Despite our best efforts to adapt the Zero Suicide framework and associated resources for
non-health care settings you may still occasionally notice “health care related language.” As
we continue to embark embark on tool adaptations the Suicide Prevention Resource Centre,
new iterations and changes to these resources will be made.

« The Zero Suicide framework and many of its suggested evidence-based practices were
evaluated in health care settings. We encourage you to think about the unique context of
your organization, adapting content in meaningful and safe ways when deemed necessary
(e.g., culture, age, gender identity, ethnicity, etc.). We also encourage you to embark on your
own research evaluation (covered in this Toolkit), so that you can contribute to this emerging
body of knowledge. Community organizations have a very important role to play in suicide
prevention, and recognizing how your organization can contribute to this comprehensive
work helps contribute to the broader public health goals to reduce and eliminate suicide. A
Comprehensive Approach to Suicide Prevention | Suicide Prevention Resource Center (sprc.

org)

« Please note, some of the training and resources listed throughout the Toolkit have a cost
attached/for profit. We hope you find the best resources that fit your organization.

« This Toolkit will undergo updates at regular intervals based on community organizations’
feedback and as changes in data and evidence-based practice are updated. Please check the
Niagara Region Public Health frequently to ensure you have the most up to date version.

With that, let’s get started.

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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In this section of the Toolkit we will review:

« An Introduction to Suicide in Canada and the Zero Suicide Framework
« Zero Suicide at St. Joseph’s Health Care London

« Zero Suicide at Niagara Region Mental Health

« Zero Suicide at Your Organization

Resources to have on hand (or screen!):

Zero Suicide Toolkit website: https://zerosuicide.edc.org/toolkit (Note: spend some time
exploring this website and bookmark or save as a “Favorite” on your browser- you will be here
often!)

Zero Suicide Toolkit website > Lead > Quick Guide to Getting Started with Zero Suicide

An Introduction to Suicide in Canada and the Zero Suicide Framework

Suicide has been recognized as a public health priority throughout North America. In Canada,
suicide is the ninth leading cause of death overall, and the second leading cause of death
among youth and young adults (15-34 years).’

An average of 7-10 people Populations

10 people die are profoundly experiencing

each day by suicide affected by each inequalities are

and another 210 suicide loss.' disproportionately
will attempt.’ impacted by suicide.?

Unfortunately, a lack of standardized suicide prevention and treatment has led to poor
outcomes across communities.>* Numerous studies have found that upwards of 83% of
those who die by suicide were involved with the health care system in the year before their
death®2- signifying that referral to health care provides an opportunistic time for health care
providers to intervene with individuals at risk of suicide. However, even despite best efforts,
not all deaths by suicide are preventable. Evidence suggests that a large proportion of people
having thoughts of suicide do not seek help.”'® What we can do as a community, is be better
prepared to recognize those at risk, and support people in seeking and receiving help.

In 2001, the Henry Ford Behavioral Health System in Detroit, Michigan, pioneered a vision of
“Zero Suicide”. As a large mental health organization that serves individuals with acute and
serious mental illness, the application of evidence-based suicide prevention practice led to
a 75% reduction in the rate of death by suicide."' Another large organization, Centerstone,
demonstrated a reduction in suicide deaths from 35 per 100,000 to 13 per 100,000 clients
after implementing Zero Suicide for 3 years.’” These promising results led to the National
Action Alliance for Suicide Prevention creating and developing a systems-based framework
for suicide care: Zero Suicide.
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The name “Zero Suicide” sets an aspirational goal for suicide prevention, focused on the
premise that one life lost is one too many. This does not mean that suicide deaths will not
occur, and it does not mean that staff are to blame or are not doing the demanding work of
suicide prevention.

ZEROSUICIDE

because 1= lilc lostis cnc too oy

Image: Suicide Prevention Resource Centre, (2018)"?

Fundamental to the Zero Suicide framework is a multi-level system strategy/approach on
suicide prevention, comprised of three core elements:'

1) An organizational commitment to the aspirational goal of zero suicide deaths;
2) A direct approach to suicidal behaviors; and

3) Continual improvement of the quality and safety of care processes.

Zero Suicide represents a culture shift away from fragmented suicide care, and strives towards

a holistic and comprehensive approach to client safety and quality improvement.’? The

framework also aims for safety and support for the staff who do the difficult work of caring for

and treating clients who are suicidal.'

The Zero Suicide framework was designed for health and behavioral health care settings and

includes seven core elements:

Image: © 2020 Zero Suicide Institute at EDC.
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Introduction

The totality of the seven elements of the Zero Suicide framework contribute to its
effectiveness by incorporating use of evidence-based tools, systematic practices, training, and
embedded workflows to ensure safe, quality care.’

Despite the fact that suicide prevention is a core responsibility of mental health and non-
mental health care,'? evidence suggests that the majority of people who experience
suicidality do not ask for help in these formalized settings.”'° Suicide impacts people
everywhere- in their homes, workplaces, schools, places of worship, and beyond. For this
reason, our communities are important settings for suicide prevention.™ With the exception
of the Zero Suicide framework’s fifth element (i.e. “Treat”), community organizations can
adopt the six remaining elements of the framework. The authors of this Toolkit, suggest that
community partners who are not formally part of the health care sector consider reframing
element five, “Treat” to “Referral to Effective Treatment’.

While the Zero Suicide framework originally focused on health care settings, we believe that
suicide prevention is everyone’s responsibility. Our hope is that your organization will use this
Toolkit to become part of the collective, system-wide effort to prevent suicide.

Image: International Association for Suicide Prevention (IASP) (2020)."
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Zero Suicide at St. Joseph’s Health Care London

The first Zero Suicide Initiative in Canada was launched at St. Joseph’s Health Care London

(St. Joseph’s) in July 2016. St. Joseph’s is a five-site tertiary care organization located in a
mid-size urban city and is a leading client care, teaching, and research centre. Services include
day/short stay surgery; complex, chronic disease management; specialized mental health
care; rehabilitation; complex continuing care; palliative care; long term care; and veteran’s
care. Implementation of the Zero Suicide Initiative began with mental health programs and
components of the framework have been expanded to other non-mental health care areas.

St. Joseph's values of respect, excellence, and compassion were embedded throughout the
Zero Suicide Initiative. The organization embraces each client’s unique life journey and values
the lives of those who receive care with an evidence-based platform to assess, treat, and
prevent suicidality. Suicide prevention is a corporate priority and at St. Joseph’s, we believe
that, “Patients experiencing suicidality deserve the best we have to offer”. ¢

“Suicide is a major public health issue in Canada and Southwestern Ontario. In spite
of our dedication to provide care to individuals at risk for suicide, our own three-year
case series of consecutive deaths by suicide (from 2012-2014) in Southwestern Ontario
indicated that the majority of individuals who died by suicide (75%) had, had contact
with mental services, over half of the decedents (51%) had a previous admission to

a mental health unit and two-thirds (67%) of individuals who died by suicide had
consulted their primary care physicians prior to their deaths. Although our health and
mental health professionals were providing care to these individuals, they were still
dying by suicide. In Detroit, during my tenure as Chief of Psychiatry at St. Joseph’s,
the Zero Suicide approach had been developed with the aim of improving care for
individuals at risk of suicide in health and mental health care systems.

The approach relies on a system-wide tactic to improve outcomes and close gaps rather
than on the heroic efforts of individual health professionals. This quality improvement
initiative has crucial core components at three levels: a direct practice level that focuses
on identifying the risk of suicidal behavior and necessitates treating the risk of suicide
behavior as a distinct syndrome using best practice interventions; a process level related
to quality and safety improvement to provide accessible, reliable, and continuous care to
patients; and an organizational level that promotes a safety culture and a system-wide
commitment to the aspirational goal of zero suicides.

We felt Zero Suicide held great promise to improve the care of patients treated at

St. Joseph’s. Our organization boldly became a Canadian leader in asserting that
suicide deaths for individuals under care within health and mental health systems are
preventable and seeking for zero deaths by suicide.”

- Dr. Paul Links, St. Joseph’s Zero Suicide visionary and advocate

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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To date, some key outcomes from the Zero Suicide Initiative at St. Joseph’s include:

« Improved confidence and competence of clinicians.

« Improved confidence and competence of clinicians caring for those at risk of suicide.

- Effective policies and procedures on suicide prevention, assessment, and interventions.
- Clients and families have provided positive feedback on the Zero Suicide Initiative.

Niagara / / Region

Zero Suicide at Niagara Region Mental Health

In early 2019, the Niagara region was unfortunately in the midst of responding to a cluster
of suicide deaths at a particular location. On average, the Niagara region experiences one
suicide death every nine days, and 11% are youth between the ages of 10-24 years old.
Amidst a volume of media attention, Niagara Region Mental Health (NRMH) responded,
having suicide prevention recently become a priority in 2018. NRMH serves its residents,
businesses, and visitors through leadership, partnership, and community focused services
while adhering to the values of respect, service, honesty, choice, and partnerships. Aligning
with the organization’s mission and values, community need, and collaboration with St.
Joseph’s London, the Zero Suicide Initiative at NRMH began. The Initiative began with a focus
on implementing a standardized suicide screening tool in the Electronic Medical Record
(EMR), training the workforce, creating structures to support staff in suicide prevention, and
developing a collaborative implementation evaluation plan.

While the comprehensive evaluation is still to come, early outcomes are promising:

- Staff report greater confidence and comfort when assessing suicide risk.

« Suicide risk has been identified by the Columbia Protocol in several cases, and led to
appropriate intervention.

- Positive feedback from clients, such as, “You saved my life".

The next phase of NRMH’s Zero Suicide Initiative has led to ongoing collaboration with St.
Joseph’s to develop this Zero Suicide Community Implementation Toolkit with the intent to
extend the framework into communities to ensure the safety of individuals at risk of suicide.

ZERO SUICIDE in Your Community: An implementation guide for community organizations @



Zero Suicide at Your Organization
Why get involved?

—_

Become part of a universal and system-wide approach to prevent suicide.

N

Help eliminate the stigma associated with talking about suicide.

H W

)
)
) Establish safety at the core of any organization, workplace, and community.
) Staff gain critical skills in suicide prevention.

)

5) Help people who are struggling find hope and recovery.

Image: Coco Masuda. lllustration Source. '’

If your organization is ready to begin this lifesaving work,
then let’s get started!

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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Plan 1.0

Project Management 101
P I A N 1 o Many of you will have varying degrees of project management education or experience. This
® Toolkit aims to help guide you through some basic project management steps to enhance

suicide prevention strategies in your workplace. If you don’t have any formal education or
experience, don't fret. As you work through the Toolkit, the authors intend to help simplify
the project’s implementation. Before you go any further — an important first step is to
recognize and accept that there will be unknown and unexpected challenges throughout the
implementation. As such, the authors will share some of their own experiences as “lessons
learned” so that we can learn from one another in our endeavours of quality improvement.

Having been introduced to the importance of suicide prevention and the Zero Suicide
framework, we will now begin the Planning phase of your project implementation. The
process of planning is important, and helps to create the vision of what you hope to
accomplish.

In this section of the Toolkit we will address the six W's:
Who, What, Where, When, Why, and What If, and review: Before we get started, let’s look at some key terms outlined by the Project Management

‘ Institute:’
+ Project Management 101

. Current State Analysis « Project: A temporary endeavour undertaken to create a unique product, service, or result.

« Project management: Application of knowledge, skills, tools, and techniques to project

 Organizational Self Study activities to meet the project requirements.

« Workforce Survey

« Project Planning Tools ...and some key points:
« Project Charter « A project should be well defined in terms of timelines, scope, and resources
- Project Plan « Develop a diverse and skilled project team (more on page 20)
« Consider use of project management tools (more on pages 30-31),
Resources to have on hand (or screent): including the Zero Suicide Work Plan Template
- Zero Suicide Toolkit website: https://zerosuicide.edc.org/toolkit/zero-suicide-toolkitsm - Make use of a project management process. You will notice that we've designed this
« Zero Suicide Toolkit website > Lead > Zero Suicide Work Plan Template Toolkit with the Deming Cycle (i.e. Plan, Do, Study, Act) framework to guide your project

implementation

Act REENR

Define the

Plan the next objective, questions
e and predictions. Plan
; to answer the gquestions
Decide whether  ERYFNEEIVIERI VR

the change can When?)
be implemented Plan data collection to
answer the questions

Do

Carry out the plan
Collect the data
Begin analysis of

the data

Image: Project Management Guide?
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[l Identify the WHO (team):

First up, we recommend that you consider who will make up your suicide prevention

project team.

Who will authorize the project? Who will be the project’s leader/sponsor?

1.

2.

Who will make up the project team?

capacity to lead this work.
At St. Joseph's the project team
is made up of a:

ok W

If applicable, who will make up the Steering

Committee (i.e. those who help make
formal project decisions)?

1.

4 )
Consider who is skilled,

passionate about, and has

1) Project Lead;

2) Clinical & Project Support
Lead (peer) and;

3) Project Support Analyst

o vk wN

\(Appendix A: Role Descriptions)

.

The Steering Committee should
have diverse membership.

At St. Joseph’s this includes the
project team, senior leadership,
and someone with lived
experience, including someone
who has been closely impacted
by a death by suicide.

At Niagara Region Mental Health
this includes a program manager,
psychiatrist, and staff from each
service team.

Please see page 54 of the
Plan 2.0 section to learn more
about involving those with lived

experience of suicide. )
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Next, we recommend you schedule weekly 60-90 minute meetings with your project team to
work through the remaining elements of this Toolkit.

Meeting Focus Your scheduled meeting date and time:
1 Current State Analysis (Pg. 3-5)
2 Organizational Self Study (Pg. 6)
3 Define: Why, What, Where,
When, and Who Else (Pg. 7-10)
4 Workforce Survey (Pg. 11)
5 Determine: What If (Pg. 12-13)
6 Develop: Project Charter (Pg. 13)
7 Develop: Project Plan (Pg. 14)

Current State Analysis

Current state analysis refers to an understanding of an organization’s progress towards

a particular benchmark. For example, if the benchmark is “create a more suicide safe
environment’, the current state analysis would include identifying where your organization is
in terms of meeting this goal. One major benefit of taking meaningful time to understand the
organization’s current state, is that you can also complete a parallel “gap analysis”. Recognizing
the gaps (i.e. what may hinder/create a barrier to achieving your goal) will help inform your
roadmap to achieving your project goals.

With your project team, briefly jot down your organization’s goal(s) as it relates to suicide
prevention, management, and/or intervention, as well as some predicted gaps or obstacles in
meeting these goals(s).

Goals Gaps

E.g. Have all staff trained in suicide prevention E.g. Limited staff education time/budget
1.

2.

3.

There are helpful online tools that can help identify
gaps, problems, or root cause analysis such as the
A3 template and the Fishbone Diagram.
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A current state analysis is one of the most important first steps in a project, especially in our
fast-paced, evolving, and fluid work environments. Those leading a project may perceive
that they know the systems, processes, and environments of an organization well, but this
is often not the reality when we consider how many perspectives make up the whole. Most
organizations have diverse systems, processes, and cultures that are inherent in different
service areas. Completing the current state analysis will initiate organizational participation
early on, ensure that the project meets the true needs of the staff and clients, and provides
opportunities to prevent potential issues.

Not completing the current state analysis with the justification of not wanting to
uncover issues or starting the project faster will actually cost you more time during the
implementation (“Do”) phase. Let us share some examples:

With the intention of being innovative and staying current, the Zero Suicide
team at St. Joseph’s moved quickly in building the suicide screening tools in
@ the Electronic Health Record (EHR). Without a clear understanding of the EHR'’s
functionality to build the tool, there have been ongoing challenges with the data
collection process, and unanticipated educational requirements for staff.

Analysis of St. Joseph’s current state of suicide screening helped to inform
organizational opportunities for improvement, including suicide screening data
collection and reporting. Sound data informs project management, progress, and
reporting.

Activity:

With your project team, ask someone to record the group members’ responses to the
following questions about suicide:

« Are there federal, provincial, and municipal statistics
on suicide deaths/hospitalizations (for suicide (. . )
o i Risk factors: Modifiable or non-
attempt, suicidal ideation, and self-harm events)?

(Tip- public health units often report on municipal modifiable ch'aractgrlstlcs ofa
suicide deaths). person or their environment that

increase the likelihood that they

« Who are “at-risk populations” for death by suicide in will die by suicide (e.g. financial
your community? difficulties, previous suicide
- How does your community talk about suicide? attempt).

Respond to a suicide death? Protective factors: Factors that

- What are unique risk factors that affect at-risk may mitigate the risk of suicide
populations in your community (e.g. culture, race, (e.g. supportive relationships,
social determinants of health, etc.)? future goals, effective health care).

« Are there unique protective factors in your
community?

« Are there other organizations/committees invested in/working towards suicide prevention?
« Where and how do clients currently access support when in crisis?

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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Next, we will shift to learn more about the current state of suicide prevention within your

organization. There are two important Zero Suicide tools developed to further inform your

current state analysis:

1) Organizational Self-Study for Non-Healthcare Organizations
2) Workforce Survey for Non-Healthcare Organizations

Both of these tools have been adapted for non-healthcare settings, so please ensure you have

the correct version.

We recommend you send the Organizational Self Study for Non-Healthcare Organizations to
the project team members and other staff you wish to participate. Ask them to complete this

independently prior to your next meeting.

9 Zero Suicide Organizational Self Study for Non-Healthcare Organizations
(Appendix B)

The Organizational Self Study is used early in the launch of a Zero Suicide Initiative to
assess organizational strengths and weaknesses and to develop goals and a work plan.
The Organizational Self Study should be completed by the project team and with the
input from other staff.

.

\

J

Having each worked through the Organizational Self Study for Non-Healthcare Organizations

independently, you can then review the questions as a project team. We encourage you
to discuss differing responses amongst your team, and select a score that the majority of
you agree best represents your organization’s current state. Some organizations will only

complete the tool collaboratively with the project team (and not independently), allowing for

group consensus- this is where the value truly lies with this tool.

@ St. Joseph's key learning from the Organizational Self Study:

- The use of assessment tools and safety plans were inconsistent. Current practices relied on
clinician and physician discretion, yet provided no formal or standard training on screening,

assessment, lethal means restriction, safety planning, or suicide management plans.

« The Patient and Family Councils had not yet been involved in decision making processes
related to suicide care.

Checkpoint:
Organizational Self Study for Non-Healthcare Organizations complete []

Next Step:

Now that you have completed the Organizational Self Study for Non-Healthcare
Organizations, we recommend that you access the Zero Suicide Toolkit website > Lead >
Zero Suicide Work Plan Template. You can utilize this in conjunction with this Toolkit
throughout your implementation.
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[ Define your organization’s WHY: [ Define your organization’s WHAT:
Now that the Organizational Self Study for Non-Healthcare Organizations is complete, let’s GOAL/OBJECTIVE:
spend some time digesting what you have learnt about your organization, and continue
identifying the 6 W’s of your project. (" What are we trying to accomplish? N
Why does this project (focused on suicide prevention) matter to your organization?
(Note: Consider organizational goals as well as the mission, vision, and values.
What impact will this have on staff?) r ~N
How will we know that a change is an improvement?
What changes can we make that will result in improvement?
Why does this project matter for the clients you work alongside?
\ J
(Note: You may wish to engage with some clients to better learn what this would mean from o J

their perspective).

What does your organization hope to achieve with this project?

1.

What do you predict might happen with this project’s implementation?
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] Identify the WHERE & WHEN: [l Identify WHO ELSE:
What services (where) will you implement the Zero Suicide project in? Who are other key stakeholders and subject matter experts in suicide prevention that the
Key considerations: project team will consult on an as needed basis? N
1. Who are the at-risk populations that you work alongside? 'Stakehol.der: One who is
Who will benefit from enhanced suicide prevention and why? 1. involved in or affected by a
Where (e.g. which service areas) are these clients located? course of action.
2. .
Service area feasibility: priorities, resources, timing, etc. Stakeholders and subject matter
Will this be a rolling (phased) implementation? 3. experts may be those both
Or will you seek to implement the project in all target service areas at once? 4, mtern?l a.nd external to your
organization.
5. J
At St. Joseph’s, our 5-year project was planned in 3 phases: 6.
1) Pilot phase (i.e. outpatient mental health programs) 7.
2) Intra-organizational implementation 8.
(i.e. all mental health and some non-mental health programs) o
3) Community extension and partnership 1'0

Identify where you plan to implement the project and when you intend for this to happen.
Give yourself ample time to respond to delays (they will come) and to reflect between the
phases of project implementation and areas you implement the project in.

How will you engage those with lived expertise as key stakeholders?

Where When

At St. Joseph’s, the Patient and Family Councils have been engaged throughout the
project, beginning early on in the Planning Phase. The members have contributed
meaningfully to the project’s work, including presenting the idea of the Coping
Plan (more on this later!) which is used for all clients within our organization today.
A recent review identified that 70% of patients agreed that the Coping Plan has
helped them work with clinicians to create a wellness plan.

S

At Niagara Region Mental Health, the Client Advisory Committee had input and
involvement in the planning, delivery, and evaluation of services. This included
providing advice and recommendations for high quality care provision.

ZERO SUICIDE in Your Community: An implementation guide for community organizations ZERO SUICIDE in Your Community: An implementation guide for community organizations



Having a better understanding of “Who” and “When” for your project planning, it is time
to further understand the current state of the staff training requirements with use of the
Workforce Survey for Non-Healthcare Organizations.

Next step:

Before you proceed, it is time to introduce the Zero Suicide project and Workforce Survey
(next!) to those staff in the service areas in which you plan to implement. You can utilize
established forms of communication (e.g. e-mail, newsletter, meeting), and adapt the
following: Zero Suicide Toolkit > Train > Sample Letter to Staff about Zero Suicide Workforce

Survey.

9 Zero Suicide Workforce Survey for Non-Healthcare Organizations A

(Appendix C)

The Workforce Survey is a tool for assessing staff knowledge, practices, and confidence
in order to determine training needs. It takes an average of 10-15 minutes for staff to
complete and responses are anonymous. The Workforce Survey for Non-Healthcare
Organizations should be sent to those staff who will be a part of the early project
implementation/service changes. For example, if you are choosing to pilot the project
with one service area first, these staff should receive the survey. We encourage you and
your team to review the Zero Suicide website resources which provide tips and tricks for
administering the Workforce Survey. Determine the plan for administering the Workforce
Survey for Non-Healthcare Organizations, and act!

U J

TIPS: 2

« We recommend completing the survey on hard copy or electronically. You can build
the survey electronically into Google Surveys, which helps to populate your results.

- Check out the Zero Suicide Toolkit: Train > Workforce Survey AND
> Guidelines for Administering the Workforce Survey Remember to use the
Workforce Survey for Non-Healthcare Organizations in Appendix C

\_

@ Niagara Region Mental Health key learning from the Workforce Survey:

- Offer additional training to increase staff level of confidence in screening,
assessment, and treatment protocols when suicide risk is identified.

- Identify a standardized and evidence-based treatment approach to treat
suicidal clients and train staff accordingly.

« Implement more defined policies, procedures, and workflows for prevention,
assessment, screening, treatment, and transitions in care.

« Implement a standardized tool for suicide screening and risk assessment.

0 Checkpoint:
Zero Suicide Workforce Survey for Non-Healthcare Organizations complete []
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L1 ldentify the WHAT IF:

The Project Management Institute (PMI) cites several articles that reference incomplete risk
identification and management as one of the top mistakes in project implementation. “Risk”

is defined in project management as “any uncertain event or condition that, if it occurs, has

a positive or negative effect on a person’s objectives”? In other words, risk is associated with
uncertainty - things may not go as planned, and that could have a good or bad impact on the
project.’ Therefore, we need to be ready to expect the unexpected. Completing a current state
analysis and planning your project will never capture the totality of the complex and fluid
systems that we work in. The goal of risk identification and management is to maximize the
positive effects of opportunities and minimize or eliminate negative threats to the project’s
objectives.?

Time to brainstorm. What potential risks do you predict with project implementation?
Remember, risks may yield positive or negative outcomes. For example, staff may feel
uncomfortable screening for suicide and be resistant to this change, or discussion around
suicide prevention may bring up opportunities to improve environmental safety.

(Note: Always a good idea to ask your key stakeholders, as they can offer diverse
perspectives.)

Now, take a moment to rank these risks, #1 representing the worst impact and so forth.

The next step is to consider how you can plan to respond to these risks should they arise. How
will you plan to reduce/respond to each of these risks?

Risk Risk Response
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[ TIP: o

Change resistance amongst staff is a common risk factor in project
implementation, success, and sustainability. One strategy to reducing its impact
is ensuring that staff with a wide range of influence are early adopters of the
project implementation. Explaining WHY the project matters and having staff
personally connect to this rationale is vital to achieve their “buy in.”

J

Remember that new risks may present themselves throughout the entire life of the project.
If a new risk does arise, spend some time thinking about potential impact and cycling back
to your “current state analysis mind-set” to understand the root causes and events that led to
this. With this greater understanding of what is going on, you can work to alleviate/resolve
the risk.

Some tips from our experience are to: listen, be participatory throughout the project,
get creative, remain flexible, and adapt! And don't forget to document any new risks as
unexpected “findings” in your implementation (anecdotal data!).

Project Planning Tools

Developing a Project Charter

Project Charter: A short document that describes your project in its entirety — including its
scope, objectives, and the roles of those involved.

There are several different templates of a Project Charter on the Internet. St. Joseph’s has
included a template of their Project Charter (Appendix D). The Project Charter should be
developed and agreed upon as a team before developing your Project Plan.

Checkpoint:
Zero Suicide Project Charter complete []

@ ZERO SUICIDE in Your Community: An implementation guide for community organizations

Plan 1.0

Developing a Project Plan
Project Plan: Identifying, prioritizing, and assigning tasks to meet the project’s objectives.

There are several different templates of a Project Plan available on the Internet. Please feel free
to explore different options, and complete one that will suit the needs of your organization.
St. Joseph’s has included a template of their Project Plan (Appendix E).

Both the Project Charter and Project Plan documents should be shared with the project team
and kept at your fingertips throughout your implementation.

Four key points in developing your Project Plan are: Scope creep: Refers to how a

- Ensure the development of the Project Plan is project’s requirements tend to
participatory; increase over a project lifecycle.
This can feel like continuous,
uncontrolled growth in the
project after it begins, and the

+ Develop SMART (i.e. Specific, Measurable,
Achievable, Relevant, and Time-bound) goals;

- Refer to your Project Plan often to ensure you are deliverables or features of the
not entering the dangerous “scope creep” project project expand from what was
zone and; O originally outlined.* )

« Document your progress along the way.

On a final note, it is very important that the Project Plan addresses how you will conduct

an evaluation of the project and ensure that it is sustainable. Early project management
literature identified the disregard of evaluation and sustainability planning, with one article
identifying this as”“...so important, yet so neglected”?

Evaluating a project is conducting an analysis of the goals that were completed and
whether the project produced the results, expected benefits, or desired changes that were
intended. We begin developing the evaluation and sustainability plans in the next sections
of this Toolkit, but including goals related to your evaluation and project sustainability in
your Project Plan can start at this stage. We encourage you to update your Project Plan as
this becomes more refined later on. Re-visiting the Organizational Self-Study to see if staff
rankings have changed over time is also helpful.
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Think about the goals you identified for your organization:

How will we know that we have achieved these?

How will the project impact continue, once the implementation is complete?

How will the results be sustained once the project is complete?

TIP:

Begin to think about your evaluation plan and consider the scope and capacity of your
organization. Are there other’s (including external research collaboration opportunities
such as a local College/University) who may be able to support the evaluation of the
project’s implementation? For example, NRMH was able to receive support from the
Niagara Region Public Health Epidemiologist for evaluation support.

\

Checkpoint:
Zero Suicide Project Plan complete []

Great work having successfully started your project planning. In the next section of
this Toolkit, you will narrow in on how the Zero Suicide framework will be adapted and
implemented in your organization.

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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St. Joseph’s Zero Suicide Team Role Descriptions

Project Lead

The Project Lead will provide leadership in directing and monitoring the sustainability of the Zero Suicide
Initiative. The Project Lead actively engages with stakeholders, builds partnerships, and leads and
supports the translation of the initiative’s future vision.

One of the primary responsibilities of the Project Lead is Zero Suicide Initiative planning,
implementation, evaluation, sustainability monitoring, and continuous quality improvement. This role
requires skills in project management to aid in organizational change, improvement initiatives, and
strategic planning. Important to this role is innovation, participatory leadership, team building, and
communication of the Initiatives status or results. The Project Lead is often tasked with decision making
as it relates to the Initiative and must use conflict resolution and critical thinking in resolving issues and
overcoming barriers.

Clinical (Staff) Lead

The Clinical Lead role involves three specific areas of focus, including providing clinical support for the
elements of the Zero Suicide project, providing project support to develop, implement and evaluate
Zero Suicide objectives (including knowledge translation), and also supporting data collection and
evaluation. Through a process of continuous quality improvement, the role incorporates identifying and
advocating for best practices related to suicide care, such as enhancing safe transitions of care.

The Clinical Lead duties include facilitation of Zero Suicide implementation tools, reviewing, revising and
developing relevant policies and procedures as required, and optimizing and sustaining success in areas
using the Zero Suicide tools. Responsibilities involve supporting sustainability of the project through
ongoing training/education and developing standard tools for communication. Supporting data
collection is completed through review of reports and patient safety events to support meeting
organizational standards, policies and procedures.

Project Support Analyst

The role of the Project Support Analyst has several responsibilities, all with a focus around data. The
individual in this role continuously collects, analyzes, and reports on data throughout the
implementation of the Zero Suicide Initiative.

With this data collection/analysis/report development, the Project Support Analyst works in
collaboration with the Zero Suicide Team to improve quality, performance, and results of the
Initiative. Supporting and educating staff regarding the compliance rates of suicide screening tools is
also provided. Monthly, the Project Support Analyst participates in steering committee meetings to
present the data findings, and occasionally attends interprofessional meetings focused on quality
improvement and safety.
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ZERO SUICIDE ORGANIZATIONAL SELF-STUDY

Name of Organization

www.zerosuicide.com

City, Province

Date Study Completed:

Team members completing study:

Name Role
Name Role
Name Role
Name Role
Name Role
Background:

The organizational self-study is designed to allow you to assess what components of the comprehensive Zero Suicide approach your
organization currently has in place. The self-study can be used early in the launch of a Zero Suicide initiative to assess organizational
strengths and weaknesses and to develop a work plan. Later in your implementation efforts, the self-study can be used as a fidelity
tool to determine how closely the components of the Zero Suicide model are being followed and as an opportunity to identify areas
for improvement. We recommend taking the self-study at launch and then at 12-month intervals.

Staff involved in the policymaking and who provide service for clients at risk for suicide should complete the self-study as part of an
implementation team. The team should complete this tool together during one of their initial meetings (note: information about
putting together a Zero Suicide implementation team can be found on the ZEROSuicide website). While the self-study is not
exhaustive with regard to all issues that can affect suicide management, it does reflect components that define the Zero Suicide
approach.

Each component of the Zero Suicide model is measured on a rating scale from 1 to 5, described below. The scale is intended to
balance minimal reporting burden with measuring implementation for the most essential parts of the model. This tool should be
completed by members of the implementation team who are responsible for developing and implementing the organization’s Zero
Suicide initiative.

Please note that this document has been adapted from the Suicide Prevention Resource Centre’s Organizational Self Study, version 1.11.17. This
version does not constitute endorsement by the EDC. The original copy can be found: http://zerosuicide.edc.org/resources/zero-suicide-

organizational-self-study ) ) . . . . L
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General guide to rating: Key Definitions:

Anchors, or specific expectations, are included for most components following this guide.

e Care: Originally developed for the health care sector, the term ‘care’ is frequently cited in this
document. Because care is provided in many capacities, we encourage you to think about this term
more broadly as service provision as it relates to responding to and managing suicidality.

Description

Routine procedures for this item. The organization has not yet focused specifically on developing or embedding a
1 suicide prevention and intervention approach for this activity.

e Client: The term ‘client’ can be broadly applied to those in which the organization provides service to,
including a: individual, patient, resident, service user, customer, colleague, employee, or staff.

Initial actions toward improvement taken for this item. The organization has taken some preliminary or early . . L, . X . .
e Documentation: The term ‘documentation’ refers to written/electronic communication.

2 steps to focus on improving suicide prevention and intervention.
e Lethal means restriction: People who attempt suicide do so with a variety of methods, or ‘means’ (e.g.
Several steps towards improvement made for this item. The organization has made several steps towards overdose, firearm). The term “lethal” is important because some methods are more harmful or
3 advancing an improved suicide approach. destructive than others. Restricting and reducing access to lethal means (e.g. safe dosages of

medication at home, removing/locking up a firearm) is one of the most successful strategies in

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

4 prevention and intervention approach. . a. . T . .
e Organization: The term ‘organization’ is meant to represent the service that works alongside other

people and is seeking to improve suicide prevention and may be broadly applied to: agencies, services,

institutions, places of work, communities of worship, interest groups, etc.
Comprehensive practices in place for this item. The organization has embedded suicide prevention and P ! P g PS,

intervention in its approach and now relies on monitoring and maintenance to ensure sustainability and

continuous quality improvement. . . .
5 e Regulated Health Care Provider: A Regulated Health Care Provider (RHCP) is a health care provider

that is accountable to a regulatory college which ensures that they deliver health services in a safe,
professional and ethical manner. RHCP’s are accountable for ensuring they have the knowledge, skill
and judgment required of their practice. The roles typically involved in mental health care include:
Registered Social Worker, Registered Nurse/Practical Nurse, Physician, Nurse Practitioner, Pharmacist,
Psychologist, Psychotherapist, and Occupational Therapist. A non-regulated health care provider
refers to any other employee/staff member.

e Suicide: The act or an instance of taking one’s own life voluntarily and intentionally.
e Treatment: For the purpose of this document, ‘treatment’ refers to evidence-based management and

care for a mental illness or suicidality (including psychotherapy) that can only be provided by a
Regulated Health Care Provider.
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in-dri -ori . As the Zero Suicide approach relies on the formalization of several policies intended to establish guidelines and promote the adoption
1. Create a leadership-driven, safety-oriented culture:
What type of commitment has leadership made to prevent/reduce suicide and provide a suicide safer of safer suicide care, please consider whether you have established, written policies as well as staff training in the following areas:
organization? Is this component
embeddediand Do you provide staff
This item refers to the development of formal policies, processes, or guidelines in one or more of the following areas: . {0 ifi
p p p g g Do you have a v;/rltten easily identifiable training specific to this
e Workforce training e Lethal means restriction agen.cy proto.co in your written component of suicide
specific to this AN
. documentation? care? Additional C t
e Suicide screening e Referral to evidence-based treatment component of suicide : ftional Comments

(yes/no)

care? (yes/no) (yes/no) (Character limit: 126)

¢ Suicide risk assessment and risk formulation e Contact with clients with known suicide risk who don’t

o show for appointments or usual/expected visits
e Suicide care management plan

; anni ¢ Follow-up with clients with known suicide risk during
* Safety planning significant transitions or following discharge

1. Screening

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

The organization has no processes specific to suicide prevention and care, other than what to do when

1 someone mentions suicide during intake, a session, or visit to your organization.
2 The organization has 1-2 formal processes specific to suicide prevention and intervention.

The organization has written processes specific to suicide prevention and intervention. They have been - Lethal
3 developed for at least 3 different components of the Zero Suicide framework. means

restriction

The organization has processes and protocols specific to suicide prevention and intervention. They address
at least 5 components of the Zero Suicide framework. Staff receive training on processes as part of their
4 orientations or when new ones developed. Processes are reviewed and modified at least annually.

Safety
planning

Processes address all components of Zero Suicide listed above. Staff receives annual training on
processes and when new ones are introduced. Processes are reviewed and modified annually and as
needed.
5 . Suicide care
management
plan

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,208)
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2. Create a leadership-driven, safety-oriented culture:
What type of formal commitment has leadership made through staffing to reduce suicide and provide safer

suicide care?

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

3. Create a leadership-driven, safety-oriented culture:
What is the role of suicide attempt and loss survivors in the organization’s design, implementation, and
improvement of suicide care policies and activities?

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

5

The organization does not have dedicated staff to build and manage suicide care processes.

The organization has one leadership or supervisory individual who is responsible for developing suicide-
related processes and care expectations. Responsibilities are diffuse. Individual does not have the
authority to change policies.

The organization has assembled an implementation team that meets on an as-needed basis to discuss
suicide care. The team has authority to identify and recommend changes to suicide care practices.

The organization has a formal Zero Suicide implementation team that meets regularly. The team is
responsible for developing guidelines and sharing with staff.

The Zero Suicide implementation team meets regularly and is composed of members with a variety of

experience and educational backgrounds. Staff members serve on the team for terms of one to two years.

The team modifies processes based on data review and staff input.

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,320)

ZERO SUICIDE in Your Community: An implementation guide for community organizations

5

Suicide attempt or loss survivors are not explicitly involved in the development of suicide prevention
activities within the organization.

Suicide attempt or loss survivors have ad hoc or informal roles within the organization, such as serving as
volunteers or peer supports.

Suicide attempt or loss survivors are specifically and formally included in the organization’s general
approach to suicide care, but involvement is limited to one specific activity, such as leading a support
group or staffing a crisis hotline. Survivors informally provide input into the organization’s suicide care
policies.

Suicide attempt and loss survivors participate as active members of decision-making teams, such as the
Zero Suicide implementation team.

Suicide attempt and loss survivors participate in a variety of suicide prevention activities within the
organization, such as sitting on decision-making teams or boards, participating in policy decisions, assisting
with employee hiring and training, and participating in evaluation and quality improvement.

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,320)

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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4. Develop a competent, confident, and caring workforce:

How does the organization formally assess staff on their perception of their confidence, skills, and perceived

support to work alongside clients at risk for suicide?

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

5

There is no formal assessment of staff on their perception of confidence and skills in providing suicide
care.

Staff who work directly with clients are routinely asked to provide suggestions for training.

Staff complete a formal assessment of skills, needs, and supports regarding suicide prevention and
intervention. Training is tied to the results of this assessment.

A formal assessment of the perception of confidence and skills in providing suicide support is completed
by all staff. Comprehensive organizational training plans are tied to the results.

A formal assessment of the perception of confidence and skills in providing suicide support is completed
by all staff and reassessed at least every three years. Organizational training and policies are developed
and enhanced in response to actual and perceived staff weaknesses.

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,425)

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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5. Develop a competent, confident, and caring workforce:

What basic training on identifying people at risk for suicide or providing suicide care has been provided to

staff?

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

5

There is no organization-supported training on suicide care and no requirement for staff to complete
training on suicide risk identification.

Training is available on suicide risk identification and care through the organization but not required of
staff.

Training is required of select staff (e.g. crisis staff) and is available throughout the organization.

Training on suicide risk identification and care is required of all organization staff. The training used is
considered a best practice and was not internally developed.

Training on suicide risk identification and care is required of all organization staff. The training used is
considered a best practice. Staff repeat training at regular intervals.

Please indicate the training approach or curriculum the organization uses to train all staff on suicide risk identification and care:

aaaad

ASIST (Applied Suicide Intervention Skills Training)

QPR (Question,
QPR for Nurses

QPR for Physicians, Physician Assistants, Nurse

safeTALK

Mental Health First Aid
Centre for Suicide Prevention Workshops
Other (please name)

Persuade, and Refer)

aaaa

www.zerosuicide.com

Practitioners and Others

Please indicate the minimum number of hours of training required annually for staff in suicide prevention and intervention.

If you wish to describe or elaborate on any item, please do so in the space provided below. (Character limit: 1,054)
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6. Develop a competent, confident, and caring workforce: 7. Systematically identify and assess suicide risk:
What advanced training on identifying people at risk for suicide, suicide assessment, risk formulation, and What are the organization’s policies or procedures for screening for suicide risk?
ongoing intervention has been provided to staff?

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

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

There is no systematic screening for suicide risk.
There is no organization-supported training on identification of people at risk for suicide, suicide 1
assessment, risk formulation, and ongoing management, and no requirement for staff to complete training

1 on suicide.

2 Clients in designated higher-risk programs or categories (e.g. crisis calls) are screened.
Training is available on identification of people at risk for suicide, suicide assessment, risk formulation,
2 and ongoing management through the organization, but it is not required of staff.
3 Suicide risk is screened at first meaningful contact for all clients.
Training is required of select staff (e.g., psychiatrists) and is available throughout the organization.
3 Suicide risk is screened at first meaningful contact for all clients and is reassessed at every visit for those at

4 risk.

Training on identification of people at risk for suicide, suicide assessment, risk formulation, and ongoing

management is required of all clinical staff. The training used is considered evidence- based and was not
4 internally developed. Suicide risk is screened at first meaningful contact for all clients and is reassessed at every visit for those

at risk. Suicide risk is also screened when a client has a change in status: significant transition, change in
setting, change to new service, or potential new risk factors (e.g., change in life circumstances, such as

divorce, unemployment, or a diagnosed illness).
Training on identification of people at risk for suicide, suicide assessment, risk formulation, and ongoing 5
management is required of all staff. The training used is considered a best practice.
5 Staff repeat training at regular intervals. If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,444)

Please indicate any training approach or curriculum the organization uses to train staff on advanced suicide prevention skills:

0 AMSR (Assessing and Managing Suicide Risk) (0 RRSR-PC (Recognizing and Responding to Suicide
(0 CASE Approach (Chronological Assessment of Suicide Risk in Primary Care)

Events) (0 suicide to Hope
(0 SafeSide Suicide Prevention Training 0 QPRT (Question, Persuade, Refer and Treat)
(0 RRSR-MH (Recognizing and Responding to Suicide O Other (please name):

Risk: Essential Skills for Clinicians)

If you wish to describe or elaborate on any item, please do so in the space provided below. (Character limit: 820)

ZERO SUICIDE in Your Community: An implementation guide for community organizations ZERO SUICIDE in Your Community: An implementation guide for community organizations



ZEROSuicide

IN HEALTH AND BEHAVIORAL HEALTH CARE

ZEROSuicide

IN HEALTH AND BEHAVIORAL HEALTH CARE www.zerosuicide.com www.zerosuicide.com

8. Systematically identify and assess suicide risk: 9. Systematically identify and assess suicide risk:
How does the organization assess suicide risk among those who screened positive (i.e. at risk)?

Note- Only Regulated Health Care Providers (RHCP’s) can complete formal suicide assessment.

How does the organization screen for suicide risk in the people it serves?

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

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

The organization relies on the discretion of its staff regarding suicide risk.

1 The policy is to send clients who have screened positive for suicide to the emergency department/other
community agency for clearance AND/OR there is no routine procedure for risk assessments that follow
1 the use of a suicide screen.
2 The organization developed its own suicide screening tool but not all staff are required to use it.

If your organization has a regulated health care provider (RHCP), a suicide risk assessment is required after
2 a positive screen. The process or tool used for risk assessment is up to the discretion of the RHCP.
3 The organization developed its own suicide screening tool that all staff are required to use.

If your organization has a RHCP, they conduct risk assessments use a standardized risk assessment tool,
which may have been developed in-house. All clients who screen positive for suicide have a risk

The organization uses a validated screening tool that all staff are required to use.

The organization uses a validated screening tool and staff receive training on its use and are required to

assessment. Suicide risk assessments are documented/communicated and appropriate team members can
access this information.

If your organization has a RHCP, all clients with risk identified, either at screening for the first meaningful
visit or at any other point while engaged with your organization, are assessed by the RHCP with validated

use it.
5 instruments or established protocols and who have received training. Assessment includes both risk and
4 protective factors.
If a suicidality screening tool is used, identify the screener used: D PHQ-9 D PHQ-3 D Columbia Suicide Severity Rating-Scale

(C-SSRS) D National Suicide Prevention Lifeline Risk Assessment Standards D Other tool (please name):

If your organization has a RHCP, a suicide risk assessment is completed using a validated instrument

and/or established protocol that includes assessment of both risk and protective factors and risk

formulation. The RHCP received training on the risk assessment tool and approach. Risk is reassessed
5 and integrated into every visit for at risk clients.

If you wish to describe or elaborate on any item, please do so in the space provided below. (Character limit: 1,416)

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,444)
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10. Ensure every client has a suicide care management plan (pathway to care): 11. Collaborative safety planning:
Which best describes the organization’s approach to supporting and tracking client’s at risk for suicide? What is the organization’s approach to collaborative safety planning when an individual is at risk for suicide?

A suicide care management plan should include the following:

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

e Screening e Supportive contacts with clients who don’t show for

e Process for referral to evidence-based treatment appointments or usual/expected visits, and during Safety planning is neither systematically used by nor expected of staff.
e Suicide risk assessment and risk formulation if applicable significant transitions 1

e Safety planning e Lethal means restriction

Safety plans are expected for all clients with elevated risk, but there is no formal guidance or policy around
content. There is no standardized safety plan or documentation template. Plan quality varies across

Please select the number where your organization falls on a scale of 1-5. 2 supports/ providers.

Staff use their best discretion to support clients with suicidal thoughts or behaviors and seek consultation

1 if needed. There is no formal guidance related to caring for individuals at risk for suicide. Safety plans are developed for all individuals at elevated risk. Safety plans rely on formal supports or
contact (e.g., call provider or helpline). Safety plans do not incorporate individualization, such as an
3 individual’s strengths and natural supports. Plan quality varies across supports/providers.
When suicide risk is detected, care is limited to suicide risk assessment and staff refer the situation to a
2 senior staff member.
Safety plans are developed for all clients at elevated risk and must include risks and triggers and concrete
coping strategies. The safety plan is shared with the individual’s identified support persons (with consent).
All staff are expected to care for those at risk for suicide. The organization has guidance for supporting All staff use the same safety plan template and receive training in how to create a collaborative safety
clients at different risk levels, including increasing frequency of contact, care planning/case management, 4 plan.
3 and safety planning.

A safety plan is developed on the same day as the client is assessed positive for suicide risk. The safety plan

Documentation is enhanced to embed all suicide prevention and intervention components listed above. is shared with the client’s identified support persons (with consent). The safety plan identifies risks and

Staff have clear protocols or policies for prevention and intervention for clients with suicidal thoughts or triggers and provides concrete coping strategies, prioritized from most natural to most formal or
behaviors, and there is information sharing, documentation and collaboration among all relevant staff. restrictive. Other staff involved in care or transitions are aware of the safety plan. Safety plans are
Staff receive guidance on and clearly understand the organization’s suicide prevention and intervention 5 reviewed and modified as needed at every visit with a person at risk.

4 approach.

Please indicate whether or not the organization uses the Stanley/Brown safety plan template: D YES D NO

Individuals at risk for suicide are placed on a suicide care management plan. The organization has a If no, identify the safety planning tool or approach the organization uses:
consistent approach to suicide care management, which is embedded in the documentation records
and reflects all of the suicide prevention and intervention components listed above. Protocols for

putting someone on and taking someone off a suicide management plan are clear. Staff have regular

communication about clients who remain on a suicide care management plan beyond a certain time If applicable, how frequently is the safety plan reviewed with the individual?
frame, which is established by the implementation team.

5

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 702)

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 851)
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12. Collaborative restriction of access to lethal means:

What is the organization’s approach to lethal means restriction?

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

5

Means restriction discussions and who to ask about lethal means are up to the staff member’s discretion.
Means restriction counseling is rarely documented.

Means restriction is expected to be included on safety plans for all clients identified as at risk for suicide.
Steps to restrict means are up to the staff member’s discretion. The organization does not provide any
training on counseling on access to lethal means.

Means restriction is expected to be included on all safety plans. The organization provides training on
counseling on access to lethal means. Steps to restrict means are up to the staff member’s discretion.
Client’s identified support persons may or may not be involved in reducing access to lethal means.

Means restriction is expected to be included on all safety plans, and client’s identified support persons are
included in means restriction planning. The organization provides training on counseling on access to lethal
means. The organization sets policies regarding the minimum actions for restriction of access to means.

Means restriction is expected to be included on all safety plans. Contacting client’s identified supports
(with consent) to confirm removal of lethal means is the required, standard expectation. The organization
provides training on counseling on access to lethal means. Policies support these practices. Means
restriction recommendations and plans are reviewed regularly while the individual is at an elevated risk.

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,062)

@ ZERO SUICIDE in Your Community: An implementation guide for community organizations

13. Use or refer clients to effective, evidence-based treatments that directly target suicidal thoughts and
behaviors: What is the organization’s approach to treatment of suicidal thoughts and behaviors?
Note- Only Regulated Health Care Providers (RHCP’s) can provide formal suicide treatment.

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

RHCP’s rely on experience and best discretion in risk management and treatment for all mental health
disorders. The organization does not use a formal model of treatment for those at risk for suicide, OR

1 Non-RHCP staff rely on experience and best discretion in risk management and referral to appropriate
suicide treatment.

If the organization has a RHCP, they may use evidence-based treatments for some psychological disorders,
but do not use evidence-based treatments that specifically target suicide, OR

2 Non-RHCP staff may have some understanding of how to refer clients for mental health issues, but are not
sure who to refer to, to specifically target suicide.

Some RHCP staff have received specific training in treating suicidal thoughts and behaviors and may use
this in their usual practices, OR

3 Some non-RHCP staff may have received training in how to refer suicidal clients and may use this in their
usual practices.

Individuals with suicide risk receive empirically-supported treatment by RHCP’s specifically for suicide
(CAMS, CBT-SP or DBT) in addition to evidence-based treatments for other mental health issues. The
organization regularly provides all RHCP’s with access to competency-based training in empirically
supported treatments targeting suicidal thoughts.

Non-RHCP staff have received training in how to refer suicidal clients to evidence-based treatments as well
4 as for other mental health issues. The organization regularly provides all non-RHCP’s with training of
community resources and referral processes.

The organization has invested in evidence-based treatments for suicide care (CAMS, CBT-SP or DBT), with
designated staff receiving training in these models. The organization has a model for sustaining staff
training. The organization offers additional treatment modalities for those chronically or continuously

5 screening at high risk for suicide, such as DBT groups or attempt survivor groups.

Please indicate if RHCP’s in the organization receive formal training in a specific suicide treatment model:
D CAMS (Collaborative Assessment and Management of Suicidality)
D CBT-SP (Cognitive Behavioral Therapy for Suicide Prevention)

D DBT (Dialectical Behavior Therapy)

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,057)
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14. Provide continuous contact and support:
What is the organization’s approach to engaging hard-to-reach individuals or those who are at risk and don’t
show for an appointments or usual/expected visit/shift?

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

15. Provide continuous contact and support:
What is the organization’s approach to following up on clients of whom they are aware have recently been
discharged from acute care settings (e.g., emergency departments, inpatient psychiatric hospitals)?

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

5

There are no guidelines specific to reaching those at elevated suicide risk who don’t show for a scheduled
appointment or usual/expected visit/shift.

The organization requires documentation of those individuals who have elevated suicide risk and don’t
show for an appointment or usual/expected visit/shift, but the parameters and methods for engaging
hard-to-reach individuals are up to the staff member’s discretion.

Follow-up for individuals with suicide risk who don’t show for an appointment or usual/expected visit/shift
includes active outreach, such as phone calls to the individual or his or her family members, until
contact/all appropriate efforts are made to ascertain the individual’s safety.

Follow-up for individuals with suicide risk who don’t show for an appointment or usual/expected visit/shift
includes active outreach, such as phone calls to the individual or his or her family members, until contact/
all appropriate efforts are made to ascertain the individual’s safety. Organizational protocols are in place
that address follow-up after no-shows. Training for staff includes improving engagement efforts.

The organization may have an established memorandum of understanding with an outside agency to
conduct follow-up calls. Follow-up and supportive contact for individuals on suicide care management
plans are systematically tracked in documentation. Follow-up for high-risk individuals includes
documented contact with the person within eight hours of the missed appointment or usual/expected
visit/shift. The organization has approaches, such as peer supports, peer-run crisis respite, home visits,
or drop-in appointments, to address the needs of hard-to-reach clients.

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,309)

ZERO SUICIDE in Your Community: An implementation guide for community organizations

5

There are no specific guidelines for contact of those at elevated suicide risk following discharge from acute
care settings or not accessing services as usual.

The organization requires follow-up for individuals with suicide risk, but the parameters and methods are
up to the individual staff member’s discretion.

Organizational guidelines are directed to the individual’s level of risk and address one or more of the
following: follow-up after crisis contact, transition from an emergency department, or transition from
psychiatric hospitalization.

Organizational guidelines are directed to the individual’s level of risk and address follow-up after crisis
contact, non-engagement in services, transition from an emergency department, or transition from
psychiatric hospitalization. Follow-up for high-risk individuals includes distance outreach, such as letters,
phone calls, or e-mails.

Organizational guidelines are in place that address follow-up after crisis contact, no-shows, transition
from an emergency department, or transition from psychiatric hospitalization. Follow-up for high-risk
individuals includes in-person or virtual home or community visits when necessary. Follow-up and
supportive contact for individuals on suicide care management plans are tracked in documentation.
Policies state that follow-up contact after discharge from acute settings occurs within 24 hours.

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,309)
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16. Apply a data-driven quality improvement approach: 17. Apply a data-driven quality improvement approach:
What is the organization’s approach to reviewing deaths for those involved in your organization? What is the organization’s approach to measuring suicide deaths?

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

At best, when a suicide or adverse event happens while the client is involved with your organization, staff o ] o ) ) )
The organization has no policy or process to measure suicide deaths for those accessing their services.

1 meet to discuss the event. 1
Root cause analysis is conducted on all suicide deaths of people accessing services. The organization measures the number of deaths for those who are accessing their services based
2 2 primarily on report from family/friends.
Data from all root cause analyses are routinely examined to look at trends and to make changes to policies. The organization has specific internal approaches to measuring and reporting on all suicide deaths for
3 clients accessing their services as well as those up to 30 days post mortem/investigation. Deaths are
3 confirmed through coroner or medical examiner reports.

Root cause analysis is conducted on all suicide deaths of people accessing services as well as for those up

4 to 30 days post mortem/ investigation. Policies and training are updated as a result.
The organization annually cross checks clients against vital statistics data or other federal data (e.g.

collaborating with coroner’s office) to determine the number of deaths for those receiving services up to

4 30 days post mortem/investigation.
Root cause analysis is conducted on all suicide deaths of people accessing services as well as for those

up to 6 months post mortem/investigation, and on all suicide attempts requiring medical attention.

5 Policies and training are updated as a result.
The organization annually cross checks clients against vital statistics (e.g. collaborating with coroner’s
office) to determine the number of deaths for those receiving services. The organization tracks suicide
If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,309) 5 deaths among clients for up to 6 months post mortem/investigation.

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,327)
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18. Apply a data-driven quality improvement approach:
What is the organization’s approach to suicide prevention and intervention quality improvement

activities? ZERO SUICIDE WORKFORCE SURVEY

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

The organization has no specific policies related to suicide prevention and intervention, and it does not

focus on suicide care other than care as usual. Suicide care is left to the discretion of the individual staff The Zero Suicide Workforce Survey is a tool to assess staff knowledge, practices, and
1 member. confidence.
2 Suicide prevention and intervention is discussed as part of employee training and by those in supervision. This survey is part of our organizational mission to adopt a system-wide approach to caring for

individuals who may be at risk for suicide. Recognizing that variability exists in staff education and

experience working with people at risk for suicide, we intend to use the results of this survey to help

Early discussions about using technology and/or enhanced record keeping to track and chart suicide determine the training needs of our staff.
3 management are underway. Suicide prevention and intervention is partially embedded in documentation.

All responses are anonymous. Please answer honestly so that we can best serve both our staff and

Suicide prevention and intervention is partially embedded in documentation. Data from clients who may be at risk for suicide. Be thoughtful about your answers even if you do not work

documentation and suicide care management plans are examined for fidelity to organizational directly with clients who may be at risk for suicide. We believe that suicide prevention is a shared

4 policies, and discussed by the team responsible for this. responsibility among everyone in our organization. Please pay attention to the directions, as they will

navigate you through the questions based on how you respond. Also, unless it is otherwise indicated,
please mark only one answer per question. It is anticipated that it will take you 10-20 minutes to
Suicide prevention and intervention is entirely embedded in documentation (at least every two months)
by a designated team to determine that staff are adhering to suicide prevention and intervention
policies and to assess for reductions in suicide. Documentation is updated regularly as the team reviews may terminate your participation at any time.
5 data and makes changes.

complete this survey. By answering this survey, you give your consent to participate; however, you

Please ensure you read through the Key Definitions found on the next page prior to beginning the

If you wish to describe or elaborate on this item, please do so in the space provided below. (Character limit: 1,202) survey

We thank you in advance for your participation and for your dedication to suicide prevention.

Once your implementation team has completed this organizational self-
study using this document, the results can be reviewed to assess

organizational strengths and opportunities for development across each Please note that this document has been adapted from the Suicide Prevention Resource Centre’s Workforce Survey, version May 2019.
t This version does not constitute endorsement by the EDC. The original copy can be found:
component. http://zerosuicide.edc.org/sites/default/files/725%20Workforce%20Survey%20July%202020.pdf
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e Care: Originally developed for the health care sector, the term ‘care’ is frequently cited
in this document. Because care is provided in many capacities, we encourage you to
think about this term more broadly as service provision as it relates to responding to and
managing suicidality.

¢ Client: The term ‘client’ can be broadly applied to those in which the organization
provides service to, including a: individual, patient, resident, service user, customer,
colleague, employee, or staff.

e Documentation: The term ‘documentation’ refers to written/electronic communication.

¢ Lethal means restriction: People who attempt suicide do so with a variety of methods,
or ‘means’ (e.g. overdose, firearm). The term “lethal” is important because some
methods are more harmful or destructive than others. Restricting and reducing access
to lethal means (e.g. safe dosages of medication at home, removing/locking up a
firearm) is one of the most successful strategies in preventing suicide.

¢ Non-residential Setting: Individuals who may be at risk for suicide are provided
services with no potential for overnight stay.

¢ Organization: The term ‘organization’is meant to represent the service that works
alongside other people and is seeking to improve suicide prevention and may be
broadly applied to: agencies, services, institutions, places of work, communities of
worship, interest groups, etc.

¢ Regulated Health Professional: A Regulated Health Professional (RHP) is a health
care provider that is accountable to a regulatory college which ensures that they deliver
health services in a safe, professional and ethical manner. RHP’s are accountable for
ensuring they have the knowledge, skill and judgment required of their practice. The
roles typically involved in mental health care include: Registered Social Worker,
Registered Nurse/Practical Nurse, Physician, Nurse Practitioner, Pharmacist,
Psychologist, Psychotherapist, and Occupational Therapist. A non-regulated
professional refers to any other employee/staff member.

¢ Residential Setting: Individuals who may be at risk for suicide have potential to stay
overnight or for a period of consecutive nights.

e Suicide: The act or an instance of taking one’s own life voluntarily and intentionally.

e Treatment: For the purpose of this document, ‘freatment’ refers to evidence-based
management and care for a mental illness or suicidality (including psychotherapy) that
can only be provided by a Regulated Health Professional.

ZERO SUICIDE in Your Community: An implementation guide for community organizations

Section 1. Your Work Environment

Thank you for participating in this survey. In the first series of questions we would like to learn more
about your work environment and your role within that environment.

1.

In which of the following settings do you work? (See Definitions) [Required Item — used later for branching]

Residential setting Non-residential 0 Both
setting

2. Please indicate the program you work in:

2a. s this your first time taking part in the Zero Suicide Workforce Survey at your current organization? (choose one)

3.

(|

No O Yes

Please choose the one category below that best describes your primary professional role. (choose one)

O

Oooooooobooooboono O

Management (Administrators, Supervisors, Managers, Coordinators)

Business, Administrative, and Clerical (Accounting, Reception, Human Resources, Billing, Records,
Information Technology)

Facility Operations (Dietary, Housekeeping, Maintenance, Security, Transportation)

Behavioral Health Clinician (Counselor, Social Worker, Substance Abuse Counselor, Therapist, Psychologist)
Adjunct Therapist (Activity, Occupational, Physical, Rehabilitation)

Case Management

Crisis Services

Physical Health Care/Medication Management (Physician, Nurse Practitioner, Physician’s Assistant)
Nursing (Nurse, Registered Nurse)

Psychiatry (Psychiatrist, Psychiatric Nurse Practitioner)

Technician (Mental Health Technician, Behavioral Technician, Client Care Assistance, Residential Technician)
Client Observer

Support Worker

Outreach Worker

Educator (Teach, Health Educator/Promoter)

Group Facilitator

Housing Support Worker

Volunteer

Other
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in person or
from a distance/virtually during your day-to-day duties within the organization? This includes things such as

answering phones, scheduling appointments, conducting check-ins, and other interaction with clients.
[Required Item]

O No[ Yes

Please indicate how much you disagree or agree with each of the following statements. [Note: Only
complete for residential settings]

Strongly Disagree Neutral Agree Strongly
Disagree Agree
5. | know the organizational protocols for ensuring a O O O O O
safe physical environment for individuals who may
be at risk for suicide (including safety precautions
around entry, visitors, client belongings, and
physical structures in the facility).
6. | know what to do when | have concerns about O O O O O
potential means for suicide in the physical
environment in our facility.

Section 2. Suicide Prevention Within Your Work Environment

The next series of questions ask you to reflect on suicide prevention within your work environment.

Please indicate how much you disagree or agree with each of the following statements.
Strongly Disagree Neutral Agree Strongly

Disagree Agree

7. | am familiar with the “Zero Suicide” initiative. O O O O O

8. lunderstand my role and responsibilities related to O O O O |
suicide prevention within this organization.

9. |believe suicide prevention is an important part of | O O O O
my professional role.

10. The leadership at this organization has explicitly O O O O O
indicated that suicide prevention is a priority.

11. This organization has clear policies and procedures O O O O O
in place that define each employee’s role in
preventing suicide.

12. | have received training at this organization related O O O O O
to suicide prevention.

13. This organization provides me access to ongoing | O O O O

support and resources to further my understanding
of suicide prevention.

14. | feel that my organization would be responsive to O O O O O
issues that | bring up related to client safety.

15. While working at this organization, | have directly or indirectly interacted with a client who ended their life
by suicide. [Required Item]
L] Yes, it has happened once [ Yes, it has happened more than once [ No [ 1Don’t Know
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Please indica
complete if “Yes” to #15]

. [Note: Only

Strongly Disagree Neutral Agree Strongly

Disagree Agree
16. | felt supported by this organization when a suicide O O O O O
occurred.
17. | felt blamed when a client died by suicide. O O O O O
18. This organization has practices in place to support O O O O O

staff when a suicide occurs.

Section 3. Recognizing When Clients May Be At Risk for Suicide

We are interested in learning about your knowledge and comfort related to recognizing when a client
may be at elevated risk for suicide.

Please indicate how much you disagree or agree with each of the following statements.
Strongly Disagree Neutral Agree Strongly

Disagree Agree

19. | have the knowledge and training needed to recognize O O O O O

when a client may be at elevated risk for suicide.
20. | am knowledgeable about warning signs for suicide. O O O O O
21. | know what organizational procedures to follow when O O O O |

| suspect that a client may be at elevated risk for

suicide.
22. | am confident in my ability to respond when | suspect O O O O O

a client may be at elevated risk for suicide.
23. | am comfortable asking individuals who may be at risk O O O O O

for suicide direct and open questions about suicidal
thoughts and behaviors.

24. Have you ever received training on how to recognize the warning signs that a client may be at elevated risk
for suicide?........ [0 No [goto#26] [ Yes [go to #25] [Required Item]

25. Has your current organization provided you with training on how to recognize the warning signs that a client
may be at elevated risk for suicide?........ O No [ Yes

Section 4. Screening and Assessing Clients for Suicide Risk [Note: Only those who interact with

individuals who may be at risk for suicide, i.e. “Yes” toQ4. All other respondents may proceed to #66]
The next questions are about screening clients who may be at elevated risk for suicide.

26. You indicated earlier that you directly interact with individuals who may be at risk for suicide either in
person or from a distance/virtually during your day-to-day duties within the organization. Which of the
following groups do you primarily work with?

O Children O Adolescents [ Adults [ Older Adults

27. Are you responsible for conducting screenings for suicide risk? .... 0 No [proceed to #32] [ Yes [proceed to #28]
[Req]

Please indicate how much you disagree or agree with each of the following statements.
Strongly Disagree Neutral Agree Strongly

Disagree Agree
28. | have the knowledge and skills needed to screen O O O O O
clients for suicide risk.
29. | know our organizational procedures for screening O O O O |

ZERO SUICIDE in Your Community: An implementation guide for community organizations



clients for suicide risk. Section 5. Training on Suicide Screening and Suicide Risk Assessment

30. | am confident in my ability to screen a client for O O O O O
suicide risk. These next questions are about any training you may have received on suicide screening and suicide
31. I am comfortable screening clients for suicide risk. 0 0 0 O O risk assessment — even if this is not part of your current professional duties.

42. Have you ever received training on conducting suicide screenings or conducting suicide risk

Clients who screen positive for suicide risk should be assessed to inform staff decision making. This is assessments?...... [] Yes [proceed to #43] [Required item] [] No [proceed to #45]

sometimes referred to as a suicide risk assessment. Suicide risk assessments are most often completed 43. Has your current organization provided you with training on conducting suicide screenings or conducting
by a regulated health professional who has the knowledge, skill and judgment required to do so.

suicide risk assessments? [1 Yes [J No

32. Are you a regulated health professional who is responsible for conducting suicide risk assessments for clients
who screen positive for suicide risk? [ Yes [proceed to #33] [Required Item] [] No [proceed to #42]

44. Which of the following trainings, if any, have you ever taken on screening or suicide risk assessment? (select
all that apply)

O Assessing and Managing Suicide Risk (AMSR)
Note: If you are a non-regulated health professional and complete suicide risk assessments, please ensure that 0 Chronological Assessment of Suicide Events (CASE) Approach
you follow all organizational policies, procedures and expectations in doing so. [0 Commitment to Living
Please indicate how much you disagree or agree with each of the following statements. O Columbia Suicide Severity Rating Scale (C-SSRS)
Strongly Disagree Neutral Agree  Strongly . Question, Persuade, Refer, Treat (QPRT) Suicide Risk Assessment and Management Training (not
Disagree Agree basic QPR training)
33. | have the knowledge and skills needed to conduct a O O | 0 0 [0 Recognizing and Responding to Suicide Risk (RRSR)
suicide risk assessment. 0 Suicide to Hope
34. | am knowledgeable about risk factors for suicide. O O O O O O Anin-service or webinar training at my organization
35. | obtain information about risk and protective O O O O O O Anin-service or webinar training at a former organization
factors when conducting suicide risk assessments. O A different training on suicide screening or suicide risk assessment (please specify):
36. | assess the client’s access to lethal means as part of O O O O O
a suicide risk assessment. . . . . .
T : : 45. Do you use a standard tool, assessment instrument, or rubric for suicide screening or risk assessment?
37. | assess the client’s suicide plans and intentions as O O O O O ; .
. . [0 Yes [proceed to #46] [Required Item] (] No [proceed to #47] [ Not applicable
part of a suicide risk assessment.
38. | know what organizational procedures exist O O O O O 46. Which of the following tools, screening and assessment instruments, or rubrics, if any, do you use? (select
regarding suicide risk assessments. all that apply)
39. | am confident in my ability to conduct a suicide risk O O O O O Asking Suicide-Screening Questions (ASQ)
assessment. Beck’s Suicide Intent Scale (SIS)
40. 1am comfortable conducting a suicide risk assessment. O O O O O Columbia Suicide Severity Rating Scale (C-SSRS)
41. I know the referral process to follow when a suicide O O O O O National Suicide Lifeline Risk Assessment Standards

risk assessment indicates the client needs
additional clinical care.
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O 0O O0OoOoO0OoOooooOoooOoad

Personal Health Questionnaire (PHQ)-3

Personal Health Questionnaire (PHQ)-9

Risk Assessment Matrix (RAM)

Risk of Suicide Questionnaire (RSQ)

Risk Formulation with Risk Status and Risk State

SAFE-T

Suicide to Hope

Suicide Ideation Questionnaire (SIQ or SIQ-JR)

A tool, instrument, or rubric developed by my organization (please specify):

A different tool, instrument, or rubric not developed by my organization (please specify):
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Section 6. Providing Support to Individuals at Risk

These questions are for staff responsible for providing service to clients determined to be at elevated
risk for suicide.

47. Do you provide direct service to clients who have been identified as being at elevated risk for suicide based
on their risk assessment?
O Yes [proceed to #48] [Required Item] [] No [proceed to #52]

Please indicate how much you disagree or agree with each of the following statements.

Strongly Disagree Neutral Agree Strongly
Disagree Agree
48. | have the knowledge and skills needed to provide O O O O O
service to clients who have been identified as being
at elevated risk for suicide.
49. | am familiar with the referral process at this O O O O O
organization related to things such as safety
planning, restricting access to lethal means,
documentation, and other procedures for caring
for clients at elevated risk of suicide.
50. | am confident in my ability to provide service to O O O O O
clients who have been identified as being at
elevated risk for suicide.
51. | am comfortable providing service to clients who O O O O |
have been identified as being at elevated risk for
suicide.

52. Have you taken a Safety Planning Intervention for Suicide Prevention training?
0 No [ Yes

53. Have you taken the Counseling on Access to Lethal Means (CALM) course either online or in person?
0 No [ Yes
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Section 7. Use of Evidence-Based Treatments That Directly Target Suicidality

These questions are for Regulated Health Professionals who deliver suicide-specific evidence-based
clinical treatment (e.g. Collaborative Assessment and Management of Suicidality (CAMS), Cognitive
Behavioural Therapy for Suicide Prevention (CBT-SP), or Dialectical Behavioural Therapy (DBT) to
clients who are identified as being at elevated risk for suicide.

54. Do you provide clinical treatment (e.g. CAMS, CBT-SP, DBT) to clients who have been identified as being at
elevated risk for suicide?
[0 No [proceed to #59] [] Yes [proceed to #55] [Required Item]

Please indicate how much you disagree or agree with each of the following statements.
Strongly Disagree Neutral Agree Strongly

Disagree Agree
55. | have received training on suicide-specific O O O O O
evidence-based treatment approaches (e.g. CAMS,
CBT-SP, DBT).

56. | am confident in my ability to provide clinical O O O O d
treatment to clients with suicidal thoughts or
behaviors.

57. | am comfortable providing clinical treatment to O O O O O

clients with suicidal thoughts or behaviors.

58. In which of the following suicide-specific evidence-based treatment approaches, if any, have you received
training? (select all that apply)

CAMS (Collaborative Assessment and Management of Suicide)
CBT-SP (Cognitive Behavior Therapy for Suicide Prevention)
DBT (Dialectical Behavior Therapy)

Another training (please specify):
None

O00X
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Section 8. Care Transitions

These questions are for staff responsible for ensuring that clients identified as being at elevated risk for
suicide are supported during transitions in care.

For the following questions, transitions in care include safely discharging and/or transitioning clients
who may be at risk for suicide following acute care (hospital) admissions for mental health
concerns/suicidality.

59. Are you responsible for ensuring safe care transitions for clients who have been identified as being at
elevated risk for suicide?...... [0 Yes [proceed to #60] [Required Item] [] No [proceed to #66]

Please indicate how much you disagree or agree with each of the following statements.
Strongly Disagree Neutral Agree Strongly
Disagree Agree

60. | have the knowledge and skills needed to work O O O O O
with clients who may be at risk for suicide during
their transitions in care.

61. | am familiar with organizational procedures for O O O O O
working with clients who may be at risk for suicide
during their transitions in care.

62. | am confident in my ability to work with clients O O O O O
who may be at risk for suicide during their
transitions in care.

63. | am confident in my ability to work with family O O O O d
members or other support persons who may be
involved during a client’s transitions in care.

64. | am familiar with organizational procedures for O O O O O
ensuring that client health information is shared
appropriately during a client’s transitions in care.

65. | am comfortable working with= clients who may O O O O O
be at risk for suicide during their transitions in care.
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Section 9. Training and Resource Needs

Staff members should have the necessary skills (appropriate to their role), to provide caring and
effective assistance to clients who may be at risk for suicide.

66. In which of the following areas, if any, would you like more training, resources, or support? (select all that apply)

OOo0o0oOofo0oOoooOooooooooo

Suicide prevention and awareness

Epidemiology and the latest research findings related to suicide

Identifying warning signs for suicide

Communicating with clients who may be at risk for suicide about suicide

Suicide screening practices

Identifying risk factors for suicide

Suicide risk assessment practices

Crisis response procedures

Suicide de-escalation techniques

Managing clients who may be at risk for suicide

Collaborative safety planning for suicide

Awareness of community supports and resources

Understanding and navigating ethical and legal considerations related to suicide
Policies and procedures within your work environment

Staff roles and responsibilities within your work environment

Reducing access to lethal means outside the care environment (e.g. client’s home)
Creating a safe physical environment for clients who may be at risk for suicide
Other (please specify)
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Project Charter Purpose

Page 2 of 10

The project charter defines the scope, objectives, and overall approach for the work to be completed. It is a
critical element for initiating, planning, executing, controlling, and assessing the project. It should be the single
point of reference on the project for project goals and objectives, scope, organization, estimates, work plan,
and budget. In addition, it serves as a contract between the Project Team and the Project Sponsors, stating
what will be delivered according to the budget, time constraints, risks, resources, and standards agreed upon

for the project.

Document Review/Revision History

Version Date Author/Editor

Comments

Date:
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Outcome Measurement Metrics / Success Criteria

1.4

N
H

By Whom & How Frequently

Target

Measurement / Data Collection
Strategy

Success Criterion /
Indicator Description

Project
Objective
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1.5 Project Priority Management

Priority
Parameter Describe Priority
1 2 3
Time
Cost
Scope

1.6  Organizational Change

Type of Change Level Description of the Change

Developmental

Transitional

Transformational

Section B: Planning Phase (Stage 3 — Scope/Feasibility)

2.0 Project Parameters
21 Scope

2.1.1 Project Scope Includes:
2.1.2 Project Scope Does Not Include:
2.2 Assumptions

2.3 Constraints

2.4 Dependencies

Dependent Project/Work Name and Dependency Type
Project/Work Manager (describe how these are linked)

Potential Risks or Issues
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3.0 Risks

Risk

Probability

(High/Med/Low) | (High/Med/Low)

Impact

Action to Prevent/Manage Risk

4.0 Stakeholder Analysis

Stakeholder

Interest/Stake

Project Role/Involvement

5.0 Budget (excl. OSI Clinic)

Class of
Dollars Comment Estimate
(A/B/CI/D)
ONE TIME COSTS:
Date:
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8.0 Change Strategy
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Working Group
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Plan 2.0
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PLAN 20

In the Plan 1.0 section of the Zero Suicide Community Implementation Toolkit you reviewed
principles of project management, conducting a current state analysis with use of the
Organizational Self Study and Workforce Survey, and began designing your Project Charter
and Project Plan. Throughout this phase of project planning we will continue to develop and
refine your Project Plan.

In this section of the Toolkit we will cover:

- Incorporating Best Practices, Guiding Philosophy of Care, and Staff Mental Wellness
« Introduction to the Suicide Care Management Plan:
« Suicide Risk Assessment
« Suicide Screening
« Full Suicide Risk Assessment
« Interventions:
« Suicide Prevention Algorithm or Triage Tool
« Crisis Management and De-escalation
« Coping Plan and Safety Plan
« Referral to Support/Evidence-Based Treatment
- Engaging Natural and Peer Supports, and those with Lived Experience with Suicide
 Supporting Transitions in Care
« Implementing Caring Contacts
« General Guidelines for Documentation
« Reviewing Suicide Related Incidents
« Postvention Support
- Staff Education Planning
« Sample Education Plan for Community Partner Zero Suicide Implementation

« Planning your Project Evaluation

ZERO SUICIDE in Your Community: An implementation guide for community organizations

Plan 2.0

Resources to have on hand (or screen):

« A copy of the Toolkit: Plan 1.0 section

« A copy of your Project Plan

« Your completed Organizational Self Study

« Your completed Workforce Survey

- Zero Suicide Toolkit website: zerosuicide.edc.org/toolkit

- Canadian Patient Safety Institute - Suicide Risk Assessment- Toolkit and Guide > Table 1:
Suicide Risk Assessment Tools and Their Characteristics- Clinician/Mental Health Professional
Not Required for Administration

Incorporating Best Practices and Guiding Philosophy of Care

Zero Suicide is a framework that incorporates best practices in suicide prevention with
evidence of reductions in suicide deaths in health care systems. Several guiding philosophies
and principles of care are incorporated in the Zero Suicide framework however we encourage
you to consider how the following could be incorporated into your project planning and
implementation:

+ Recovery oriented

« Trauma informed care

« Cultural sensitivity and safety

« Stigma free and inclusive (e.g. LGBTQ2S+, race, gender identity, age)
« Health equity

+ Anti-oppression

« Person centered

« Your organization’s specific guiding principles and mission, vision, and values

At this point, we recommend you re-engage your Project Plan to review whether or not these
principles have been reflected. If you are uncertain of what each of these entail, we encourage
you to engage in some learning with your team. One leading principle of the Zero Suicide
framework is to ensure that the organizational culture is one that is blame free — known as a
just culture.
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Creating a Restorative Just Culture

A very important component of the “Lead” element of the Zero Suicide framework, is

to create a just culture in which staff feel as though they work within a safe and blame

free environment." A just culture recognizes that there is shared accountability when
something goes wrong within an organization. This shifts from solely focusing on individual
accountability or blame to consider how organizational structures and processes may have
had a role in what happened. From a suicide prevention perspective, this is important so that
staff feel that they can safely share about suicide related incidents, and the organization can
take a comprehensive approach to identifying opportunities for improved suicide prevention.
This can shift the conversation from being punitive and seeking blame (actual or perceived) to
reviewing system-level improvements and addressing the need for a blame-free environment.

Two interventions you can implement to work towards a just culture within the Zero Suicide
framework are: 1) reviewing suicide related incidents, and 2) providing opportunities for
postvention support for staff. Each of these interventions are discussed further below and in
the upcoming “Do” section of this Toolkit.

Take a moment to reflect. Do you feel that you have a “just culture” within your organization?

If no, what would it take to create this?

What will you do prior to and within the Zero Suicide implementation to further promote
“just culture”?

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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Promoting Staff Mental Wellness and Self-Care

Another important guiding philosophy and principle of suicide prevention is promoting
and maintaining the mental health and wellbeing of staff. Successful implementation of
Zero Suicide depends on staff who feel supported in the challenging work of helping those
at risk for suicide. Encouraging staff to ask for help, providing resources, and opportunities
for building their own capacity are proactive and essential elements of implementation
and ongoing success of Zero Suicide. In your Project Plan, consider how you will promote
psychological health and safety and self-care in the workplace.

What is a psychologically healthy and safe workplace?

“A workplace that promotes workers’ psychological well-being and actively works
to prevent harm to worker psychological health, including in negligent, reckless or
intentional ways”).?

What is psychological resilience?

The process of adapting in the face of adversity, trauma, tragedy, threats, or significant
sources of stress.?

What is self-care?

Activities we do deliberately to take care of our mental, emotional, and physical health.

“Something that refuels us, rather than takes from us."*

What does your organization currently do to promote mental wellness and self-care for staff?
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Practical Self-Care Examples for Staff:

« A nutritious and healthy diet

+ Good sleep hygiene

- Exercise

« Accessing health care

- Relaxation exercises or meditation

« Spending time with friends, families, loved ones, and supports

- Pleasurable activities - going out for dinner with a friend, seeing a movie, or cooking
your favourite meal

« Promote a“no list” or boundaries
For example, no checking e-mails after work or no answering the phone during dinner

« Using humour
- Mindfulness activities and exercise

4 )
What is mindfulness?

Derived from Buddhist traditions, mindfulness is bringing awareness
to the present moment and what you sense and feel without any
interpretation or judgement. Activities can include deep breathing,
meditation, guided imagery, stress reduction, and creative exercises.? y

.

Many organizations have internal resources to support staff, or utilize others within the
community. I[dentify some key internal and/or community resources for staff:

Employee and Family Assistance or Wellness Program

Plan 2.0

Self Help Groups (e.g. Canadian Mental Health Association)

Spiritual Care Resources

How will you ensure that psychological health and safety is embedded throughout your
project planning?

Ensuring that these resources are available and known to staff is important.
You may wish to also consider other staff training or resources such as:

- Training: Workplace Strategies for Mental Health

« Training: Compassion Training- Dr. Kristen Kneff ($) self-compassion.org

- Resource: Mental Health Commission National Standard of Canada for Psychological Health
and Safety in the Workplace

- Resource: Government of Canada - Psychological Health in the Workplace Guide

Where will you make resource information available to staff?

Occupational Health and Safety Resources

How will you promote additional staff training within your organization?

Local Mental Health Crisis Service
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Cared for staff are better prepared to do the challenging work of suicide prevention.
Further, when staff are attentive to (and organizations support) their psychological health
and wellness, staff are also less likely to become the individuals that need your support.
Remember, no one is immune to suicidal thoughts and/or behaviours.

Introduction to the Suicide Care Management Plan

A Suicide Care Management Plan is a pathway to suicide safer care. This falls under the
“Engage” element of the Zero Suicide framework.

In a Zero Suicide approach™

« All clients identified to be at risk of suicide are engaged in a Suicide Care
Management Plan.

« The client’s status on a Suicide Care Management Plan is monitored and documented
in an electronic health record (EHR). Please note that if you do not have an electronic
documentation system, we encourage you to use your established methods, or think
about how you might be able to improve documentation processes.

A Suicide Care Management Plan is a continuous client engagement plan, or pathway to care,
which outlines the support that staff will provide clients until no longer considered at risk.
This means that clients should be closely followed, and engaged or reengaged at every visit/
service encounter'. Throughout the rest of the Plan 2.0 section, we will review the different
elements of a Suicide Care Management Plan. Organizations should consider what will work
within their own unique setting and be willing to test the limits to what more could be
possible.

The Suicide Care Management Plan will be outlined in the policy and/or procedure you will

design in the “Do” (i.e. implementation) section of this Toolkit and will include information

pertaining to':

« Screening tool (up next!) criteria and when the client will be engaged in a Suicide Care
Management Plan

« Process for same day access to a mental health professional for a full suicide risk assessment
and risk formulation

« Requirements and protocols for safety planning, crisis support planning, and lethal means
restriction

« Frequency of client interactions/visits for a client on a Suicide Care Management Plan,
including what to do when a client misses a scheduled interaction/visit/service

« The process for communicating with a client about what it means to have a Suicide Care
Management Plan

« Requirements for continued contact with and support for the client, especially during
transitions in care
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« The referral process to suicide-specific, evidence-based treatment (i.e. mental health care)
« How documentation of progress and risk level reduction will occur

« Criteria and protocols for closing out a client’s Suicide Care Management Plan (i.e. when
there is a decrease in suicide risk level)

« Consider how management will review charts to determine that policies and protocols are
being followed

All of these elements will require your organization’s careful consideration. Your current state
analysis, Organizational Self Study, and knowledge about community services and system
navigation will all be important as you outline for staff what a Suicide Care Management Plan
will entail within your organization.

To start off, begin by thinking about how you will care for and track clients at risk for suicide?

Next, we will review how to identify suicide risk with the use of screening and assessment
tools.

Suicide Risk Assessment and Screening

Suicide Screening Tools

An important element of the Zero Suicide framework is to “Identify” those at risk of suicide
with screening and risk assessment. Screening for suicide risk broadly means that we ask a
client particular questions to determine whether or not they are at risk of suicide.

Once a screening tool demonstrates risk for suicide, further information is gathered (e.g.

risk factors, warning signs, protective factors, and access to lethal means) with the aim of
producing a “full risk assessment”. Anyone can be trained to consider these elements in
determining the risk level of a client. This however, is not the same as completing a formal
medical suicide risk assessment/risk formulation which would require a regulated/trained
health professional. If your organization has a regulated/trained health professional that can
complete a formal medical suicide risk assessment (including a Mental Status Exam) and risk
formulation, you may wish to align this work with their role, rather than having the client be
referred to external mental health services.

“The purpose of screening is not to predict suicide,

"

but rather to plan effective suicide care.

As you can imagine, talking to others about sensitive subject matter such as thoughts or
behaviours related to suicide can be challenging. Building supportive and caring relationships
(also known as a therapeutic alliance) can help create interpersonal ease before we ask these
questions. Discussing how you can approach questions and having opportunities to practice
this can be an important element of staff training.
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Further tips on these concepts can be found on the Zero Suicide Toolkit website >

Engage > Building a Therapeutic Alliance with the Suicidal Patient

Engage > Ethical and Competent Care of Suicidal Patients

Identify > Screening Options

In a Zero Suicide approach™

« All clients receiving service are screened with a standardized measure (tool) for suicidal
thoughts and behaviours at intake.

« Whenever a client screens positive for suicide risk, further risk formulation is completed for
the client by a regulated/trained health professional.

« Written policies and procedures outline:
« The frequency of screening,
» How to document risk screenings,
« Incorporation of screening into workflows and,
« How to communicate with staff when a client screens positive for suicide risk.

(e.g. prior to a leave of absence, reduction in service provision, or discharge/
transfer from a service) are a very high-risk time for clients. It is strongly
recommended that clients are screened during transitions®.

@ Important note: Research has demonstrated that periods of transition

Choosing the appropriate, standardized suicide risk screening tool(s) for your organization
can seem overwhelming. Both St. Joseph’s and Niagara Region Mental Health (NRMH)
conducted a review of screening and assessment tools prior to launching their Zero Suicide
Initiative. The project team at NRMH looked at eight different suicide risk assessment tools
through an Evidence-Informed Public Health (EIPH) lens and rated these tools based on 13
criteria (Appendix F - NRMH Suicide Screening Tool Criteria). If your organization wishes to
undergo a similar review process, we encourage you to check out the following:

- Zero Suicide Toolkit website > Identify > Screening Options

- Canadian Patient Safety Institute and Mental Health Commission of Canada -
Suicide Risk Assessment- Toolkit and Guide > Table 1: Suicide Risk Assessment Tools and

Their Characteristics - Clinician/Mental Health Professional Not Required for Administration.

Plan 2.0

TIP: \
As you plan throughout this document, ensure that you are thinking about
sustainability. More specifically, this means considering and planning for how the
changes and interventions you are considering will work within the organization over
the long term. A good question to ask is, will this still be relevant, or will this process still
be effective in 1, 5, or 10 years?

\_

Some questions to consider:

J

Note: Answering these questions now will help you breeze through the screening tool section
of your policy and/or procedure(s) development.

What is the population that we work with (sociodemographic and cultural factors)?
Is there a screening tool that has undergone psychometric testing with this population?

Does this screening tool meet the cognitive capacity or language of the population
we work with?

How difficult is this screening tool to administer?

Will staff be able to be trained and use this tool appropriately? Why or why not?

Please note that there is frequently new evidence of
psychometrics. It is important to review and examine validity by looking at evidence
the literature at the time of your project planning that indicates the tool measures
and make an informed choice for your organization. what we think it shoulds.

Psychometrics: Assessing a tool’s

Does training have a cost? Is it within our budget?
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How long will this tool take to administer to a client? Is this feasible?

Niagara Region Mental Health and St. Joseph’s worked through similar questions and
determined that the Columbia Suicide-Severity Rating Scale (C-SSRS) was the best screening
tool for their respective organizations. Having had a positive experience with these tools, we
share some C-SSRS specific information below.

The C-SSRS was chosen based on the following criteria:
- Valid and reliable

« Many versions to meet organizational needs

« Can be used across the lifespan (youth to seniors)
including a version for cognitive impairment

- Uses plain and direct language (offers alternative languages)

- Identifies both suicidal ideation and behaviour

- Non-stigmatizing; consistent with safeTALK and ASIST training programs
- Identifies both risk and protective factors

« Training is free (more on this under“Education Planning” below)

The C-SSRS supports suicide risk assessment through a series of simple questions.
The answers help users identify whether someone is at risk for suicide, assess the severity
and immediacy of that risk, and gauge the level of support that the client needs.

Users of the C-SSRS tool ask clients:

« Whether or not, and when, they have thought about suicide (ideation)

« What actions they have taken, and when to prepare for suicide (preparatory acts or
behaviours)

« Whether or not, and when, they attempted suicide or began a suicide attempt that was
either interrupted by another person or stopped by their own volition (suicidal behaviour)

The C-SSRS tools that were selected at NRMH and St. Joseph’s include:

Lifetime Recent/Full version:
Assessment tool that gathers lifetime history of ideation AND behaviour

Safe-T-Protocol with the C-SSRS: (NRMH only)
Incorporates documentation

Focuses on risk and protective factors (check list)
Formal suicide risk assessment
Used to determine a person’s immediate risk of suicide
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Short-Screener:

Shortened version of the Lifetime Recent/Full version (3-6 questions) that asks about
suicidality in the last 30 days

Since Last Contact: (St. Joseph’s only)
Shortened version of the Lifetime recent/full version (3-6 questions) that asks about suicidality
since the last contact between the staff and client

Let’s start thinking about some important questions related to suicide screening within your
organization:

Who will be screened for suicide?

Who can/will be trained to complete suicide screening?

When (frequency) will suicide screening take place with the clients you work with?

Will you screen clients more frequently if they are determined to be at high risk?
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Is there a private, confidential space that suicide screening can take place with clients?
How can you support access to this?

What do you perceive will be staff members concerns in regards to suicide screening, and
what do you need to do/prepare in order to address these?

Full Suicide Risk Assessment

As mentioned above, screening tools are an essential element of a full suicide risk assessment,
but other important information is required to support your judgment about the client’s
suicide risk. These include’:

« Risk factors

« Warning signs

« Protective factors

« Access to lethal means

« Past suicidal behaviours

« Recent/present suicidal ideation or behavior
« Long-term risk factors

« Impulsivity/self-control

- Identifiable stressors (especially when coupled with a lack of protective factors)
- Engagement and reliability

+ Presentation

+ Coping resources

- Potential triggers
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Please see Appendix G for a PowerPoint presentation (Completing a Full Suicide Risk
Assessment) developed for staff teaching that outlines what each of these are. This
information will be obtained by client observation (objective) and from conversation with
the client (subjective). Essentially, a full suicide risk assessment is to think about all the client
information collected (e.g. screening tool results, risk factors, warning signs, presence/
absence of protective factors, and access to lethal means) as ingredients which could be used
to yield an overall judgment of the client’s suicide risk. While risk formulation falls under the
Identify pillar of the Zero Suicide framework, this full suicide risk assessment will lead to the
Engage and Treat pillars, adding context to the clients for better decision making/prevention
planning- you are now tailoring the safety plan, interventions, and treatment to meet the
client’s unique needs/risk level.

Remember, anyone can be trained to consider these elements in determining the risk level
of a client, and this is not the same as completing a formal medical suicide risk assessment/
risk formulation which requires a regulated/trained health professional. If your organization
has a regulated/trained health professional that can complete a formal medical suicide risk
assessment (including a Mental Status Exam) and risk formulation, you may wish to align this
work with their role.

For more information related to risk formulation, we encourage you to look here:
Zero Suicide Toolkit website > Identify> Risk Formulation

Next, let's look at an example to better illustrate risk formulation:

You notice that a client, Sam, has not been accessing the drop-in at your youth agency as usual
lately. When you see them today, you notice that Sam appears withdrawn, sad, and not their
“usual self” (warning signs). You ask Sam if they might be willing to talk in a private area, and in
conversation, you learn that Sam recently lost their pet dog (absence of protective factor), and is
experiencing some conflict in the home (warning sign). Sam is 17 years old, gender non-binary,
and has recently started to engage in frequent use of alcohol and marijuana (risk factors). With
Sam’s consent, you complete the suicide screening tool which indicates that Sam is at high risk of
suicide. During screening, Sam shared with you that they have been experiencing suicidal ideation,
and have a plan to drink alcohol and take a bottle of Tylenol that they would obtain from a local
pharmacy. Sam does not currently have any Tylenol or alcohol in the house (does not currently
have access to lethal means). Sam has a close relationship with their high school teacher and

has recently become more connected to their spirituality (presence of protective factors). When
you mention creating a Safety Plan together, Sam is willing, expressing gratitude, and crying.
Together, you work through the Safety Plan, including identifying coping strategies and what crisis
resources Sam can access in the community. Sam agrees to calling their grandmother (protective
factor) together to discuss monitoring and restricting access to Tylenol and alcohol in the house

to help Sam stay safe (restrict access to lethal means). Sam also agrees to book an appointment
with the Nurse Practitioner at a local youth agency (protective factors) this week for follow-up. You
make this call together, and Sam’s appointment is a few days from now. Sam agrees to attend the
youth drop in at your agency every day this week, and you discuss a plan to call their grandmother
should they not show up. Sam is grateful for the interaction, and confirms that they feel safe for the
time being.
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Despite screening “high risk” on the screening tool, your identification of protective factors, ability
to reduce access to lethal means, and collaborative development of a safety plan, allows you to
conclude that Sam is currently safe, not atimminent risk of suicide, and not currently requiring
emergency crisis services.

In the example of Sam, we mentioned developing a Safety Plan and identification of coping
strategies. We will discuss these next.

Interventions

Development of a Suicide Prevention Algorithm or Triage Tool

Some organizations may opt to build an algorithm or triage tool into their policy and/or
procedure which outlines what interventions staff are responsible for as it relates to suicide
prevention. Some organizations may opt to develop different interventions based on the
client’s risk status/level. You may choose to develop this resource as you complete your policy
and/or procedure in the next “Do” section of the Toolkit.

The following questions will help you in planning the development of a suicide prevention
algorithm or triage tool:

Does client interaction happen virtually or in person, or a hybrid of both? How will this
change client interventions?

When a client is at risk, to whom will staff communicate this?

How/when will this communication take place?

What are some of your ideas of what can be done to keep a client safe at different levels
of risk?

ZERO SUICIDE in Your Community: An implementation guide for community organizations

Plan 2.0

Crisis Management and De-escalation

The majority of people who are suicidal experience suicidality episodically and for a short

period of time (Hawton, 2007). Your organization will want to have resources in place to

manage these situations because helping someone through a suicidal crisis can be life-
saving.

Crisis Management

There are two goals of short-term crisis management when someone is experiencing
suicidality. The first is to protect the client engaging in impulsive and harmful behaviours.
The second goal is to attempt to reduce/eliminate factors that are contributing to the current
crisis®,

De-Escalation

De-escalation (or “defusing”) skills are helpful tools for anyone working alongside clients who
are experiencing a suicidal crisis. Communication is at the heart of de-escalation techniques,
including both verbal and non-verbal.

Some de-escalation techniques include®:

« Ensuring environmental safety

« Establishing rapport and connection

+ Remaining calm and non-threatening
+ Avoid being dismissive or overbearing
« Asking open questions

« Discussing options

While many basic suicide intervention training programs will include some information on
crisis management and de-escalation techniques, your staff may require more in-depth
training in this area.

At St. Joseph’s, all mental health staff are required to take both online and in-person
Prevention and Intervention in Crisis Situations (PICS) training. The training is specific to the
hospital setting and additional training is required for those who may need to intervene in
community settings.

The Crisis Prevention Institute offers a variety of standardized trainings such as Non-Violent
Crisis Intervention ($) as well as free resources on crisis intervention:
crisisprevention.com/en-CA/Resources

Do your staff require crisis management or de-escalation training? How will they receive this?

Note: Remember this training when developing the staff education plan.
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Coping Plan & Safety Plan

Developing tools that help prevent suicide provide staff with structure and guidance when
intervening with suicide risk. See Appendix H for St. Joseph’s Safety Plan and Coping Plan.
Input from clients and families was important in developing these resources. The idea of the
Coping Plan was initiated by St. Joseph’s Patient Council.

Coping Plan: Preventative and collaborative, and can help a client to identify their coping
strategies. A client may identify adaptive (helpful) or mal-adaptative (unhelpful) coping

strategies, and with consent, staff can support clients in identifying helpful coping strategies.

Would a Coping Plan be of use for your clients?

Plan 2.0

Consider whether or not your organization has any other type of safety planning in place
(e.g. a crisis plan). Is there an opportunity to incorporate a suicide Safety Plan, or would you
need to create a stand-alone suicide Safety Plan?

Note: There are many versions of Safety Plans available on the Internet. Most of these are
adaptations of the validated, and well utilized, Stanley Brown Safety Plan.

Is this something you would complete with every client as a prevention strategy?
Or, would this be developed and completed with select clients?

When will you co-create a Safety Plan with a client? For example, at St. Josephs, a Safety Plan
is created with all clients who screen “high risk” on the C-SSRS screening tool and as clinically
indicated (e.g. chronic or complex suicidality).

Safety Plan: Assets-based, preventative and collaborative document that is used in times

of a suicidal crisis (i.e. when someone seriously considers or plans to attempt to take their
own life). It is typically written in advance of/or after a suicidal crisis, but not during, as the
client can become quite overwhelmed at this time. Rather, the Safety Plan is written (in one
or multiple sittings) when the client has hope for the possibility of life'®. A Safety Plan is not a
“no-suicide contract’, or “contract for safety” which have mixed reviews in research evidence.

We encourage you to review the Zero Suicide Toolkit > Engage > Resource >
Safety Planning Intervention: A Brief Intervention to Mitigate Suicide Risk.

In general, a Safety Plan includes™:

« Personal warning signs

« Coping strategies

« Those who are a source of support of one’s life

« How means of suicide can be removed from the environment (lethal means restriction)

« Personal reasons for living/what has helped someone stay alive (protective factors)
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In the next section of the Toolkit ("Do”), you will adopt/adapt/create one or both of these
documents (at your discretion).

Referral to/Supporting Evidence Based Treatment

If after completing suicide screening and a full risk assessment, the client is deemed to be
high orimminent risk of suicide, it is very important that they receive same day access to

a mental/behavioural health professional for a formal mental health risk assessment and
risk formulation. If there are Regulated Health Professionals or other trained mental health
professionals who are able to complete this within their scope of practice, you may wish to
explore how clients can stay within the organization to maintain continuity. If not, common
access points include a Primary Care Provider, Emergency Department, Crisis Centre/Mobile
Crisis, or another mental health care access point to whom the client is already connected
to service. Establishing what the referral process is, is a critical element of the Suicide Care
Management Plan. Better yet, is the ability for an organization to create a referral process or
memorandum of understanding (MOU) with an access point to evidence-based treatment for
suicide prevention.
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If a client has received a formal mental health risk assessment and risk formulation and

has been identified as someone who would benefit from suicide specific evidence-based
treatment, your organization may have a role in supporting a client in accessing and
maintaining this treatment regime. The “Treat” element of the Zero Suicide framework

steps outside of conventional thinking that treating mental health diagnoses (e.g. anxiety,
depression) will address underlying suicidality’. Instead, research points to treating suicidal
thoughts and behaviours specifically and directly — regardless of mental health diagnoses or
substance use'. This means that both suicidality and the underlying mental health/substance
use concerns should be addressed.

A guiding principle for the provision of evidence-based treatment, is to aim for the least
restrictive care in the least restrictive setting. In particular, this promotes care in an outpatient
treatment setting with an array of supports — avoiding long term hospitalization. If acuity
increases however, and it is required, care can be ‘stepped-up’ to more intensive services when
clinically indicated. For more information, visit the Zero Suicide Toolkit > Treat > Providing the
Least Restrictive Care.

Engaging Natural and Peer Supports,
and Those with Lived Experience of Suicide

Connection with others is pivotal in suicide prevention. We know that isolation and a

lack of connectedness can be a risk factor for suicide. Whether someone is experiencing
suicidal ideation for the first time or the client has been impacted by a suicide death, your
organization will want to have a means of connecting this person to their natural and/or peer
support. Your organization may already utilize peer support models in other areas.

Natural supports are resources/people that an individual can access outside of professional
support services. These supports can be leveraged as a protective factor from suicide and are
typically included in an client’s Coping and/or Safety Plan.

Peer support is defined as, “emotional and practical support between two people who share a
common experience, such as a mental health challenge or illness”''. Peer recovery specialists
are those with lived experience who have professional training and may hold certification in
peer support.

The Zero Suicide framework promotes the role of peer support services in caring for those at
risk for suicide. The Zero Suicide approach recommends organizations embed peer support
throughout services as well as promote access to peer support in the community'%

Evidence has shown that peer support can have a positive impact on mental illness and
substance use recovery, and emerging research has demonstrated peer support to also be
helpful for those bereaving a suicide death™.
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Benefits of peer support'%

« Peer-to-peer support is an evidence-based practice

« Promotes crucial protective factors such as connectedness and hope
« Promotes recovery and resilience

« Promotes choice and voice in treatment

« Challenges negative stereotypes

Online peer support is also available in a variety of ways such as skill-building, moderated
forums or communities, and stories of lived experience with suicide. The following are three
examples that you may want to include in a community resources list:

Now Matters Now www.nowmattersnow.org

+ Online suicide prevention - skills and support for coping with suicidal thoughts. Helpful
ways to manage thoughts such as mindfulness, opposite-action, paced breathing, based on
principals of Dialectical Behaviour Therapy (DBT)

Lived Experience Academy livedexp.academy

« Online educational site designed to help you recover after getting through a suicidal crisis
and supporting your journey of recovery and growth. Offers resources, mini-courses and
workbooks

Live Through This livethroughthis.org

« A collection of portraits and stories of suicide attempt survivors across the United States.
This website can help others tell their stories to reduce shame and stigma while striving
towards hope and change

You can view an example of a brochure from St. Joseph'’s that is focused on postvention in
Appendix I. The brochure is intended for clients and families and contains local, national,
and international resources for those with lived-experience with suicide or suicide loss.

At NRMH, peer support is offered for outpatient mental health programs,

youth mental health and addiction services, and a program for early psychosis
intervention. The peer support worker helps normalize their experience and
validate struggles, even during a walk or over a cup of coffee. They share their own
story to connect and provide education to meet the individual where they are in
their recovery journey.

ZERO SUICIDE in Your Community: An implementation guide for community organizations


https://zerosuicide.edc.org/toolkit/treat
https://zerosuicide.edc.org/toolkit/treat/least-restrictive-care
https://zerosuicide.edc.org/toolkit/treat/least-restrictive-care
http://www.nowmattersnow.org/
https://livedexp.academy/
https://livethroughthis.org/

The SPRC offers a Lived Experience Toolkit to assist organizations and agencies with recruiting
and engaging individuals with lived experience, potentially as part of your implementation
team. You may find that lived experience can come from within your organization- part of
Zero Suicide-related culture change should be creating an environment where staff feel
they can contribute their lived experience, and see it as something valuable, as opposed to
a detriment to their professional role, if they choose to do so. The National Action Alliance
document, “The Way Forward: Pathways to Hope, Recovery, and Wellness with Insights from
Lived Experience” may also be helpful for your organization to learn more from the expertise
of those with lived experience, and increase awareness of support and resources available.
Having representation from both individuals with lived experience alongside peer support
specialists in the planning and implementation stages is recommended.

Other resources:

Peer Support Canada

Mental Health America Peer Support

What peer support resources or services are in your community that you could tap into?

Supporting Transitions in Care

A care transition is a very high-risk time for clients, most notably from inpatient care to
outpatient services'. Many resources and an outline of emerging standards are available on
the Zero Suicide Toolkit website: Safe Care Transitions.

A summary of these have been provided below.

The referring staff member should:

- Collaboratively revise the client’s Safety Plan before discharge/referral

« Ensure the client has connected virtually/in person with the staff member assuming care
for the client

« Call the receiving staff member to provide pertinent documentation or communication/
report before the first appointment (within organizational/professional standards)

- Contact the client 24-48 hours after they have had contact with the new provider and
document this contact

- Consider how an electronic documentation system can support client safety, such as
communicating client risk status and flagging no-show appointments
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Other important elements of supporting safe transitions in care:

« Work to promote rapid referral/access if possible (avoid long wait times or service access)

- Consider how you can engage crisis services (e.g. crisis centre) to help augment care
transitions if there are resource challenges. More information about the use of crisis
services to augment care is provided on the Zero Suicide Toolkit website: Transition >
Role of Crisis Services.

« Brief client education about their condition and available services (system navigation)
« Encourage the support of loved one’s during care transitions if consent is provided

« Provide the client with a copy of their Safety Plan and ensure it is relevant to them given
their level of care

« Provide “Caring Contacts” (i.e. communication that entails a brief visit, call, text message,
letter) with the client during any transitions of care, or when clients miss an appointment
or are discharged. In the caring contact, staff continue to show support for the client by
providing encouragement and demonstrating care. More on this below!

Implementing Caring Contacts

Communication between care/service providers is an important element of suicide
prevention. Another evidence-based intervention that has demonstrated a reduction in
feelings of isolation and improved connectedness between health care providers and clients
are “caring contacts”'. A caring contact is a suicide prevention intervention that involves®“..the
routine sending of brief messages that express caring concern to [clients] following discharge
from treatment”'>. Caring contacts are completed by a concerned individual (this may include
Peer Support, family, or other people-centered team members) and may be a phone call

or a“non-demanding” format such as a postcard or automated e-mail/text message which
requires no response from the client. Research demonstrates that providing multiple caring
contacts (nine or more) has a measurable impact on reducing suicide deaths’s.

Having followed the recommendations of Zero Suicide, St. Joseph’s created a standardized
caring contact phone call message that can be used for all clients (Appendix J). Caring
contacts are especially effective at times of elevated risk, including transitions in care such
as program/service transfer or discharge'’.

When would it make sense for caring contacts to be made with clients?
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Who would be responsible for administering the caring contact?

In what format (e.g. card, phone call) would caring contacts with clients at your organization
be made?

General Guidelines for Documentation

Your organization likely has its own unique system and policy/procedure for documentation.

This may be in a client chart/record/file, communication book, or embedded into an
electronic health record (EHR) system.

The intent of documentation is to communicate important information to others. Legislation

Remember that if your organization has Regulated Health
Professionals, each professional body will have its own
professional standards for documentation to adhere to.

such as Personal Health Information Protection Act’s, or Required Required Organizational
Practices (ROP) monitored by Accreditation Canada'® outline important criteria for
documentation (e.g. confidentiality and security). Pay attention to what drives your own
organizational requirements as you work throughout this Toolkit, both in documentation
and beyond.

Documentation Tips:
A client chart/record/file, whether it’s hard copy or electronic, is used to:

- Communicate with other care/service providers
- Provide a chronological record of care/service to monitor a client’s progress/activity/status
« Provide accessible information and accountability for care/service provided
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Just like documentation for other interactions with a client, documentation for suicide risk
screening, assessment, and intervention should include and clearly identify:

« What is the issue, goal, focus?

« What is the current state?

- What strategies/interventions are used to support/intervene with the client?
« What outcomes are observed?

« Is the plan working? Does the plan need to change?

Where will a suicide screening tool, Safety Plan, or Coping Plan be filed in a secure and
confidential manor?

Where will additional information related to the Suicide Care Management Plan
(e.g. full suicide risk assessment and support/interventions) be documented?

How will documentation of progress and symptom reduction take place
(i.e. where will this be in relation to the Suicide Care Management Plan)?

How will staff be trained in documentation?

ZERO SUICIDE in Your Community: An implementation guide for community organizations



Reviewing Suicide Related Incidents

Many organizations will implement a process to review a client incident of self-harm, suicide
attempt, or death by suicide. This is an important aspect of the “Improve” element of the
Zero Suicide framework. Reviewing suicide related incidents typically takes place in a root
cause analysis and demonstrates dedication to continuous quality improvement in suicide
prevention. There are many frameworks available on the Internet to guide a root cause
analysis, which will help organizations better understand underlying causes of an incident
so that effective opportunities for improvement can be identified and implemented. Two
resources we recommend are:

( )
Root cause analysis:“...is a

process for identifying the basic
or causal factor(s) underlying
variation in performance.
Variation in performance can (and
often does) produce unexpected

« Zero Suicide Toolkit > Improve > Resources >
Framework for Conducting a Root Cause
Analysis and Action Plan

Does your organization currently conduct a review

of incidents/events that impact a client’s safety? If d undesired ad

so, how might you be able to embed a review of andaun e5|lr’(?9 adverse
outcomes..." ™.

suicide related incidents into current organizational \ )
practices? If not, how might you create a forum for
reviewing suicide related incidents?

At St. Joseph's, a review takes place for every suicide related incident. The review
is conducted in a timely and standardized fashion, and includes key members of
the health care team, leadership, and support services (e.g. a member of the Zero
Suicide team) as needed. Committed to patient safety and continuous quality
improvement, this process provides an opportunity to identify if there are any
recommendations for improvement.

Postvention Support

“Postvention is psychological first aid, crisis intervention, and other support offered after a
death by suicide to affected individuals (or the workplace as a whole) to alleviate possible
negative effects of the event”?.

A death by suicide can have significant impacts on loved ones, other clients, and staff. The
environment and culture of the organization must support other clients and staff to feel
comfortable disclosing their personal feelings as a result of death by suicide.

Postvention is prevention?'.
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The Zero Suicide framework includes:

« Immediately supporting the family, other clients and staff,
« Conducting root cause analyses and,
« Embedding postvention in policies and protocols.

Postvention in your organization could include®:

« Providing/connecting staff with support and education for healthy grieving.

« Connecting staff with postvention services including gathering and utilizing their expertise
and feedback and ongoing integration and extension with available postvention services.

« Providing and linking affected clients to required support services.

Creating a resource for both those who have survived an attempt, other clients,
and loved one’s is recommended. This can include a list of available community
resources and credible online support groups (see page 57).

Staff may need different levels of resources, services, or support.
Some examples of what your staff may need are:

+ Debriefing opportunities
(meetings, formal review, standard template to guide group discussion)

« Peer support
« Employee and Family Assistance or Wellness Programs

- If appropriate, ability to connect with the family of the deceased
(e.g. card, attending an open service)

« Involvement with quality improvement processes or initiatives

What other organizational resources might benefit your staff in postvention?
(Engage one or more staff members in seeking this response!)
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What external postvention supports currently exist in your community for staff?

What external postvention supports currently exist in your community for clients/loved ones?

Staff Education Planning

Having completed the Workforce Survey, you should have a greater understanding of the
training and education requirements of your staff. Developing a plan for staff education will
ensure that staff are equipped with the knowledge, skills, and resources to support suicide
prevention in your organization. Do not forget to consider how this education can be made
sustainable (long term)!

Broadly, education should address the elements of the Zero Suicide framework that your
organization is implementing. Below is a sample outline of education, but please adapt this to
meet the needs of your organization.

Sample Education Plan for Community organization Zero Suicide Implementation:

1. Introduction to Zero Suicide:
« Introduction to the project, including why your organization has adopted it

« Overview of suicide (including definitions, statistics, safe language and dispelling myths)
(see Appendix K - Learning the Basics About Suicide PowerPoint Presentation which can
be used for staff education)

+ Overview of the Zero Suicide framework (included in Appendix K - Learning the Basics
About Suicide PowerPoint Presentation)

« Review of your organizations specific suicide prevention processes, policy and/or
procedure(s) (more on this soon!)

« Documentation expectations

« Staff mental wellness, self-care, and restorative just culture

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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2.

Introduction to the Suicide Care Management Plan

Screening tool(s):

« Use of the selected screening tool

« Importance of the therapeutic client/staff relationship

« Policy/procedure for when and with who suicide screening is completed

+ Review of screening tool documentation (including where the tool can be accessed and
stored)

« Include time for staff to review the tool and practice its administration with others

(Online Training on the Columbia-Suicide Severity Rating Scales:

~

The Columbia Lighthouse Project offers numerous free training options in more
than 20 languages. The shortest training takes about 20 minutes, and almost all of
them can be completed within an hour. Trainings are not setting specific. Choose
the method that works best for you. cssrs.columbia.edu/training/training-options

3.

4.

Full suicide risk assessment:

« Review of risk level including an overview of risk factors, warning signs, protective
factors, and access to lethal means (See Appendix G - Completing a Full Suicide Risk
Assessment PowerPoint presentation which can be used for staff education).

« Regulated/trained health professionals (if applicable):
« Mental Health Status Exam overview

Suicide Prevention & Intervention Based Training:

Policy/procedure as it relates to interventions. This may include some/all of the following:
« Crisis management and de-escalation

« Coping Plan development

- Safety planning

. Centre for Practice Innovations > Safety Planning

« The Joint Commission > Resources > Patient Safety Topics >
Suicide Prevention > Safety Planning Resources

- Lethal means restriction

« Zero Suicide Toolkit > Engage > Resources >
Counselling on Access to Lethal Means (CALM)
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( )
« Caring Contacts SafeTALK - Suicide Alertness for Everybody:
. Zero Suicide Contact after Leaving Care Resources This four-hour training prepares participants to recognize invitations and connect
https://zerosuicide.edc.org/toolkit-taxonomy/contact-after-leaving-care a person with thoughts of suicide to intervention resources.
Examples of Caring Contacts: Target Audience: Anyone (15 years or older) interested in suicide prevention.

» Now Matters qu . Applied Suicide Intervention Skills Training (ASIST):
https://zerosuicide.edc.org/sites/default/files/nowmmattersnow.pdf ASIST is a two-day interactive workshop that prepares caregivers to provide life-

- Netcare Caring Contacts Examples and Ideas assisting suicide first-aid intervention.
https://zerosuicide.edc.org/sites/default/files/NetCare%20Caring%20Cards%20 Target Audience: Anyone (‘]6 years or O|der) interested in |earning |ife-5aving skills.
%26%20ldeas.pdf o o ) _ _ o )

. A training guideline is used by Niagara Region Public Health for determining which
» Evidence based treatment staff at your organization would benefit from available suicide intervention trainings
« Regulated/trained health professionals (if applicable): \(Appendix L). y

« Collaborative Assessment and Management of Suicidality (CAMS):
CAMS Care cams-care.com (S)
+ Online training available internationally

Recall, that during your current state analysis and planning you may have identified other

. . . . areas that staff require additional training (e.g. understanding the roles of other staff

: Cognltlve—BehawouraI T'her.apy for Suicide Prevention (CBT-SP): members, security processes, use of technology). Sometimes, this doesn’t feel exactly within
The Beck Instltute.becklr)s_tltute.o.rq (3) . ) the realm of the project (remember the mention of “Scope Creep”?) but this education/
» In-person or online training available internationally training may be necessary in order for staff to feel well prepared for the “go-live” date.

« Dialectical Behavioural Training (DBT):
Behavioral Tech behavioraltech.org ($)
« In-person or online training available internationally How will you ensure that education is sustainable (e.g. for new staff or those who require a

refresh of the content)?

Before you finish your education planning:

« Supporting safe transitions in care
« Suicide related incident reviews

« Postvention support

In addition to the interventions that you will soon identify in your policy/procedure, you will Will training be recorded/electronic?
want to consider whether additional training related to intervention during a high risk or
crisis situation is required. Courses such as SafeTALK ($) and ASIST ($) help prepare and equip
individuals with skills for suicide prevention, wherever they may be. A brief overview of these
two courses is outlined below, however we encourage you to explore what other evidence-
based training might be present in your community. Please see Appendix L for a list of Suicide
Care Training Options available in Canada and recommendations on potential training Will this be offered on frequent intervals to staff?
opportunities for community organizations.

How will you record/track who completes the education?
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Planning your Project Evaluation

In the Plan 1.0 section of the Toolkit, we prompted you to begin thinking about how you wish
to study or evaluate your project. We encouraged you to start taking notes about the data you
have collected to date, and things you are learning or experiences you are having throughout
implementation. You may wish to start a note page entitled “Implementation Notes” to help
keep you organized.

At this point, we would like to encourage you to begin planning your evaluation. Doing this
early on can prevent missing key time intervals to collect data (e.g. pre-implementation data).
You can continue to build on your evaluation plan as you move through implementation, and
the entire Study section of the Toolkit is dedicated to ensuring you have a robust and useful
evaluation for your organization.

Data is important for a number of reasons but most importantly:
« Drive quality improvement in your initiative
« May align with other required reporting in your organization

« Help you share your excellent work with other community partners, stakeholders, and
researchers

Key resources to guide your evaluation plan:

« Skip ahead and review the “Study” section of the Toolkit
« Zero Suicide Data Elements Worksheet (Non-healthcare) (Appendix M)

If you opted to involve a formal program of research (e.g. researcher at a local university),
you can share the above resources with them, and support their planning, data collection,
analysis, and knowledge translation efforts

Conclusion

In the Plan 2.0 section of the Toolkit, you have done a tremendous amount of work. This
may have felt like a lot of time researching, in conversation, and consultation with other
stakeholders within (and external) to your organization. You might be wondering, when is
it time to take some action and make some change? The answer is at your fingertips, as you
move on to the second element of the Plan, Do, Study, Act (PDSA) cycle and partake in the
“Do" section of the Toolkit.

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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Next Steps

Name:

HEALTH CARE
LONDON

@)STJOSEPHé PIN:
Coping Plan

Most stressful thing(s) in my life:

What are the signs that | am getting too stressed or becoming unwell?
BEHAVIOURS:

THOUGHTS:

FEELINGS:

PHYSICAL SIGNS (e.g. headaches):

What are the healthy things | do when I'm feeling stressed or unwell?

Are there any meaningful anniversaries that might interfere with maintaining my wellness?

Page 1 0f 4
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Name:

ACTION PLAN (e.g. things | will consider doing towards becoming healthier or to prevent becoming
unwell):

What do others do that is helpful? What do others do that is NOT helpful?

Page 2 of 4
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Name:
PIN:
Personal supports:
e Name: Number:
e Name: Number:
e Name: Number:

Professionals/Agencies | can contact:
e Ambulatory Service:

e Physician/Psychiatrist:

e Clinician:

e CMHA Worker:
e Other:

e Other:

e Community Services:
o CMHA Support Line: 519-601-8055 (toll free: 1-844-360-8055)
o ReachOut Crisis Line: 519-433-2023 (toll free: 1-866-933-2023)
o http://reachout247.ca/

I understand and agree with this plan:

Patient signature: Clinician signature:

Date: Date:

Page 3 of 4
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Name:

PIN:

Clinician/Physician: The following lists are intended to assist you in providing examples of

warning signs as you collaboratively build this Coping Plan with your patient. If they are
struggling to provide these signs on their own, they may choose some examples you give from
this list or elsewhere.

Thoughts: e Delusions

e Racing thoughts

e  Scattered thoughts e  Negative thoughts

e Disorganized thoughts e Impulsive thoughts
e Ruminations
e Can’tfinish thoughts

e Suicidal thoughts

e Cognitive distortions: overgeneralizations,
mind-reading, fortune telling,

catastrophizing
e Paranoia

Emotions/Feelings:

e Sadness e  Shame/disgust
e Anger e Nervousness/anxiety
o rritability e Despondence
e Indifference e Numbness
e Self-hate e Tearfulness
e Fear
Behaviours:
e Impulsivity e Socializing too much/too little
e |[solation e Indecisiveness
e Sleeping too much/too little e  Self-harm
e Becoming too busy e Substance use
e  Becoming over involved in others’ problems o  Self-medicating
e  Erratic behaviour e Eating too much/too little
e Avoidance e Llack of self-care
e  Obsessions/compulsions e Agitation/restlessness

Physical Symptoms:

e Upset stomach /bowels /diarrhea e Shakiness
/constipation e Tightness in chest
e Nausea/vomiting e Muscle tension
e Heartburn e Heavy head
e  Dizziness e Lack of energy/increased energy

e Headache
e Increased pain
e Sweating

e Racing heart
Adapted from: Kantor (2015) Coping Plan

Page 4 of 4

142) ZERO SUICIDE in Your Community: An implementation guide for community organizations

Name:

g)S'!’]OSEPHé PIN:

HEALTH CARE
LONDON

REACH OUT Crisis Line: 1-866-933-2023
Canada Suicide Prevention Service (CSPS): 1-833-456-4566 / http://www.crisisservicescanada.ca/
(Under 18) Kids Help Phone counselor 24/7: 1-800-668-6868

Outpatient Suicide Management Plan

Personal Coping Strategies — Things | can do to take my mind off my problems without contacting another person
(relaxation technique, physical activity):

People | can call and/or social settings that provide distraction and reduce isolation:

People | should not call for help:

Potential barriers to attending treatment as scheduled, and solutions | will try:

If I do not show up to a scheduled appointment, my physician/clinician will:

O Callmeat:

[0  Leave a voice message at the number above.

O Call support person (name): at (number):

Page 1.0f 2
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REACH OUT Crisis Line: 1-866-933-2023
Canada Suicide Prevention Service (CSPS): 1-833-456-4566 / http://www.crisisservicescanada.ca/

(Under 18) Kids Help Phone counselor 24/7: 1-800-668-6868

The one thing/person that is most important to me and worth living for is:

Making the environment safe/ways to reduce lethal means (identify who will assist and confirm):

| will share this plan with the following support people:

Patient signature:

Date:

I understand and agree with this plan:

1. Name:

2. Name
3. Name:
@ ZERO SUICIDE in Your Community: An implementation guide for community organizations
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. lam [caller's name], a [type of clinician] from

24 hour post discharge caring contact call

This form reinforces the information provided to the patient at discharge. The patient’s discharge
ZERO SUICIDE in Your Community: An implementation guide for community organizations

supports, family member, friend, CMHA worker, Outpatient, CDP, TIPP etc. (document
information (ie: coping plan) should be available to the interviewer at the time of this call.

authorization in progress notes)
Parkwood Institute Mental Health. You may remember that when you left, your clinician [name

Discharge to be flagged on the white board in nursing station at time of discharge
of clinician], mentioned you'd receive a call checking in on things.

If patient does not have access to phone- confirm authorization from patient to call
| am calling to see how you are doing, and see if there is anything | can do to help you.

Call to be made 24-hours post discharge- confirm patients phone number prior to

discharge.
Chart to remain on unit x 48hrs to facilitate call, documentation and tracking

Calls to be placed on day assignment sheet by night shift unit lead

If so, are you having any troubles taking them as prescribed?

Post discharge Follow up Phone Call Script (Patient Version)
Do you have all the medications that you were prescribed?

Did you receive a copy of your coping plan?
Have you needed to refer to your coping plan?
Are you aware of your follow up appointments?

What are your plans for the day?

CALLER: Hello Mr./Ms.
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Review of Training Available and Used in Canada

Adapted from: Choosing a Suicide Prevention Gatekeeper Training Program — A Comparison
Table (Suicide Prevention Resource Center, July 2018).

In-Person only:

LivingWorks safeTALK

LivingWorks Applied Suicide Intervention Skills Training (ASIST)

Mental Health First Aid (Basic Couse)

Question, Persuade, Refer (QPR)

Student Support Network (SSN) (For post-secondary education settings)
Working Minds: Suicide Prevention in the Workplace

Online only:

LivingWorks Start

Trauma Informed Care (VIRTUAL)

Kognito Suicide Prevention Simulations — Educators (Elementary, Middle,
High School, and University/College), College and University Students,
Friend2Friend

QPR Online Gatekeeper Training

Counselling on Access to Lethal Means (CALMS)

Sources of Strength

Online and/or In-Person:

Next Steps

Suicide Awareness: An Introduction for Crisis Responders
Mental Health First Aid (Standard)

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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Having a plan in place before implementation is crucial to ensure that your project is
successful. Now that you have worked your way through the planning phase of the PDSA
(Plan, Do, Study, Act) cycle, you are ready to move into the implementation work. During
the “Do” phase of the Toolkit, you will focus on carrying out your plan, documenting your
observations, and recording important data. In this section of the Toolkit we will be focused
on creating, deciding, and developing and will cover the following:

« Policy and/or Procedure(s) outlining the Suicide Care Management Plan, which may include:

« Suicide Risk Assessment
« Suicide Screening
« Full Suicide Risk Assessment
« Interventions
« Suicide Prevention Algorithm or Triage Tool
« Community Based Crisis Resource list
« Crisis Management and De-escalation (embed in education plan)
« Coping Plan and Safety Plan
« Referral to/Support Evidence Based Treatment
- Engaging Natural and Peer Supports
« Supporting Transitions in Care
« Implementing Caring Contacts
« Documentation
« Reviewing Suicide Related Incidents
« Postvention Support
« Implementing Suicide Prevention Staff Education
« Implementation Considerations
» Going “Live”
» Change Management
« Evaluation
« Sustainability Plan
« Building a More Suicide Safe Community

@ ZERO SUICIDE in Your Community: An implementation guide for community organizations
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Resources to have on hand (or screen):

+ A copy of the Toolkit: Plan 1.0 and Plan 2.0 sections

« A copy of your Project Plan

« Your completed Organizational Self Study & Workforce Survey
- Zero Suicide Toolkit website': zerosuicide.edc.org/toolkit

Policy and/or Procedure(s) Development

In the Zero Suicide framework, the “Lead” and “Improve” elements review the importance

of developing or improving policies and procedures. Suicide prevention is everyone’s
responsibility, and there is a role for all staff at your organization to assist in preventing deaths
by suicide. Creating or enhancing a suicide prevention policy and/or procedure with a quality
and safety blueprint will have a significant impact for your organization, staff, and clients.

You will recall from the Organizational Self Study (OSS) and the Workforce Survey (WFS),
whether or not your organization is lacking a suicide prevention policy or procedure.

We frequently hear from staff that even if they are trained in suicide prevention, they are
“uncertain” about what their organizations expectations are, or how they are to enact suicide
prevention in their particular workplace. A policy and/or procedure will formalize processes
and help ensure that staff are:

« Aware of the importance of suicide prevention
« Clear on their role in addressing suicide

« Taking the appropriate action to ensure that clients are supported as per organizational
expectations

Some organizations may be able to create one corporate policy that will meet the needs
for all staff, while others may have to consider unique program/department elements and
develop one or more procedures.

St. Joseph’s is a multi-site, tertiary care organization with many speciality areas.
To meet the needs of this organization, a corporate policy and several program
level procedures were created.

Niagara Region Mental Health (NRMH) offers free counselling, treatment, and
case management services for youth, adults, and seniors with serious and
persistent mental illnesses across the Niagara Region. To meet the needs of
this program, a policy and procedure were created.
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Developing a policy and/or procedure(s) can seem like a big job, and it is! But it also adds
tremendous value to the implementation process. For example, as you/others start to
develop the policy and/or procedure(s), you may recognize that there are roles or aspects of
the project implementation that still require some thought, or process development. Before
you get started, it is important to first familiarize yourself with the policy and/or procedure
development process in your organization. Some questions you may ask are:

« Who will draft the content?

« Which stakeholders need to be involved in developing the draft?

« Is there a particular template | need to follow?

« How are policies/procedures approved and how long does it take?
« Where will the policy/procedure be kept?

« At what intervals will the policy and/or procedure be reviewed?
Who will be responsible for this?

« How are new/revised policies and/or procedures communicated to staff?

You may wish to review NRMH policy (Appendix N) as an example as you begin to generate
ideas in developing your own.

The policy and/or procedure(s) you revise/create should include key elements, such as:

+ Purpose

« Suicide Care Management Plan roles and responsibilities of staff (leaders and direct care
staff) including:

« Suicide Risk Assessment
« Suicide screening (standardized tool, frequency, documentation)
« Full suicide risk assessment or formal suicide risk assessment (if applicable)
« Interventions
« Suicide Prevention Algorithm or Triage Tool (Appendix O & P)
« Crisis management and de-escalation
« Coping Plan and Safety Plan
« Referral to support/ evidence-based treatment
- Engaging natural and peer supports
« Supporting transitions in care
« Implementing caring contacts
« Reviewing suicide related incidents
« Postvention support
« Documentation expectations
« Required and supplemental education for staff
« Key definitions

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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« Supporting details
« Recommended listed appendices (if applicable):
« Screening tool(s)
» Suicide prevention algorithm or triage tool
« List of local community resources (for staff and patients- both crisis and non-crisis)
« Coping Plan and Safety Plan
« Caring contact template

A critical component of policy and/or procedure development is diverse stakeholder
engagement to elicit varying perspectives. Involving your Zero Suicide project team, leaders,
and staff who will enact the policy and/or procedure(s) is important in making decisions

and exerting influence. Consider who you will engage, and how you will engage them. One
method is to work with a core group to develop a draft policy and/or procedure(s) that you
later send to diverse stakeholders to elicit feedback. You can then collate this feedback, and
address any outstanding concerns or decision points in a meeting together. Setting deadlines
for policy completion (tip: give yourself more than the anticipated amount of time) will

help encourage decisiveness, however, ensuring quality of completion should take priority.
The policy and/or procedure(s) should be finalized and accessible to staff prior to “go-live”
(approximately 48 hours) of the project implementation.

Do not be surprised if you meet challenges as you develop your policy and/or procedure(s) -
thinking through the change management that accompanies the Zero Suicide framework in
your organization will often spark hesitation and resistance.

St. Joseph’s completed a phased approach to roll out the Zero Suicide Initiative,
beginning with mental health areas, and later extending to some non-mental
health care programs. Despite having implemented Zero Suicide in over 10
different program areas, developing a procedure with a non-mental health
outpatient team took several months as stakeholders ventured into new territory
implementing Zero Suicide in a virtual referral-based program. Developing the
program-specific triage tool (i.e. expectations of clinicians working with clients

at differing risk levels) created many questions as they considered organizational
support and processes, staff roles and responsibilities, and broader navigation of
community support.

@ Important note: As you develop your policy and/or procedure(s) you will need
to circle back to the Plan 2.0 section of the Toolkit where you were introduced to

suicide prevention elements/processes, such as: 1) suicide screening, 2) full suicide
risk assessment, 3) suicide prevention algorithm or triage tool, 4) Coping Plan and
Safety Plan, 5) referral to support/evidence based treatment, 6) engaging natural
and peer support(s), 7) supporting transitions in care, 8) implementing Caring
Contacts, 9) reviewing suicide related incidents, and 10) postvention support.
During the development of your policy and/or procedure(s) you will be tasked with
making decisions about these elements/processes, and adopting/adapting them
as needed for your organization. The policy and/or procedure(s) in conjunction
with these additional strategies and tools will serve as the structure or backbone
of your project implementation.
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Below are some tips and strategies for your development of each of these policy and/or
procedure(s) sections. Please note that these are not exhaustive lists of what you should
include, but rather some key points we felt might guide you.

Policy and/or Procedure(s) Development
Suicide Care Management Plan

When developing the Suicide Care Management Plan outline in your Policy and/or Procedure,
include the roles and responsibilities of staff and leaders:

« Screening tool criteria and when the client will be engaged in a Suicide Care Management
Plan

« Process for same day access to a mental health professional for a formal suicide risk
assessment and risk formulation

« Requirements and protocols for safety planning, crisis support planning, and lethal means
restriction

« Frequency of client interactions/visits for a client on a Suicide Care Management Plan,
including what to do when a client misses a scheduled interaction/visit/service

« The process for communicating with a client about what it means to have a Suicide Care
Management Plan (see Adding a Pathway to Your Treatment Plan from Centerstone)

« Requirements for continued contact with and support for the client, especially during
transitions in care

- The referral process to suicide-specific, evidence-based treatment (i.e. mental health care)
« How documentation of progress and risk level reduction will occur

- Criteria and protocols for closing out a client’s Suicide Care Management Plan (i.e. when
there is decrease in suicide risk level and the client no longer requires suicide related care)

- Consider how management will review charts to determine that policies and protocols are
being followed

Suicide Risk Assessment
Suicide Screening

Based on the planning and rationale you provided in the Plan 2.0 section of the Toolkit,
identify the screening tool(s) selected for use in your organization:

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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Refer to the Plan 2.0 section of the Toolkit as you outline the specifics of suicide screening (e.g.
who will be screened, when, frequency, etc.) in your policy and/or procedure(s). Remember all
that work you did in your planning... it is paying off now! Remember, it is helpful to include
screening tools in the Appendices of your policy and/or procedure(s).

Checkpoint:
Screening tool(s) selection []

Full Suicide Risk Assessment

Consider what your organization’s expectations are in terms of staff completing a full suicide
risk assessment. You will likely have thought about this as you read through the associated
section of the Plan 2.0 section of the Toolkit.

What education related to a full suicide risk assessment are staff required to have? Where
will they document their judgment of the client’s risk? If the client requires a formal medical
suicide risk assessment/risk formulation by a regulated/trained health professional, what
are the expectations of staff in assisting the client to receive this? Is there someone in your
organization that can do this? What will this process look like, and what care can be offered?

Checkpoint:
Full suicide risk assessment processes (if applicable) []

Interventions
Suicide Prevention Algorithm or Triage Tool(s)

If you have opted to create an algorithm or triage tool(s) which outline the interventions staff
are responsible for, we recommend developing this now and attaching this to your policy
and/or procedure(s). Ideally this a brief (e.g. 1 page), accessible, and visually appealing tool.

Further, due to the uniqueness of each client and experience, it is important to include a note
on the algorithm or triage tool(s) that states something similar to: “The listed interventions
are not an exhaustive list”. This promotes staff critical thinking, and accounts for the reality
that there can be unique situations that require unique interventions. Further, you might
determine that not every area of the organization can utilize the same algorithm or triage
tool, and opt to create specific triage tools based on specific areas within the organization.
See Appendix O and P for examples of triage tools at St. Joseph’s (note: these triage tools are
based off of the risk levels outlined in the Columbia Suicide Severity Rating Scale, but recall
that staff risk formulation also takes place in determining risk level).
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If care is provided virtually to clients, there are other unique considerations, outlined in the
resources below. Appendix P provides an example of St. Joseph'’s adapted triage tool for
providing virtual care.

Zero Suicide Website: Telehealth and Suicide Care During COVID-19 Pandemic
SPRC Website: Treating Suicidal Patients During COVID-19: Best Practices and Telehealth

Checkpoint:
Development of the suicide prevention algorithm or triage tool(s) []

Creating a Community Based Crisis Resource List

Connecting both staff and clients to community-based crisis resources is essential for suicide
prevention work.

For immediate risk to self or others, Emergency Medical and Police Services is necessary. If the
person is at immediate risk, 911 (Canada) should be contacted. Ifimmediate risk is managed,
it may be necessary to connect the person with local crisis resources. In Niagara and London,
ON., for example, COAST (Crisis Outreach and Support Team) provides outreach and support
for residents in the community who are experiencing a mental health crisis. Other local crisis
teams may include outreach by a Mental Health Association (e.g. Canadian Mental Health
Association).

Looking for an existing list of community mental health resources or creating a list is helpful
at this stage - it can be shared with staff to use as a resource, as well as with clients and their
support person(s). It may be helpful to join up with a local public health agency, or use an
example (see Appendix Q) and adapt it to fit the needs of your organization with resources
local to you. You will want to include resources for varying risk levels (low to high risk).

Checkpoint:
Local Community Service Resource List complete []
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Coping Plan and Safety Plan

Coping Plan

Recall from the previous section of the Toolkit that a Coping Plan is a personalized, 1-2-page
document that a client can create and utilize prior to experiencing a suicidal crisis. Coping

Plans can be created with
input from clients, families,
identified supports, or
community partners.

Current research tells us
Coping Plans are an effective
way to highlight the client’s
own abilities to cope and
reinforce personal strengths.
They also encourage
connecting with appropriate
resources and to escalate to
more intensive services as
needed?.

Coping strategies: Behaviors, thoughts, and emotions that\
you use to adjust, minmize, or tolerate stressful situations.

Are all coping strategies helpful?

A client may identify adaptive or maladaptive coping
strategies, and with consent, we an support clients in
identifying helpful coping strategies.

Brainstorm:

What are some adaptive coping strategies that would
be helpful for the population you work with in your
organization?

What coping strategies would be considered maladaptive?

A Coping Plan should include or identify:

« Things the client can do independently to cope or strategies that have helped them
overcome stressful situations in the past

« Future goals
« Personal strengths

« Actions that bring the client hope or pleasure

« People the client can talk to or spend time with that have been helpful previously

- Potential triggers such as dates/events that may interfere with wellness, past experiences,

and what staff can do to help

- Potential warning signs that the client identifies such as thoughts, feelings, behaviours,
and/or physical signs (e.g. headaches, or changes in sleeping patterns)

« Ways to make the environment safe (e.g. lethal-means restriction)

- Identifying professionals currently supporting the client (e.g. case worker, substance use

counsellor, or psychologist)
« Crisis service information

What do you do with the Coping Plan once complete?

« Both the client and staff member should have a copy of the Coping Plan that is signed

and dated by both parties

« Ensure the CopingPlan is embedded into team communication and/or documentation

(e.g. client file)

« The Coping Plan should be updated with the client as needed; they may identify or learn to
use new coping skills, as well as potential changes to their supports
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Safety Plan

Safety planning is a critical component of suicide prevention for clients experiencing
suicidal ideation or behaviour. Safety Plans are to be co-developed with the client, and your
organization should determine at what risk level, a Safety Plan is encouraged. For example,
at St. Joseph’s, all clients complete a Coping Plan (Niagara Region Mental Health uses a Crisis
Plan), and those who are high risk for suicide complete a Safety Plan.

If the client is not experiencing an imminent crisis, a staff member may work with the client
(and family/support person) to develop a Safety Plan that is informed by the client’s level of
risk and their personal goals for recovery. It is adapted to the setting in which the client is
receiving care (e.g. inpatient or community settings)*.

The most commonly used (and validated) Safety Plan is the Stanley-Brown Safety Plan (open
access on the Internet and endorsed by the Suicide Prevention Resource Centre). There are
also Safety Plan apps available to support clients if this is their preferred way of accessing
their Safety Plan (on their phone, tablet, or other electronic devices). Note that many of these
applications are based off of the Stanley Brown Safety Plan, however they may have been
adapted and have not been formally studied. See Appendix H for an example of St. Joseph'’s
Coping and Safety Plan. You may wish to adopt an existing Safety Plan, or adapt one to meet
the needs of your organization.

The Safety Plan should include:

« Client’s support system

« Contact persons (including formal and informal supports)
« Self-regulation measures (coping)

« Personal warning signs

« Reasons for living (what keeps the client alive)

« List of local crisis services

« Restricting access to lethal-means

As part of lethal-means restriction, a staff should review the client’s prescribed
medications to determine if there is a risk of the medications being used to
overdose. Are there measures to put in place to reduce access to the medication
(e.g. weekly blister pack, lock box)? It is important to engage with any formal or
informal supports who can assist in these life-saving interventions. Staff are able
to learn more about lethal means restriction as outlined in the education plan

Grom the Plan 2.0 section of the Toolkit. D

Checkpoint:
Coping Plan and/or Safety Plan selected/developed []
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Referral to Support/Evidence-Based Treatment

If following suicide risk screening a client is deemed to be at high risk for suicide behaviours,
same-day access to a mental health professional for a formal medical suicide risk assessment
is required. This may lead to the client receiving evidence-based treatment specific to
suicidality.

For continuity of care, consider if you have a Regulated Health Care Provider (RHCP) or trained
Mental Health Professional in your organization who can complete this assessment within
their scope of practice? If you do not have a RHCP available to complete the formal suicide
risk assessment, you will need to determine a pathway to assist client’s access to a formal
suicide risk assessment. It is during a formal suicide risk assessment that it will be determined
whether or not evidence-based treatment specific to suicide is required. Considering how
you can support clients in receiving this treatment is also important. You may be able to
network and collaborate with organizations that partner in mental health care and create

a Memorandum of Understanding (MOU) to help support soft and caring transitions to
assessment and treatment.

Your pathway to refer client to a formal suicide risk assessment and evidence-based treatment
(if required) can include the following services:

« Primary Care Provider
- Emergency Department
« Crisis Centre/Mobile Crisis

« Another mental health care access point the client is already connected to service

Examples of how your organization can support evidence-based treatment specific to suicide:

« Awareness of Dialectical or Cognitive Behavioural Therapy skills and encouraging clients to
use the skills to prevent further suicidal crisis

« Discussing and supporting client goals with evidence-based treatment

+ Connecting with the treatment provider when necessary and with consent
« Providing support with transportation to access treatment

« Reviewing documents such as a Safety Plan created in treatment sessions

If evidence-based treatment is taking place at your organization, remember that a guiding
principal to evidence-based treatment specific to suicide is providing the least restrictive care
in the least restrictive environment.

Checkpoint:
Referral Pathway to Assessment and/or Evidence-Based Treatment developed []
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Engaging Natural and Peer Supports

Connection with others is at the heart of suicide prevention. What natural resources have you
identified (outside of professional services) in your community? Consider the natural supports
your clients could access and the unique supports and resources the client already has.

Recall from the Plan 2.0 Toolkit section that

peer support is an important component (Natural supports: Refer to the support h

in suicide prevention. At this time, you and assistance that naturally flows from the

should have identified the following: associations and relationships that are typically

« Is your organization going to provide developed in natural environments such as the
peer Support? If SO, what does this famlly, SChOOI, Work, and Community. These are
look like? different from formal or paid for supports from

« What peer support is available outside orgf’anizations: Thes.e IifEEte informfal, and
of your organization and what is your °rd'”afy RS 1Z5 e cpmrpgmty assets
method for connecting clients to peer are an |mportant ZEIE ) Talntalnlng e
supports? \[mproving mental health. y

« Referral to formalized peer support
services - 211ontario.ca may be useful in Ontario

« Informal peer support - checking in or informal connections with others

» Self-led peer support resources - Your clients will find it helpful to have a resource list for
those with lived experience with suicide

Checkpoint:
Engagement with Natural and Peer Supports [

Supporting Transitions in Care

Transitions in care, notably from inpatient to outpatient services, can pose a high-risk time for
suicide behaviours®.

Recall from the Plan 2.0 Toolkit section that there are recommendations for the referring staff
member to complete.

What can your organization do to be an effective referral source?

- Collaboratively revise the client’s Safety Plan before discharge/referral

« Ensure the client has connected virtually/in person with the staff member assuming care
for the client

« Call the receiving staff member to provide pertinent documentation or communication/
report before the first appointment (within organizational/professional standards)

« Contact the client 24-48 hours after they have had contact with the new provider
and document this contact

« Consider how an electronic documentation system can support client safety, such as
communicating client risk status and flagging no-show appointments
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Other important elements of supporting safe transitions in care include1:

« Work to promote rapid referral/access if possible (avoid long wait times or service access)

- Consider how you can engage crisis services (e.g. crisis centre) to help augment care
transitions if there are resource challenges. More information about the use of crisis services
to augment care is provided on the Zero Suicide Toolkit website: Transition > Role of Crisis
Services.

« Brief client education about their condition and available services (system navigation)
« Encourage the support of support person(s) during care transitions if consent is provided

« Provide the client with a copy of their Safety Plan and ensure it is relevant and appropriate to
the patient’s suicide risk level

« Provide caring contacts

Determine what elements of supporting safe care transitions are appropriate for your
organization.

Checkpoint:
Supporting Transitions in Care []

Implementing Caring Contacts

Having learnt and brainstormed about how caring contacts may fit within your organization,
it is time to develop a method for how caring contacts will be made. Recall that caring
contacts are considered as either phone calls, or“non-demanding” means such as sending

a post-card or automated e-mail/text message. In your policy and/or procedure(s), you
should include who will provide the caring contact, when this will be provided, the means of
communication, and what the communication will entail.

If you are choosing a standardized caring contact message either by phone/non-demanding
means, it is time to draft this! Ensure to include multiple stakeholders (including client input
from those who will receive these contacts), and the staff who will be delivering them.

A caring contact message should include:

Phone Calls:

- Express care, concern, and encouragement

- Review discharge plan for understanding and allow the client to ask questions
- Review Safety Plan, Suicide Care Management Plan, and crisis services

« Help with problem solving for practical post-discharge challenges such as attending
appointments and filling prescriptions

Refer to the Plan 2.0 section of the Toolkit to see an example of St. Joseph’s caring contact
phone call message
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Non-Demanding caring contacts (e.g. postcards, automated text/e-mail messages, etc.):

« Postcards
« Automatic text/email messages
- Brief encouraging notes or messages

Examples and templates for non-demanding caring contacts:

. Zero Suicide Website: NetCare Caring Cards & Ideas.pdf (edc.orq)
- Zero Suicide Website: nowmmattersnow.pdf (edc.org)

How do you intend to deliver caring contacts (e.g. phone call, automated e-mail)?

What will be your organizations process for delivering the caring contact?

Determine a template you will use, or draft your caring contact message below:

Checkpoint:
Caring contact process and message developed []

Reviewing Suicide Related Incidents

Now is the time to determine how a self-harm or suicide related incident review will take
place within your organization. This information should be clearly articulated in your policy
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and/or procedure(s) including who will be involved, the timeframe in which the review will
occur, and how any recommendations for improvement that are an outcome of the review
will be implemented.

It is recommended that a standardized process be utilized for each event. Consider adapting
a current review process template within your organization, or a root cause analysis template
available on the Internet. You may wish to make this template transparent to your staff by
including it as an Appendix in your policy and/or procedure(s).

Example:

The Joint Commission- Root Cause Analysis & Action Plan

Appendix V: Root Cause Analysis and Corrective Actions (Non-healthcare)

Checkpoint:
Incident review process/template determined []

Postvention Support

The Zero Suicide framework ascribes to the aspirational goal of zero deaths by suicide,
however suicide is complicated and individual to each person. Despite the policy,
procedure(s), work plans, tools, and safeguards in place, we will still lose people to suicide.

It is important that there is a no blame culture in the workplace for individuals doing this
important work (remember:“Just Culture”). It is critical that staff know that implementing
these tools, and talking to clients about suicide can be life-saving, however a death by suicide
is not anyone’s fault.

Identify three action items that will be implemented to improve Just Culture within your
organization as you go live with your initiative:

1.
2.
3.

Postvention is a term that is often used when talking about suicide prevention, and refers

to activities which reduce risk and promote healing after a death by suicide. Following a
death by suicide, staff and other clients will need additional support to work through their
grief, and an important part of a policy and/or procedure is to include how those who have
been touched by a loss will be supported. Those who have lost someone to suicide are at an
increased risk for suicide themselves®, and having support and resources available/accessible
to staff and other clients is critical. Postvention is prevention!

At Niagara Region Mental Health, part of the organization’s postvention support
includes a‘Lavender Alert’ — where staff can access timely support following a
critical incident or loss (Appendix R). This includes a list of the postvention support
that staff can access in the policy and/or procedure(s).
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Documentation

List documentation expectations of staff depending on their role within the organization. If
you have an existing documentation policy and/or procedure, you may wish to refer staff to
this.

Checkpoint:
Documentation expectations articulated []

Required Education for Staff

List all required education for staff based on their role within the organization.
Checkpoint:
Required education determined and listed []

Key Definitions

Clearly define all key definitions throughout the policy and/or procedure(s) to reduce
ambiguity amongst staff.

Checkpoint:
Key definitions complete []

Appendices

0 Checkpoint:
Relevant appendices are attached, linked, or staff

are directed to where these resources can be found []

You have done a lot of work in this portion of the Toolkit - namely outlining the
additional suicide prevention elements/processes that your organization will adopt.
Take time to integrate this information into your policy and/or procedure(s).

Checkpoint:
Suicide prevention policy and/or procedure(s) complete []
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Implementing Suicide Prevention Education for Staff

In order to be comfortable and confident in suicide prevention and intervention, staff must
be well trained. Thinking back to the Workforce Survey results and the Education Plan you
created in the Plan 2.0 section of the Toolkit, it is now time to implement training. Note that
some training will be post-dated for the future, and therefore, you may wish to “go live” with
the implementation once the majority (if not all) staff are trained. From an adult learning
perspective, the time between training and implementation should not extend beyond 1-2
months. For example, if you are able to register 90% of your staff for an ASIST course and
organization specific training through September and October, you may be prepared to
“go-live” on November 1st.

Recall that your staff may require training from both external parties (e.g., LivingWorks) and
your own organization (e.g. Learning the Basics About Suicide presentation from the Toolkit -
Plan 2.0 section [Appendix K]; screening tool(s), policy and/or procedure(s)).

General tips for completing staff training include:

« Create a schedule for staff training and include back up training dates for those that are
unexpectedly absent

« Monitor the budget (if applicable) and timeframe for completion

« Follow up with staff on their experience (did this meet their needs?) (See Appendix S for
NRMH Zero Suicide Training Evaluation)

« Revisit staff members’ perceptions of confidence and comfort (does anyone require
additional coaching?). Note: It is recommended that the Workforce Survey is administered
at least once every 3 years, ideally once every 12-18 months, to either a sample of staff
members, or the broader group of those who completed this the first time.

Tips for organization specific training:

- Identify one or more trainer(s) for organization specific training

« Consider the appropriate group size for training sessions

« Consider the length of time required - should this be in one session, or multiple?
- Create a safe space and maintain confidentiality

- Pay attention to staff who may be triggered or require support during training

« Breaks and self-care are important for staff

« How often will you offer the training? (Consider new staff onboarding)
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Implementation Considerations
Go-Live Date

Your “go-live” day is typically the day in which the organization chooses to officially implement
suicide prevention processes/procedures. You may have been looking at your implementation
timeline and wondering if this day would ever come. During “go-live,” the policy and/or
procedure(s) take effect. This is a very exciting time, and is the outcome of your project team’s
hard work. At this point, there will also be some anticipated nerves. Despite your planning
and preparation, risk mitigation, and staff training, turning processes into action can unveil
unknowns and be met with change resistance. This is a normal part of every project, and the
essence behind using a PDSA framework to inform your work.

Tips for a successful go live:

« Communication plan (e.g. posters to introduce the launch date)

« Prepare cheat sheets (Frequently Asked Questions [FAQ]) & quick reference guides)
- Generate energy and involve your influential staff in planning the go-live date

« Conduct a dress rehearsal prior to go-live & make system/process adjustments

+ Host a meeting with the implementation team prior to the go-live date to run through final
readiness and last-minute questions

« Have a forum/means for staff to be able to express feedback about the initiative once it has
gone live

- Create incentive or reward/recognition for quick wins if this makes sense for your
organization

Finally, it’s time to implement all of your hard work. Take a deep breath, be present and
available for staff if issues as they arise, and stay determined to work through them. Some
challenges are to be anticipated. Stay positive and engaged in your own learning as you move
through this phase of the implementation!

Change Management with Staff

Staff may have lots of questions about your established processes, especially if talking

about suicide with clients is a new process for your organization. Change management

can sometimes pose a challenge with staff, and essentially refers to how staff adopt new
processes and use them to deliver quality services. One of the most important elements of
change management is to be participatory and engage staff through the change process. This
concept has been woven throughout the Toolkit, and having staff on your project team helps
to include all levels of participation in decision making. Another key element of successful
change management is celebrating and reinforcing what is being done well. These wins help
the project gain influence, momentum, and perseverance.
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Other strategies to support effective change management include:

- Effective communication and education plans
- Stay focused on the reason- “the why” for the change (i.e. client safety, organizational values)

- Engage the leadership of those with influence and close proximity to the team (e.g. change
agents such as a team lead, educator, someone other staff “follow”)

« Aim for standardization (equity) but acknowledge unique program differences/needs

« Help reflect on implementation processes and manage loss (e.g. familiar processes that give
them confidence and security) by using open discussion sessions and 1:1 meetings

« Set and manage expectations of staff, including defining tasks well
- Be proactive to manage risk, but if issues arise, respond to them quickly
- Identify and address attitudinal barriers early on

« Build a culture of innovation and continuous quality improvement, making change the norm
- consider including Zero Suicide as a standing agenda item for discussion at team meetings

- Be ready to rescue the implementation if it is starting to lose momentum (e.g. completing
an in-person “blitz” or “refresh” to staff and even making these annual during September-
Suicide Prevention Month)

Examples of some of these strategies in motion include hosting change management focus
groups with staff and developing FAQ documents (see examples in Appendix T) to respond
quickly to implementation questions.

Beginning Evaluation: Data Collection

Having a data-driven approach to quality improvement throughout your suicide prevention
implementation is essential. Recall the evaluation plan you developed in the Plan 2.0 section
of this Toolkit (you may have used the “Zero Suicide Data Elements Worksheet”). Depending
on the specific methods and data you determined to collect, you may already be engaged

in this process. For example, examining the number of suicide screening tools completed

on the go-live day, the quality of screening tool completion, documents being stored in the
appropriate locations, etc. You may also wish to collect implementation data. For example,
what are the questions staff are asking? What are the issues that arise and how have we
resolved them?

It may seem tedious, but this data collection will inform strategies for quality improvement.
We will discuss this in more detail in the next section of the Toolkit entitled: Study.
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Building Suicide-Safer Communities

Suicide prevention is everyone’s responsibility. Your organization plays a key role, along
with other health care providers, mental health workers, family members, friends, and other
community organizations. We are all responsible for helping our communities to become
more suicide safe, and we can all make a difference in improving suicide prevention. No
action taken to prevent suicide is too small to make a difference’.

Around the world, individuals, cohorts, and communities are working on suicide prevention
at regional, provincial/state, and national levels. There are many communities of practice

(e.g., Zero Suicide listserv), coalitions, and councils dedicated to improving suicide prevention.
We encourage you to seek out local and national opportunities to network and learn from
one another- connection is key!

Canadian Association for Suicide Prevention

Niagara Suicide Prevention Coalition

London Middlesex Suicide Prevention Council

@ As you work through your project implementation, begin to think about how you can be
a leader in suicide prevention in your community. How can you influence and support other
groups and organizations to help save lives?
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Niagara %/4/ Region Public Health & Emergency Services
Policy

Policy Number

Policy Title Suicide Risk Assessment

Revision Date(s) July 2020

POLICY STATEMENT

Niagara Region Public Health and Emergency services is committed to ensuring ensuring
the safety and wellbeing of clients, in order to achieve maximum wellness, Niagara Region
Mental Health staff who are working with clients in the community at risk for suicide will utilize a
standardized, evidence based suicide risk assessment.

APPLICATION

All Niagara Region Mental Health staff providing front line support to clients will be required to
complete training in Applied Suicide Intervention Skills training (ASIST) and the Columbia — Suicide
Severity Rating Scale.

The Columbia-Suicide Severity Rating Scale is intended to be used by individuals who have
received training in its administration.

SUPPORTING DETAILS

Suicide risk assessment should be viewed as part of a therapeutic process that creates an
opportunity for discussion between the client and the clinician. A focused risk assessment can
reveal the underlying factors mediating or mitigating risk and support a continued therapeutic
rapport with the client to discuss his or her ideations, plans, and behaviours related to suicide; and
his or her strengths and supports to moderate risk.

The suicide risk assessment tool is a source of information that is used to determine a person’s risk
of suicide. It does not replace clinical judgment. All assessments should remain person-focused
and be incorporated within a therapeutic relationship, using empathetic, warm, and objective
assessment.

Suicide Risk Assessment Tool (SAFE-T Protocol with Columbia C-SSRS Suicide Severity
Rating Scale Lifetime Recent embedded:

Suicide risk assessment tools are only to be used as part of a comprehensive assessment and
should not be used in isolation. The SAFE-T Protocol and Columbia — Suicide Severity Rating
Scale cannot predict who will or will not attempt or complete suicide. The assessment tool helps
gather information during an interview. Assessment tools can never replace clinical judgment.

SAFE-T Protocol with C-SSRS Lifetime Recent embedded — The SAFE-T Protocol offers a
thorough assessment of the nature and extent of suicidal thoughts and behaviors.
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The more extensive items contained in the SAFE-T interview are likely to yield the detailed
information needed to develop a full picture of a client’s suicide risk. The items include the
following:
o |deation: frequency, intensity, duration—in last 48 hours, past month, and worst ever
o Plan: timing, location, lethality, availability, preparatory acts
o Behaviors: past attempts, aborted attempts, rehearsals (tying noose, loading gun) vs. non-
suicidal self-injurious actions (clinicians to complete C-SSRS Lifetime Recent for
comprehensive behavior/lethality assessment where necessary)
¢ Intent: extent to which the client, one, expects to carry out the plan and, two, believes the
plan/act to be lethal vs. self-injurious. Explore ambivalence: reasons to die vs. reasons to
live

The Columbia — Suicide Severity Rating Scale rates an individual's degree of suicidal ideation on a
scale, ranging from "wish to be dead" to "active suicidal ideation with specific plan and intent." The
scale identifies behaviors which may be indicative of an individual's intent to complete suicide. An
individual exhibiting even a single behavior identified by the scale is 8 to 10 times more likely to
complete suicide.

The questions contained in the Columbia-Suicide Severity Rating Scale are suggested probes.

Ultimately, the determination of the presence of suicidal ideation or behavior depends on the
judgment of the clinician administering the scale.

DEFINITIONS [ see the bottom of this document for applicable definitions

ACCOUNTABILITIES

1.0 Suicide risk assessment is an ongoing process. Staff are expected to:
e Screen for risk and focused suicide risk assessment — using the Columbia — Suicide
Severity Rating Scale C-SSRS) screening tool/s
¢ Integration of the information from the risk assessment into the ongoing plan of care
e Ongoing monitoring and re-assessment
¢ Collaborative coping and suicide management planning, including lethal means
counselling

In conducting Suicide Assessments the clinician must:
o Be aware of warning signs, potential risk factors, and protective factors
¢ Integrate information from clinical interviews; consider other sources of
information about the client, and use clinical judgment to determine overall risk
e Document all findings

The following roles will have the associated accountabilities:

ROLE ACCOUNTABILITIES
1. Management e Oversee the development of policy, procedures and guidelines to
support the Suicide Care Management Plan

e Ensure staff are oriented to this policy

e Ensure communication to all staff if any changes are made to the
policy
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e Ensure staff are using consistent practices within their respective
services

e Ensure support is provided to staff who have experienced a
suicide death of a client

e Ensure staff have appropriate training to talk to clients about
suicide risk ie SafeTalk and/or ASIST and C-SSRS training

e Ensure staff have opportunity to debrief following a suicide risk
assessment or intervention with a client

e Ensure suicide care planning is embedded in the electronic health
record

e An Implementation Team is established, with specific tasks
e Each team member acts in Champion role for each service team

e Provide regular input and advice on the Suicide Care
Management Plan

e Participate on evaluation and quality improvement efforts

e Support the development of an evaluation plan to access the
impact of the Suicide Care Management Plan Initiative

2. Implementation
Team

e Support Zero Suicide training to new staff

CONSEQUENCES AND MONITORING X No additions beyond the section outlined in the Public

Health Policy 11-070.1 Developing, Approving Monitoring and Storing of Policies, Procedures and
Guidelines.

RELATED DOCUMENTS [ Not Applicable

Policies o

Procedures ¢ Responding to suicide risk
Guidelines .

Other e C-SSRS screening tools

HELPFUL LINKS [ Not Applicable

E-Learning Module for C-SSRS - 1 hour C-SSRS Online Training Module Link

REFERENCES [ Not Applicable

Accreditation Canada Required Organizational Practices Handbook 2015

Registered Nurses Association Ontario (2009). Assessment and Care of Adults at Risk for
Suicidal Ideation and Behaviour. Retrieved https://rnao.ca/bpg/quidelines/assessment-and-
care-adults-risk-suicidal-ideation-and-behaviour
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Columbia — Suicide Severity Rating Scale Web-Based Training, Dr. Kelly Posner, Kelly Posner
Gerstenhaber, Ph.D. - Founder and Director of The Columbia Lighthouse Project

Chapter

Implementation Date

Maintained By

Approved By

DEFINITIONS [ Not Applicable

Suicide: Death caused by injuring oneself with the intent to die.

Suicide Attempt/Behaviour: A self-injurious act done with at least some intent to die as
a result of the act. There does not have to be any injury or harm, just the potential.

Suicide Ideation: Thoughts about suicide; thinking about, considering or planning
suicide.

Suicide Intervention: A direct effort to prevent an individual from attempting to take their
own life intentionally.

Suicide Risk Indicators: Refer to an individual’s unique warning signs, clinical
presentation, history, psychosocial factors, and reasons for suicidal ideation. Risk
indicators can be associated with an increased risk for suicide at one point in time and
can either be modifiable or non-modifiable.

Suicide Protective Factors: Refer to factors that may help to mitigate the risk of suicide.
Assessing protective factors help to identify potential strengths that can be used to help
reduce suicide risk.

Suicide Risk Assessment: Suicide risk assessment is a process of estimating the
likelihood for a person to attempt or die by suicide. The goal of a thorough risk
assessment is to learn about the circumstances of an individual person with regard to
suicide, including warning signs, risk factors, and protective factors. The goal is not to
predict suicide, but to appreciate the basis for suicidality and to allow for a more informed
intervention.
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Guidelines for Interventions for Columbia Risk Levels for Inpatient Mental Health

Risk Stratification

Possible Interventions

Zero Suicide Guidelines to Determine Level of Risk and Develop Interventions to Lower Risk Level

*Consider constant observation
*Notify team of change in status
*Assess with team cancellation of passes/LOA if any ordered
*Consider belongings and room search in accordance with SJHC policy
*Document in patient record
*0Ongoing suicidal assessment as needed with any clinical indicators such as:
Change in treatment or medications
Collateral information
Team discussion
Change in clinical presentation
*Collaboratively develop/update Coping Plan
*Psychoeducation (coping skills, stress management, symptoms
management etc.)

Risk Stratification

Triage

Possible Interventions

MODERATE

e Suicidal ideation WITHOUT plan, intent,
or behaviour (C-SSRS Screener #2 or 3)

OR

e Suicidal behaviour more than 3 months
ago (C-SSRS Suicidal Behaviour) but not
currently assessed

OR

e Multiple risk factors and few protective
factors

*Continue to assess daily with since last visit/shift Screener
*Continue to assess q shift or as needed with any clinical indicators such as:
Change in treatment or medications
Collateral information
Team discussion
Change in clinical presentation
*Notify team of change in status
*Consult with team re passes/LOA privileges
*Consider belongings and room search in accordance with SJHC policy
*Complete Columbia Lifetime/Recent Tool if risk level increases from low to
moderate or moderate to high in since last visit/shift Screener
* Document on the patient record if there has been a change in risk level
*Psychoeducation (coping skills, stress management, symptom
management etc.)
*Collaboratively develop/update Coping Plan

Suicidal ideation with intent or
intent with plan (C-SSRS Suicidal
Ideation #4 or 5) not previously
assessed

OR
Suicidal behaviour (C-SSRS Suicidal
Behaviour) not previously assessed

Flex up care and determine need for
Suicide Management Plan

Inform physician and discuss need for

urgent/earlier appointment

Physician to evaluate for potential
hospitalization; if patient requires
admission, begin admission process
Collaboratively develop Suicide
Management Plan

Discuss sharing of Suicide
Management Plan with support
person(s)

If patient does not show for an
appointment, attempt contact
within scheduled appointment time
Optimize pharmacological
treatment

Family/significant other
engagement

Psychotherapy (CBT, DBT)
Psychoeducation (coping skills,
stress management, symptom
management, etc.)

Telephone follow-ups

Suicidal ideation WITHOUT plan,
intent, or behaviour (C-SSRS
Screener #2 or 3)

OR
Suicidal behaviour more than 3
months ago (C-SSRS Suicidal
Behaviour) but not currently
assessed

Clinician will consider risk and
protective factors and determine
appropriate treatment setting

Collaboratively develop/update
Coping Plan

Optimize pharmacological
treatment

Psychotherapy (CBT, DBT)
Psychoeducation (coping skills,
stress management, symptom
management, etc.)

LOW

*Wish to die (C-SSRS Suicidal ideation #1) no
plan, intent or behavior

OR

*Suicidal ideation more than 1 month ago
WITHOUT plan, intent or behavior (C-SSRS #2)

OR

*Modifiable risk factors and strong protective
factors

OR

*No reported history of suicidal ideation or
behaviour

*Complete the Columbia since last visit/shift Screener Q daily

*Look for changes in presentation that may indicate need for earlier
assessment

* Assess environment for safety via regular environmental scans
*Psychoeducation (coping skills, stress management, symptoms
management etc.)

* Collaboratively develop/update Coping Plan

*Columbia Lifetime/Recent Tool to be used when risk level increases. This
version of tool captures more information regarding severity of suicide risk

OR Family/significant other
Multiple risk factors and few engagement
protective factors Utilize crisis beds
Wish to die (C-SSRS Suicidal

Ideation #1) no plan, intent, or
behaviour

OR
Suicidal ideation more than 1
month ago WITHOUT plan, intent,
or behaviour (C-SSRS Screener #2
or3)

OR
Modifiable risk factors and strong
protective factors

OR
No reported history of suicidal
ideation or behaviour

Requires outpatient mental health care

(already receiving)

Ensure Coping Plan is up to date
Ensure Recovery Plan is up to date

Continue with current management

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Note: This table provides potential interventions, but is not a mandatory or exhaustive list. It is meant as a tool/guideline only.

Note: This table provides potential interventions, but is not a mandatory or exhaustive list. It is meant as a

tool/guideline only.

196) ZERO SUICIDE in Your Community: An implementation guide for community organizations

Renowned for compassionate care, St. Joseph's is one of the best academic health care organizations in Canada dedicated to
helping people live to their fullest by minimizing the effects of injury, disease and disability through excellence in care,
teaching and research.

¢ sIOsERH;

sjhc.london.on.ca
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St. Joseph’s Triage Tool (Adapted for a virtual care setting)

RISK STRATIFICATION

MODERATE

e Suicidal ideation WITHOUT
plan, intent, or behaviour (C-
SSRS Screener #2 or 3)

OR

POSSIBLE INTERVENTIONS
*Not all possible interventions will apply in every situation, this is not an exhaustive list

Collaborate with the patient to promote immediate safety.

High Risk- Imminent:

e Discuss environmental safety and restriction of lethal means with the
patient.

o Engage personal supports who are physically with the patient, if
appropriate (i.e. with consent) and not already done. Consider if the
personal support can safely transport the patient to the closest
Emergency Department (ED).

e If the patient requires transportation to the ED, remain on the phone
with the patient and call the local crisis service (note: some have
mobile outreach available) or if there is a risk of violence to self or
others (e.g. firearm) have another staff member call security at ext.
55555 to activate an emergency service (911) response.

¢ Remain on the phone with the patient (See Appendix D: “Maintaining
Patient Phone Contact During Imminent Suicide Risk”), providing
empathic support and planning to maintain safety with the patient
while waiting for crisis or emergency services. The clinician will remain
on the phone with the patient until emergency or crisis services have
assumed patient support (i.e. have engaged the patient on the
telephone) or are physically present with the patient.

High Risk- Not imminent:

¢ Depending on risk formulation and clinical judgment, connect the
patient to the local crisis service (with consent) or initiate emergency
response. If a patient does not consent to connect (warning sign) to a
local crisis service, explore this with the patient and consider initiating
emergency response.

o Consider completing immediate safety planning if appropriate
(Appendix F: GAAT Suicide Management Plan)

e Referral to the local Behavioural Support Ontario (BSO) mobile team

e Contact the local BSO mobile team to provide warm handover
(supportive transfer) and review GAAT initial assessment and
intervention

Communication:
e Notify primary care provider/ care team of elevated risk and care plan/
outcome once patient has been transferred and/or risk is managed

e Debrief with health care team and leader as needed

e Suicidal behaviour more than
3 months ago (C-SSRS Suicidal
Behaviour) but not currently
assessed

e Engage family/significant other, with patient consent, as appropriate:
communicate level of risk and plan of care, assist in means reduction

Communicate risk level with the Provider / Health Care Team:
e Notify primary care provider/ team of elevated risk by phone and/or
fax encouraging a plan of surveillance

Provide patient with information on community Mental Health/Crisis

services:

e Provide information for local community mental health/crisis services
(Appendix C).

LOW

C-SSRS Suicidal Ideation #1

e Wish to die - no plan,
intent, or behaviour
OR

e Suicidal ideation more than 1
month ago WITHOUT plan,
intent, or behaviour (C-SSRS
Screener #2 or #3)

Discuss the immediate environment to ensure patient safety.

Collaborate with the patient to promote immediate safety:
e Initiate referral to local BSO mobile team
e Provide patient with supportive listening/ counseling

Communicate risk level with the Provider/ Health Care Team:

e |dentify risk level on the first page/ cover sheet of the triage/referral
tool when referring to local BSO mobile team

e Contact local BSO mobile team to provide warm handover

Collaborate with the Health Care Team to provide patient with

information on community Mental Health/Crisis services:

e Provide information for local community mental health/crisis services
(Appendix C)

Discuss the immediate environment to ensure patient safety.

Collaborate with the patient to promote immediate safety:

e |Initiate referral to local BSO mobile team

e Provide patient with supportive listening/ counseling

e Encourage patient to make an appointment with primary care
provider while waiting for initial BSO mobile team visit
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Supports & Services

Niagara 4/ Region

Canadian Mental Health Association - Safe Beds
Program: A voluntary, non-medical facility that offers
crisis counselling and a safe therapeutic environment for
short-term stays. 905-641-5222

Community Outreach and Support Team (COAST):

COAST provides services to people in the Niagara region

who are in crisis and have a mental health concern.
1-866-550-5205

Distress Centre Niagara:
Provides a free, confidential, 24-hour distress line.

St. Catharines/Niagara Falls 905-688-3711
Port Colborne/Wainfleet 905-734-1212
Fort Erie 905-382-0689
Grimsby/West Lincoln 905-563-6674

Gillians Place - 24/7 Support Line:

Immediate phone support, emergency shelter or longer

term support in creating a new, abuse-free life.
905-684-8331

French services: 1-877-336-2433

Niagara Health Mental Health and Addictions
Program: St. Catharines Site Emergency Department
(1200 Fourth Ave.) 905-378-4647 ext. 49613
niagarahealth.on.ca/site/mentalhealthservices

Niagara Region Sexual Assault Centre (24-hour):
sexualassaultniagara.org 905-682-4584

Victim Services Niagara - Victim Crisis Assistance
Ontario: A service providing on-scene early intervention
and crisis intervention to victims of crime and tragic
circumstances.

Crisis Phone: 905-682-2626

Office Phone: 905-688-4111 ext. 5084

Bridges Community Health Centre: Primary health care,
illness prevention, and community development.

bridgeschc.ca
Port Colborne location 289-479-5017
Fort Erie location 905-871-7621

Centre de Sante Communautaire: Services for French-
speaking clients including primary care, prenatal,
nutrition, youth programs, settlement services, programs
for victims of violence, addiction and mental health
counselling.

cschn.ca 905-734-1141

Health Bus Outreach: For populations in Niagara who
cannot access traditional health services.
Call or text 905-401-4074

Niagara Falls Community Health Centre: Multi-service
health centre that provides free primary health care and
community development services.

nfchc.ca 905-356-4222

Niagara Region Public Health
905-688-8248 or 1-888-505-6074

Quest Community Health Centre: Provides primary
health care and community capacity building.
questchc.ca 905-688-2558

Telehealth: Free, confidential telephone service. Get
health advice from a registered nurse.  1-866-797-0000

Counselling and Support Services

Canadian Mental Health Association:
Walk-in counselling: cmhaniagara.ca/ourservices/
immediate-services/walk-in-counselling

Urgent Support Service:
cmhaniagara.ca/urgent-support-services  905-641-5222

Community Support Services of Niagara: Helps seniors
and adults with disabilities live independently in their
own homes. 1-866-283-1931

Consumer Survivor Initiative: Advocates for people who
have used mental health services. 905-732-4498

Design For A New Tomorrow: Support for individuals
who have experienced abuse. 905-684-1223

Family Counselling Centre Niagara: Drop-in and
immediate support for personal crisis.
fceniagara.on.ca 905-937-7731 ext. 3345

Family Support Network of Niagara: Support and
education for families who have a relative with mental
health issues. 905-894-6808

Fort Erie Native Friendship Centre: Provides Indigenous

people access to appropriate services for their mental,

emotional, spiritual and physical well-being.
905-871-8931

Gateway: Provides programs to support people living
with mental illness. 905-735-4445 or 1-877-735-4445

Mental Health & Addictions Access Line 24/7 support
1-866-550-5205

Niagara Gatekeepers: Phone referral service for at risk
seniors to stay safe and independent at home.
905-684-0968

Niagara Life Centre: Family support centre and

counselling.
St. Catharines 905-934-0021
Fort Erie 905-871-0236
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Counselling and Support Services Cont'd

Niagara Region Mental Health Early Intervention in
Psychosis Program: For individuals 14-35 years old who
are experiencing a first episode of psychosis.
niagararegion.ca/health 905-688-2854 ext. 7262

Niagara Region Public Health, Community Programs
for Seniors: Programs to help older adults remain safe
and independent at home.

905-984-2621 or 1-877-212-3922

Niagara Region Public Health, Healthy Babies Healthy
Children: A free home-visiting program that assists
expectant mothers and new parents who need support.
(Niagara Parents) 905-684-7555

Niagara Region Public Health, Mental Health Referral
Line: Confidential treatment and counselling.
(Monday to Friday) 905-688-2854 ext. 7262

Niagara Region Public Health, Niagara Parents:
Connect with a public health nurse.
niagararegion.ca/parents

Email: parents@niagararegion.ca
Twitter/Facebook: @NiagaraParents
(Monday to Friday, 8:30 a.m.-4:15p.m.)  905-684-7555

Niagara Regional Native Centre
nrnc.ca 905- 688-6484

Oak Centre: Community mental health program.
905-788-3010

St. Joseph’s Healthcare, Women’s Health Concerns
Clinic: Assists in the diagnosis and treatment of women
18 years+ with mental health challenges who are
pregnant or up to 9 months postpartum.

1-905-522-1155 ext. 33605 (Hamilton)

Start Me Up Niagara: Addiction, mental illness, poverty,
homelessness and unemployment support. 905-984-5310

Alcohol, Drugs, Tobacco and Gambling

Addiction Recovery Services: St. Catharines and Port
Colborne. Members of Addictions Ontario.
niagarahealth.on.ca/site/addictionrecoveryservices

Alcoholics Anonymous 1-866-311-9042

Al-Anon Family Groups: Program for anyone affected by
someone else’s drinking.
al-anon.alateen.on.ca 905-328-1677

ARID Recovery homes: Provides a comfortable room
and basic needs in a home-like environment for up to 9
months.

aridhomes.ca 905-227-1113

Community Addiction Services of Niagara:
Assessments, treatment planning, counselling, and
referrals.

cason.ca 905-684-1183
Men's Detox Centre 905-682-7211
Narcotics Anonymous

niagarana.com 1-888-811-3887

Segue Clinic: A community-based addiction treatment
centre specializing in opioid use disorder.
segueclinic.com 905-688-1827

Tobacco Hotline: Quit smoking support and reporting

a smoking or vaping complaint.

niagararegion.ca/health (search quit smoking)
905-688-8248 ext. 7393 or 1-888-505-6074 ext. 7393

Women'’s Addiction Recovery Mediation (WARM):
Programs for women experiencing addiction and families
affected by addiction.
ywcaniagararegion.ca/womens-addiction-recovery-mediation
905-988-3528 ext. 4022

Women's Detox Centre 905-687-9721

Self-Help Apps and Online Support
for Mental Well-being
These self-help apps are not a replacement for assessment/

treatment but may help you while waiting for appointments
or while on a wait list.

Beyond the Silence App: Information and support for
managing mental health at work. beyondsilence.ca/app

Big White Wall: An online mental health and wellbeing
service offering self-help programs, creative outlets and a
community that cares. bigwhitewall.ca

Bounce Back: A free online program designed to help
adults and youth 15+ manage symptoms of depression
and anxiety. bouncebackontario.ca

Mind Your Mood: Track your moods and get a‘'mood
report! mindyourmind.ca

MindShift: Strategies based on cognitive behavioural
therapy to help you learn to relax and be mindful, develop
more effective ways of thinking, and use active steps to
take charge of your anxiety.
anxietycanada.com/resources/mindshift-cbt

Mother Matters: Women'’s College Hospital: 8-week
online support group for women with mood/adjustment
challenges following the birth of their baby. Registration
is limited.

womenscollegehospital.ca (search Mother Matters)

My Anxiety Plans: Free on-line anxiety management
program based on cognitive-behavioural therapy.
maps.anxietycanada.com/

Niagara Region Public Health, Mental Well-being:

Mental health training, workplace mental health, suicide

prevention/life promotion, and online tools.
nigararegion.ca/living/health (search mental wellbeing)

Smiling Mind: Daily meditation and mindfulness
exercises from any device. smilingmind.com.au

Still not sure who to call?
Call INCommunities at 211. This is a free, confidential,
24-hour line. They can tell you who to call.

niagararegion.ca/health
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What is Lavender Alert?

You can use Lavender Alert as a means of accessing support during a critical incident — if you
are feeling particular stress, are going through a crisis or loss.

The purpose of Lavender Alert is to provide you with accessible, timely support when you need
it.

You create the support that would be most helpful to you — individually, peer supported, or
group debriefing.

It is normal to be impacted by stressful events. The Lavender Alert system has been proven to
help lower distress during a critical incident.

Situations or Circumstances Prompting a Lavender Alert

e Unexpected or critical death

e Highly engaged family members
e Moral distress

e (Crisis event

e Attachment to client

e Ethical dilemma

e [ssue related to staff support

e Triggering event

e Otherissues

If this support could be helpful to you, please proceed to page 2 for next steps.
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Steps of the Lavender Alert Protocol

1. Options for support include individual, peer facilitated, and group debriefing.

a. Individual: You would work through the protocol (or parts of your choice) on your own.
Peer Facilitated: With the support of 1 or more peers, work through the protocol,
including the Focused Conversation together.

c. Group Debriefing: With support of NRMH Management, a group debriefing can be
organised to process a critical event as a team.

2. Complete the Focused Conversation individually, with peers, or as a group. (See Page 3)

3. Is further support needed? (See Page 4)

It may be that the support from the Focused Conversation is sufficient to lower your distress.
However, additional support may be needed. If so, please look through Tab 3 for suggestions
about additional supports. This may include developing a plan for self-care, follow-up with
Homewood Employee Health (EAP), community crisis lines, and other local resources.
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Focused Conversation Is Further Support Needed?

Employees of Niagara Region Mental Health have 24 hour access to Employee and Family

Opening Objective Reflective Interpretive Closing Assistance Program services through Morneau Shepell at 1-844-880-9142.

Name the What are the facts Focus internally to Focus on meaning Focus on resolution,

and purpose people | implication, and
ascribe to situation | action

expectations of the | around the event? feeling, moods,
conversation emotional tones

Welcome to the Employee and Family Assistance Program (EFAP) Site

We will spend What are the What impact has What questions  How do we
5-7 minutes details of what this event had on are coming to support each Niagara Region recognizes that Employee and Family Assistance Program (EFAP) services are
debriefing. happened? you? mind? other through important to the health and wellness of our employees and a cornerstone of our People First

this? strategy. We are very excited to partner with Morneau Shepell who have been a leading

Ground rules: What do you How do you How has caring provider of EFAP, Workplace Mental Health, and Wellness services in Canada for over 37 years.
i remember most foresee this for this client What do you . . . . . .
2 DSl about the event  imbacting the chaneed vou? need fron: cach The EFAP offers you immediate, confidential and complimentary access to support. Having an
ove;lj)ne ralier diai resl:; of thge team? gea you: other to EFAP ensures our employees have a trusted place to turn to for expert help and support work,
aNno . E: ’ ’ continue to do health or life issues arise.
e Norig
reaction/ What was most your work? What's included?
answer stressful for you - - - — - - -
What is said during this i What would Short-term Professional Counselling provides Specialized Counselling and Online Programs to assist
[ )
h a |ts >l event? make these support for personal and emotional issues. with career challenges, managing stress, and more.
ere stays !
here (unless What has situations less Family Support Services provides access to child [Naturopathic Services provide consultation with
needs to be challenged you stressful for you? and eldercare resources. Naturopathic Doctors.
brought to with this event?
management) Legal Support Services provide consultation with [Nutritional Services offer consultation with Registered

ZERO SUICIDE in Your Community: An implementation guide for community organizations

professional lawyers to answer legal questions.

Dieticians on any nutritional matter or concern.

Financial Support Services provide consultation
with financial professionals to answer financial
questions.

Health Coaching by Registered Nurses can provide
information and advice.

Seeking access to the EFAP is 24/7/365 - by telephone or online:

o Call the Shepell Care Access Centre toll free at 1-844-880-9142

e Via www.workhealthlife.com for:
e ‘Online Access' to request services;

e ‘First Chat' to type/text a real-time conversation with a counsellor or;
e ‘E-Counselling' to exchange written messages online with a counsellor

7 ways to access, allows you accessibility and choice.

My EAP mobile application provides on-the-go support with a timely selection of articles,
videos and direct access to e-counselling. Download today at www.workhealthlife.com/myeap.

Visit workhealthlife.com to register and learn more about our EFAP with Shepell and gain
access to 700+ health and wellness expert articles.
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Self Care Tools and Additional Resources

e Pleasant Events List (enclosed)

e Normal Stress Response (handout)

e Crisis Resources
= COAST: 1-866-550-5205

= Niagara Region Sexual Assault Centre Crisis line: 905-682-4584

= Niagara Distress Centres:

¢ Mindfulness exercises
o Relaxation exercises
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Beamsville/Grimsby 905-563-6674

Niagara Falls 905-382-0689
St. Catharines 905-688-3711
Welland 905-734-1212

Suicide Care Management Plan Columbia Training Day

Evaluation

Your feedback is valuable to help improve future training sessions and assess staff’s
preparedness for implementing the SAFE-T Protocol with C-SSRS. Please complete this short
evaluation form and leave it on the table for collection.

Select the option in the left-hand side of the table that best represents your level of knowledge
of each topic BEFORE attending this training. Select the option in the right-hand side of the
table that best represents your level of knowledge of each topic AFTER attending the training.
(It doesn’t matter whether your knowledge has stayed the same, or changed.)

BEFORE THE WORKSHOP AFTER THE WORKSHOP
© — © —

o c o c

5 &£ 38 & 2 5 = 3 8§ 2

e £ 8§ = 8 e £ 8§ =z 8
s S u

Zero Suicide Initiative

Therapeutic Relationship / Trauma
Informed Lens

Warning Signs

Risk Factors

Protective Factors

Risk Formulation

MSE

Documentation

C-SSRS Tools

Safety Planning

Lethal Means
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C-SSRS Implementation

Begin administering the C-SSRS with:
O Intensity of ideation section

O Suicidal ideation section

O Suicidal behavior section
O

Lethality of behavior

If a person denies having any wishes to die or non-specific thoughts of killing him/herself, then:

O the assessment is finished

O administer the suicidal behavior section next

O administer the intensity of ideation section next

O ask about any specific thoughts of killing him/herself involving a method

The intensity of ideation section of the full C-SSRS:

O is not rated unless the severity of suicidal thoughts contains at least a method
O includes questions about frequency and predictability of thoughts

O israted on a two-point scale
O

is rated with respect to the most severe type of ideation

The C-SSRS ideation subscale defines the types of ideation of increasing severity from one to
five.

O True
O False

A young man denies suicidal thoughts but his friend tells you that the man had said he wished
he was dead and mentioned writing a goodbye Facebook post. The suicide risk assessment
record based on the C-SSRS will say:

O Recent suicidal ideation (intent unknown)

O No recent suicidal ideation or behavior

O Recent suicidal ideation and preparatory behavior
O Recent suicidal ideation and non-suicidal behavior
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A man you are interviewing tells you that he recently made a suicide attempt after purchasing a
gun, writing a suicide note and giving some of his valuables away. This would be categorized
as:

Suicide attempt
Preparatory behavior and suicide attempt
Two preparatory behaviors and suicide attempt

O O OO

Three preparatory behaviors and suicide attempt

A girl tells you about a time she cut herself intentionally with a razor blade. You have
determined that she was doing this only to get attention and had no intent to die when she did
this. You would leave the Actual Attempt section blank.

O True
O False

Please rate the following questions using the scale as described:

As a result of attending this Strongly Disagree Neutral Agree Strongly
training... Disagree Agree

... | am more familiar with
organizational procedures related to

> : . O O O O @)
suicide screening and risk
assessment.
... | am more confident in my ability o o o o o
to screen clients for suicide risk.
... | am more confident in my ability
to conduct a suicide risk @) O @) o O

assessment
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Overall, | am satisfied with the overall training session (e.g., size of class, time spent covering

content, handouts [if applicable], etc.). Zero Suicide Initiative
O Strongly disagree Best Practice Updates & Frequently Asked Questions:

O Disagree Ql 2020

O Neutral

O Agree St. Joseph’s Health Care London (St. Joseph’s) strives to deliver safe and “What e livi th

O Strongly agree excellent care for our patients, clients, and residents (hereafter referred to as , 'da | p eop ed/'vmg V';’
patient). This resource has been developed to remind/inform staff of best suicidality nee ”’S the best
practice, and to answer some of the frequently asked questions as they relate to we have to offer” - Dr. Jobes

Please provide any additional comments: the Zero Suicide Initiative.

1. What is the Zero Suicide Initiative and why is it important?

Death by suicide is the ninth leading cause of death in Canada. It occurs across the lifespan, with an average of
ten people dying by suicide per day.! The ripple effect is significant, as 7-10 people are profoundly impacted by
each suicide loss.

Zero Suicide is a system-wide quality improvement initiative that sets a bold goal of reducing suicide and
attempted suicide by wrapping care around the individual and outlining processes for determining and assessing
suicide risk, risk protocol formulation, and evidence based follow up and treatment. The Zero Suicide model helps
to bridge the gap at transitions of care.

Because St. Joseph’s is dedicated to the relentless pursuit of safety for patients, family and staff, Zero Suicide is a
corporate priority. Our Zero Suicide Quality Improvement Plan is focused on improving our patient Columbia-
Suicide Severity Rating Scale (C-SSRS) Lifetime assessments to ensure that all patients are screened for suicide

risk- an essential element of suicide prevention.

2. What is available if I want to learn/ gain more skills related

. . . St. Joseph’s

to suicide prevention, assessment and management? L
Corporate Policy:

e Learning Edge Module: Columbia-Suicide Severity Rating Scale (C-SSRS) Suicide Risk

eLearning

Learning Edge Module: Suicide Risk Assessment and Prevention (in development)
Applied Suicide Intervention Skills Training (ASIST) (register through Learning
Edge)

Collaborative Assessment and Management of Suicidality (register through Learning Edge)

Elsevier’s Clinical Skills: Suicide Assessment and Precautions

Elsevier’s Clinical Skills: Adolescent Suicide Risk and Precautions

Coaching/ support with Clinical Nurse Specialist, Nurse Educator, or Zero Suicide Clinical Lead

Best practice resources such as Registered Nurses Association of Ontario: Assessment and Care of Adults at
Risk for Suicidal Ideation and Behaviour , or the Government of Canada: Suicide Prevention Framework

Assessment and
Prevention

210) ZERO SUICIDE in Your Community: An implementation guide for community organizations ZERO SUICIDE in Your Community: An implementation guide for community organizations (211



3. What postvention supports are available for staff? Postvention: Activities

Seven to ten people are profoundly affected by suicide loss,' and health which reduce risk and
promote healing after a

care providers are not immune to requiring support during this suicide death.2

challenging time.

Please review the Workplace Violence and Prevention Program: Post-incident Response which includes
the supports and resources available to address the psychological impact of workplace violence
(including witnessing an event).

Leaders are able to support connecting you with an Employee and Family Assistance Program (EFAP)
crisis counselor and will discern the need for a crisis counselor to complete on-site support. Within the
St. Joseph’s, Spiritual Care, Occupational Health and Safety, and the Clinical Ethicist may also be of
support to you. The Quality of Care Information Protection Act (QCIPA) reviews also allow for open
discussions of critical incidents involving patient care to support quality improvement.

Related Corporate Policies:

e Health and Safety
e Workplace Occurrence Reporting for Staff/ Affiliates

e Reporting and Review of Safety Events (Harmful, No-Harm and Near Miss) Involving
Patients and Visitors

4. What are some online/virtual supports available for patients?

e Connections: Online directory resource where individuals who have attempted suicide or who
struggle with suicidal thinking can connect one-on-one with other suicide attempt survivors who
are living in recovery (peer support). Access: https://save.org/peersupport/about/

e Stanley-Brown Safety Plan: Mobile Safety Plan. Access: Available in Apple and Google Play
App Store’s.
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Columbia-Suicide Screening Rating Scale:

5. What are the expectations for completing the C-SSRS Lifetime and Since Last
Contact Assessment Tools?

Please see Appendices for a review of how to complete the C-SSRS Lifetime (Appendix A) and Since Last
Contact (Appendix B) assessment tools as well as the frequency for when they need to be completed.

6. How can I improve my documentation when completing the C-SSRS tools?

e Always ensure that you are meeting organizational and Regulatory College standards for all electronic/ hard-
copy documentation (e.g. date and signature, completing assessments in full).

e Never document on a C-SSRS tool that a different clinician has initiated. This violates Regulated College
documentation standards and causes ambiguity in regards to who completed components of the assessment.
A new C-SSRS assessment form should be initiated.

e Make sure that you complete the C-SSRS assessment tool in full. For example, if you select “yes” to past
suicidal ideation or suicidal behavior, please describe what these thoughts or actions entailed.

e Ifan inpatient has had an electronic C-SSRS tool completed within the required timeframe (e.g. Lifetime
completed within the last 6 months, or the daily screener already completed within that 24-hour period) please
chart: “Task not done,” and select “Task duplication” from the drop-down menu. If you work in an outpatient
area, please document the rationale “task duplication” in the physical chart’s progress notes.

e Acceptable rationales for not completing a C-SSRS assessment tool are:

o Task duplication (i.e. already completed within the required timeframe)
o Not appropriate at this time;

o Patient refused; and

o Leave of absence.

If you are documenting electronically, please remember to select one of the above four reasons from the drop-
down menu, rather than selecting “other” and adding in free text. If you do not feel one of the above rationales
appropriately corresponds with the reason for not completing the C-SSRS assessment tool, select “not appropriate
at this time” and elaborate further in the clinical chart’s progress notes.

7. Why are there slide bars and “ghost buttons” appearing on the electronic C-
SSRS assessment tools? How do I fix this?

In order to resolve this issue, staff must change their computer’s display resolution to 100%. If you require
support or assistance with this, please contact the Help Desk at ext. 44357.

Columbia Suicide Severity Rating Scale (C-SSRS) Since Last Contact
1. Have you wished you were dead or wished you could go to sleep and not wake up?
Do you ever wish you weren't ative anymore?

2. Have you had any actual thoughts of killing yourself?
Have you thought about doing something to make yourself not alive anymore?

3. Have you pking how you might do this? ~ - = B < = e >
SN S S S el ST S S S S e e X
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Suicidal

Ideation

Ask questions 1 and
2.

Only ask questions 3,
4, and 5 if the answer
to question 2 is “yes”.

Regarding question 2,
if the answer for
Lifetime is “yes” but
the answer for
Recent: Past 1 month
is “no”, then only ask
about Lifetime for
questions 3, 4, and 5.

Regarding question 2
again, if the answer
for Lifetime and
Recent: Past 1 month
is “yes” for both, then
complete all Lifetime
and Recent: Past 1-
month questions.

Describe if any
answers are “yes”.

If the patient answers
“yes” to question 2,
then complete
Intensity of Ideation
(more information on
page 7).

If the patient answers
“no” to question 2,
then do not complete
Intensity of Ideation.
Proceed to ask
Suicidal Behaviour
questions (more
information on page
8).

Appendix A: Methodology and Frequency for Completing the

C-SSRS Lifetime Assessment Tool

Overview of C-SSRS Lifetime Assessment Tool

i) Columbia Suicide Severity Rating Scale (C-55RS) Lifetime/Recent - PIMH Scheduling, Practice 17

VEHO| SR e | @F 2
*Performed on: __zozwozﬂz =V -1033 =

EST

% Suicidal Ideation/|
= Columbia - Suicide Severity Rating Scale (C-SSRS) Lifetime/Recent
Intensty of Ideatic

Actual Lethality/N

Suicidal Ideation

Ask questions 1 and 2. If both are negative, proceed to "Suicidal Behaviour” section. If the answer to question 2 is "yes", ask questions 3, 4 and 5.

Interventions

If the answer to question 1 and/or 2 is "yes", complete "Intensity of Ideation” section.

Additional Riskar 1. Have you wished you were dead or wished you could go to sleep and not wake up?

Do you ever wish you weren't alive anymore?

Lifetime ‘O Yes O Mo ‘
X Person endorses thoughts about a wish to be dead or not alive anymore,
Wish 0 o vich to fall asleep and not wake up. Recent: Past 1 month [C s C Mo ‘
be Dead:
fyes, ||
describe
2. Have you had any actual thoughts of killing yourself?
Have you thought about doing something to make yourself not alive anymore? Lifetime: Time they Felt Most Suicidal ‘O Yer O Na ‘
Mon-Specific  General non-specific thoughts of wanting to end one’s life/die by suicide
3 N M,
Active Suicidal (e.g., Tve thought about killing mysetf’) without thoughts of ways to kill Recent: Past 1 month ‘O = ®m ‘
Thoughts: oneself/associated methods, intent, or plan during the assessment period. If yes,
describe:
3. Have you been thinking about how you might do this?
Have you thought about how you would do that or how you would make yourself not | wopc. Time they Felt Most Suicidal ‘O Yes O No ‘
alive anymore? What did you think about?
5 ¥ H
Person endarses thoughts of suicide and has thought of at least one method Recent: Past 1 month ©Ye Wi |
Active Suleidal g, ing the assessment period. This is different than a specific plan with I yes
ldeation with  Gre place or method details worked out (e.2., thought of method to kill =
Any Methods .o bt not a specific plan).
{Not Plan)
without Intent Includes person who would say, *I thought about taking an overdose but |
. never made a specific plan as to when, where or how | would actually do it
and | would never go throush with it.”
4. Have you had these thoughts and had some intention of acting on them?
When you thought about making yourself not alive anymore (or killing yourself), did  Lifetime: Time they Felt Most Suicidal ‘O Yes O Mo ‘
you think that this was something you might actually do? This is different from
having the thoughts but knowing you wouldn't do anything about it Recent: Past 1 month ‘O Yes C Mo ‘
Active Suicidal Ideation :::l?ve su\c\d‘altﬂ’mtufhls :f Iqlhng:r‘:se\fha‘:d person re:ntns-‘ ; If Yesb.e ‘
B SIS IEM MY i =ome infenk to ack on such thoushs, #= opposed lescribe:

without Specific Plan:

have the thoughts but | definitely will not do anything about

em.

5. Have you started to work

out or worked out the details of how to kill yourself? Do you intend to carry out this plan?

Have you ever decided how or when you would mgke yourself not alive anymorg!kw}L Lifetime: Time they Felt Most Suicidal |O T © Mo ‘
yourself? What was your plan? When you made this plan, was any part of you thinking
about actually doing it? Recent: Past 1 month |O Yes O No ‘
Active Suicidal Ideation ~ Thousghts of killing oneself with details of plan fully or partially Fyes,
with Specific Plan and ~ worked out and patient has some intent to carry it out. deseribe:
Intent:
T-least 3 Semost
. . O Vleast severe O O Bmost severe Lifetime:
Lifetime: Most Severe Ideation Oz C 4 L
Description
T 3
. C Teastsevere O 3 O 5most severe &
Recent: Most Severe Ideation Oz O 4 -
Description
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Intensity of
Ideation

As mentioned above,
only complete
Intensity of Ideation
if patient answers
“yes” to question 2 of
Suicidal Ideation.

If this section is
required, it has to be
selected by clicking
the Intensity of
Ideation tab on the
left-hand pane.

In the Suicidal
Ideation section, if
the client only
answered “yes” for
Lifetime but “no” for
Recent: Past 1 month,
then only answer
Lifetime in this
section. If the answer
for Lifetime and
Recent: Past 1 month
is “yes” for both, then
complete all Lifetime
and Recent: Past 1
month questions.

If this section is
required, then ask
every question under
each sub-section (i.e.
frequency, duration,
controllability,
deterrents, and
reasons for ideation).

Overview of C-SSRS Lifetime Assessment Tool Continued

|2} Columbia Suicide Severity Rating Scale (C-SSRS) Lifetime/Recent - PIMH Scheduling, Practice 17

VEHO G+ | @E 2

“Performed on: | 2020/02/12 =
Intensity of Ideation

= Suicidal Ideation,’
Actual Lethality/N
Interventions
Additional Risk ar

£ EST

Frequency:

How many times have you had these thoughts?

Lifetime:Time they Felt Most Suicidal |O Less than once aweek ) Once @ week

Recent: Past 1 month

Duration:

O 25 times in week © Daily or almost daily O Many times each day

|O Less than once a wesk  ©) Dnos s wesk

O 25 times in week © Daily or almost daily O Mary times each day

When you have the thoughts how long do they last?

Lifetime: Time they Felt Most Suicidal

Recent: Past 1 month

Controllability:

O 14 hours/a lat of time
O 48 howrs/most of day

O Fleeting - few seconds or minutes O More than  hours/persistent or conlinuous

O Less than 1 hour/some of the time

0 1-4 hours/a lot of time 1 More than 8 hours/persistent or continuous

O 48 hoursémest of day

O Fleeting - few seconds of minutes
O Less than 1 hour/some of the time

Could/can you stop thinking about killing yourself or wanting to die if you want to?

Lifetime: Time they Felt Most Suicidal

Recent: Past 1 month

Deterrents:
Are there things - anyone or anything

Lifetime: Time they Felt Most Suicidal

Recent: Past 1 month

Reasons for Ideation:

(O Easiy able to cantral thaughts © Can control thoughts with some difficuly  © Unable to contral thoughts
(O Can control thoughts with litle difficulty € Can control thoughts with a lot of difficuly ) Does rot attempt to control thoughts

() Easily abls to contral thaughts ' Can contral thaughts with some difficulty ' Unabls ta control thaughts
O Can control thouahits with lite difficulty O Can control thoughts with a lot of difficulty. ©) Does not attempt to contral thaughts

(e.g. family, religion, pain of death) - that stopped you from wanting to die or act on thoughts of completing suicide?

O Deterrerits definitely stopped vou from attempting suicide  © Deterrerts mast likely did not stop you
O Deterrerts probably stopped pou O Deternerts definitely did not stop you
O Uncertain that deterrents stopped you O Does not apply

) Daterents definitely stapped you fram attempting suicide O Distements most likely did nat stop you
O Deterrerts probably stopped pou O Deterrerts definitely did not stop you
O Uncertain that deterrents stopped you O Does rot apply

What sort of reasons did you have for thinking about wanting to die or killing yourself? Was it to end the pain or stop the way you were feeling (in other words
you couldn't go on living with this pain or how you were feeling) or was it to get attention, revenge or a reaction from others? Or both?

Lifetime: Time they Felt Most Suicidal

O Complately to get attention, revengs: of a reaction from athers

O Mostly to get attention, revenge or reaction from athers

() Equally to get attention, revenge or a ieaction from others and to end/stop the pain

(' Mostly to end or stap the pain [you couldr't o on living with the pain or how you wers fesling)

(O Completely to end or stop the pain [you couldnt go on living with the pain or haw you were feeling)
O Does nat apply

(O Completely to get attention, revenge of & reaction from athers
O Mostly to get attention, revenge or reaction from athers

() Equally to get attention, revenge or a isaction from others and to end/stop the pain
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Suicidal

Behaviour

Ask all sub-sections
(i.e. actual attempt,
interrupted attempt,
aborted or self-
interrupted attempt,
and preparatory acts
or behaviour).

Ask the patient to
provide the total
number of suicide
attempts or acts/
behaviour if the
patient answers
“yes”. If the patient
answers “yes” then
ask for a description.

If the patient answers
“yes” to actual
attempt, then
complete this section
and then proceed to
the Actual
Lethality/Medical
Damage section
(more information on

page 9).

If the patient answers
“no” to actual
attempt, then
complete this section
and the assessment is
finished.

The suicide risk level
will be
autopopulated.

Overview of C-SSRS Lifetime Assessment Tool Continued

1) Columbia Suicide Severity Rating Scale (C-55RS) Lifetime/Recent - PIMH Scheduling, Practice 17

YEHO|sme @I R
*Pen‘urmedun:: v : EST

£ Suicidal Ideation.|

Intensity of Ideatic  Check all that apply, so long as they are separate events; must ask all types
Actual Lethaity™  Actyal Attempt:

Suicidal Behaviour

Intervertions A potentially self-injurious act committed with at least some wish to die, as a RESULT OF ACT. Behaviour was in part thought as a method to kill onself. Intent does not have

Additional Risk ar

to be 100%. If there is ANY intent/desire to die associated with the act, then it can be considered an actual suicide attempt. THERE DOES MOT NEED TO BE AMY INJURY

OR HARM, just the potential for injury or harm. If person pulls the trigger while gun in mouth but gun is broken so no injury results, this is considered an attempt.
Inferring Intent: Even if an individual denies intent/wish to die, it may be inferred clinically from the behaviour/circumstances. For example, a highly lethal act that is
clearly not an accident so na other intent but suicide can be inferred (e.g. gunshot to head, jumping from window of a high floor/storey). ALSO, IF SOMEONE DENIES

INTENT TO DIE, BUT THEY THOUGHT THAT WHAT THEY DID COULD BE LETHAL, INTENT MAY BE INFERRED.

Have you made a suicide attempt?

Have you done anything to harm yourself? Have you done

anything dangerous where you could have died? Actual
What did you da? Attempt
Did you __ as a way to end your life?

Did you want to die (even a little) when you __?
“Were you trying to end your life when you __7
OR Did you think it was possible you could have died from __7

Has
Or did you do it purely for other reasons/without ANY -
intention of killing yourself (like to relieve stress, feel Hon Swcidal
better, get sympathy, or get ing else to )? Self-Injurious
Behaviour

Interrupted Attempt:

1]
[ 1

Lifetime ‘O Yes C Mo | Total Number
Past 3 Months ‘O Yes C o | Total Number
|
If yes,
describe
Lifetime ‘O Yes O No |
O Mo

Past 3 Months ‘O Yes

If yes,
describe

When the person is interrupted (by an outside circumstance) from starting the potentially self-injurious act (if not for that, actual attempt would have occurred).

Overdose: Person has pills in hand but is stopped from ingesting. Once they ingest any pills, this becomes an attempt rather than an interrupted attempt.

Shooting: Person has gun pointed toward self, gun is taken away by someone else, or is somehow prevented from pulling trigger. Once they pull the trigger, even if the

gun fails to fire, it is an attempt.
Jumping: Person is poised to jump, is grabbed and taken down from ledze.

Hanging: Person has noose around neck but has not yet started to hang - is stopped from doing so.

Has there been a time when you started to do something to

end your life but someone or something stopped you before

you actually did anything? Interrupted
Attempt

Aborted or Self-Interrupted Attempt:

When person begins to take steps towards making a suicide attempt, but stops themselves before they actually have engaged in any self-destructive behaviour.
Examples are similar to interrupted attempts, except that the individual stops him/herself, instead of being stopped by something else.

Has there been a time when you started to do something to
try to end your life but you stopped yourself before you Aborted or

actually did anything? Self
Interrupted
Attempt
Preparatory Acts or Behaviour:

Lifetime ‘O Yes

O Mo

| Total Number

Past 3 Months ‘O Yes

C No

| Total Number

[ ]
[ ]

If yes,
deseribe

Lifetime ‘O Yes

C No

| Total Number

Past 3 Months ‘O Yes

O No

| Total Number

[ ]
[ ]

f yes,
gescnoe

Acts or preparation towards imminently making a suicide attempt. This can include anything beyond a verbalization or thought, such as assembling a specific method

{e-g. buying pills, purchasing a gun) or preparing for one's death by suicide (e.g. giving things away, writing a suicide note).

Have you taken any steps towards making a suicide attempt

or preparing to kill yourself (such as collecting pills, Preparatory

getting a gun, giving valuables away or writing a suicide Acts

note)? or
Behaviour

L 1

O Screen negative at this time

- O Lowiisk
SU\ClidE FI“Sk O Moderate risk
Ewve ' High risk.

Lifetime ‘O Yes

O HNo

| Total Number

Past 3 Months ‘O Yes

O No

| Total Number

[ |
L]

If yes,
describe

ZERO SUICIDE in Your Community: An implementation guide for community organizations



Lethality/
Damage

As mentioned above,
only complete if
patient answers
“yes” to actual
attempt in Suicidal
Behaviour section.

If the Actual
Lethality/Medical
Damage section is
required, it has to be
selected by clicking
the Actual
Lethality/Medical
Damage tab on the
left-hand pane.

Ask the patient to
answer all sub-
sections if applicable
(i.e. most recent
attempt, most lethal
attempt, and
initial/first attempt).

If the patient answers
“no physical damage
or very minor
physical damage” for
actual lethality, then
potential lethality
needs to be
answered. Potential
lethality does not
need to be answered
if actual lethality is a
response other than
“no physical damage
or very minor
physical damage”
answered.

For this Actual
Lethality/Medical
Damage section to
be considered
complete, the
applicable sub-
section(s) has to be

%) Columbia Suici

Overview of C-SSRS Lifetime Assessment Tool Continued

ecent - PIMH Scheduling, Practice 17

YEO|GE s s @E 2

“Performed on: | 2020/02/12 = v

* Suicidal Ideation,
Intensty of Ideatic
Interventions
Additional Risk ar

Actual Lethality/Medical Damage

Most Recent Attempt: Lethality/Medical Damage

Date :"

Actual Lethality/Medical Damage

O No physical damage or very minor physical damage (=.g. suface soratohes)

O Minor physizal damage (2. 0. lethargic speech, firstdegree bums, mid bleeding, sprains)

O Moderate physical damage: medical attention needed [2.0. conscious but sleepy, somewhiat responsive, second deares burns. blzeding of maior vessel)

O Moderately severe physical damage; medical hospitalization and fikely intensive care requied [e.5. comatose with reflexes intact; third-degree bums less than 20 of body; extensive blood loss but can recover, maior fractures]
O Severe physical damage; medical hospitalization with intensive care requited (e.g. comatose without reflexes, thid degree bums over 20% of body; estensive blood loss with unstable vital signs; major damage ta vital area)

O Death

O e T oD Lkl ety of actul attempt i o medical damage (the floving iyt e |

PN (O i ket o esult n i but kel o cause ceath examples, while having no actual medical damage, had potential for very

Lothality |0 Bebaviu ek t suk i death desie ol medalcore | serious ethality: put sun in mouth and pulled the trisser but sun fats to Patential Lethality Level [
fire 50 no medical damage; lying on train tracks with oncoming train but

pulled away before run over)
Most Lethal Attempt: Lethality/Medical Damage

pae [ B[

Actual Lethality/Medical Damage

O No physical damage or very minor physical damage (2.9, suace scratches)

O Minor physical damage [.0. lethargic speech, first-degree burns, mild bleeding, sprains)

O Moderate physical damage; medical attention needed [e.q. conscious but sleepy, somewhat responsive, second-degree bums, bieeding of major vessel]

O Moderately severe physical damage; medical hospitalization and ikely intensive care requited [e.q. comatose with refleses intact; third-degiee bums less than 20% of body; extensive blood loss but can recover, major hactures]
O Severe physical damage; medical hospitaization with intensive care required (2.0, comatose without refleses, thirddegree bums over 202 of body; estensive blood loss with unstable vital signs; major damage ta vital area)

O Death

SJ P p— Likely lethalty of actual attempt i no medical damage (the following | —

sotential. |O Bebavion ke o esuk iy but kel tocause ety | xamples, while having no actual medical damage, had potental for very s

Lethality |C' Behaios il esu n deat despissvasle mcical o | serious lethality: put qun n mouth and pulled the trigger but qun fat to Patential Lethality Level ]
fire 50 no medical damage; lying on train tracks with oncoming train but

pulled away before run over)

Initial /First Attempt: Lethality/Medical Damage

Do | R (%

Actual Lethality/Medical Damage

O No physical damage or very minr physical damage (¢.9. suface scratches)

(O Minor physical damage (e.g. lethargic speech, first degree burns, mild bleeding, sprains)

O Moderate physical damage; medical attention needed [e.q. conscious bul sleepy. somewhat responsive, second-dearee bums, bleeding of major vessel)

O Modsrately severe physical damage: medical huspalization and kely intensive care required (&5, comatoss with reflexes intact; thirdkdegree buims less than 20% of body: sxtensive blood loss but can recaver, major fiactuss)
O Severe physical damage; medical hospitalizstion with intensive care requived (2., comatose without refleves, thid-degree burms aver 20% of bady: extensive blood loss with Unstable vial signs; major damage o vital ares)

O Death

Likely lethality of actual attempt if na medical damage {the following Retual Lethatty Level [ ]
examples, while having no actual medical damage, had potential for very

serious lethality: put gun in mouth and pulled the trigger but gun fails to  PotentialLethalitylevel [ |
fire 50 no medical damage; lying on train tracks with oncoming train but
pulled away before run aver)

O Behaviour not lkely to result in injury
Potential | |C' Behaviour kel to result ininjury but urlikely to cause death
Lethality O Behaviour ikely to resul in death despite avalable medical care
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Frequency of C-SSRS Lifetime Assessment Tool:
Mental Health Inpatients
e Completed within 3 days of admission to the unit
e Reviewed and re-completed as needed once every 6 months
Mental Health Outpatients
e Completed within 1 month of admission to an outpatient program
e Reviewed and re-completed as needed once every 6 months
All Other St. Joseph’s Program Areas

e Please refer to program specific procedure in the Corporate Policy: Suicide Risk Assessment and
Prevention

ZERO SUICIDE in Your Community: An implementation guide for community organizations



Frequency of C-SSRS Since Last Contact Assessment Tool:
Appendix B: Methodology and Frequency for completing the

Since Last C-SSRS Since Last Contact Assessment Tool Mental Health Inpatients

Contact

Overview of C-SSRS Since Last Contact Assessment Tool * Complete once per day

Ask questions 1 and
2. 5} Columbia Suicide Severity Rating Scale (C-S5RS) Since Last Cantact - PIMH Scheduling, Practice 17 Mental Health Outpatients

YHO| g+ @R
If qucstion 2 1s “no”’ *Performed on: al =1 &sT

e Complete once per visit/appointment

Columbia Suicide Severity Rating Scale (C-SSRS) Since Last Contact

then skip questions

3’ 4’ and 5 and ask e 1. Have you wished you were dead or wished you could go to sleep and not wake up? ‘O es O No |
. ever wish weren't alive re? 5
question 6. Do you you weren'talive anymo All Other St. Joseph’s Program Areas
2. Have you had any actual thoughts of killing yourself? ‘o Yes O Mo |
Have you thought about doing something to make yourself not alive anymore? . . . .. .
If question 2 is e e e e e oW | e Please refer to program specific procedure in the Corporate Policy: Suicide Risk Assessment and
Have you thought about how you would do that or how you would make yourself not alive anymore?
“yes”, then ask What did you think about? Y ! ’ Prevention

e.g. | thought about taking an overdose but | never made a plan as to when where or how | would actually do it,.and | would never go through with it.”

questions 3, 4, 5, and Details | |

6. 4. Have you had these thoughts and had some intention of acting on them? ‘O Yes O Ho |

When you thought about making yourself not alive anymore (or killing yourself), did you think that this was
something you might actually do?

ThC SU.iCidC riqk This is different from having the thoughts but knowing you wouldn't do anything about it.

level will be Details | \
5. Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry out  |O es O Mo |

autopopulated. e

Have you planned out (worked out the details of) how you would do it?
what was your plan?
When you made this plan (or worked out these details), was any part of you thinking about actually doing it?

Details | |

6. Have you done anything, started to do anything, or prepared to do anything to end your life? O Yes O No |

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn't swallow any, held a gun but

changed your mind or it was grabbed from your hand, went to a roof but didn't jump; or actually took pills, tried to shoot yourself, cut yourself, tried to hang
yourself, etc.

. ) (' Scresn negative at this tine 1 Review interventions
Suicide Risk

O Lowrisk,
Level O Moderate risk.
O High risk.
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Suicide Care Management Plan

October 2019

Can | ask the screening
questions with a new
client while their family
member is present?

Whether to include a family member in a discussion such as this is
at the discretion of the client and the clinician. There is no hard or
fast rule on this.

Why are we
implementing the Zero
Suicide initiative within
NRMH?

e Toincrease client safety

e To Increase staff comfort, knowledge, skills and confidence
when intervening with a client who is suicidal

e To adhere to Accreditation Canada and their required
organizational practices for suicide prevention. Key areas of
focus are - identification, assessment, treatment and
documentation for those at risk of suicide

e To have a standardized approach to suicide prevention

e To have a formal suicide prevention policy

Will we be screening
family members,
groups, couples, and/or
geriatric clients?

There is no obligation to do screening with family members,
groups or couples. You are welcome to use these tools, if your
clinical judgment identifies a need.

The Columbia tools are validated for all ages, including geriatrics,
so we are to screen clients regardless of age.

What if my client refuses
to complete the
assessment or screener
questions?

If your client refuses to complete the assessment or screener,
discuss this with your manager.

e For complex cases or clients you know will be more
challenging to assess, discuss this with your teams,
colleagues, and leadership, especially when there is high
risk for suicide.

e You are able to use a variety of ways to gather information
to complete the suicide risk assessment including
consulting with family, SDM or friends when possible and/or
reviewing the clients chart for past history.

Can | complete the
Columbia screening
over the phone?

It is at the discretion of the clinician as to whether to complete the
Columbia screener during a phone conversation. Clinically, you
may decide to administer the screener over the phone, because
the client has identified changes in their level of risk and you may
not have a scheduled visit in the near future or they decline to
meet with you in person.

Can | take a couple
sessions to complete
the Columbia lifetime
and/or SAFE-T
protocol?

YES - Do not expect to have to complete the assessments in one
session as it may take a few visits, depending on client needs.

Are we going to be
implementing the zero
suicide tools and
processes for all new
and existing clients in all
services?

YES - the tools are to be used with all new and existing clients.

By December 2019, 50% of existing clients in all services have
one SAFE-T-Protocol (full version assessment) on file

By April 2020, 100% of existing clients in all services have one
SAFE-T-Protocol (full version assessment) on file

By December 2020, all new clients in all services have one SAFE-
T-Protocol (full version assessment) on file

Exception: DBT clients conduct their own suicide assessment
protocols.

What if the client
answers ‘yes’ to
Questions 1 and 2 on
the screener, but ‘no’ to
Questions 3-5? Do | still
need to ask Question 67

Yes, as this is a related but separate question specific to suicide
behaviours.

Can we start completing
the Columbia tools
electronically?

YES - all tools are uploaded into CRMS. Text boxes have been
added to the electronic version in CRMS that captures narrative
information. A request has been made to have the Suicide
Management Plan added electronically with an alert to complete
when a client has been identified as high risk in the SAFE-T
Protocol.

What if the screening
creates anxiety or brings
up negative emotions
for my client?

Zero Suicide screening is not meant to be a standalone entity. It is
part of the clinical appointment and provides opportunity for
important discussions, such as this. Explain to clients that this is
something that all clients are being asked to complete and
everyone is receiving the same assessment. Use the brochure to
help the clients know what they can expect.

222) ZERO SUICIDE in Your Community: An implementation guide for community organizations

When do | use the
“Suicide Management
Plan” clients?

The Suicide Management Plan is something you would do with
your client when they are having suicidal intent/plan and are high
risk. If they are unable to say they can be safe right now then you
would get them to hospital, but the idea is to do the Safety
Management Plan with them first to decrease acute thoughts of
suicide.

This Plan helps to problem solve and identify a Safety Plan with a
focus on:
e Working with the client to identify strategies that would be
helpful right now
e Who are they willing to call that would help with distraction
or isolation

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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e Problem solving barriers

e Assessing/removing lethal means

¢ |dentifying who they are willing to share the plan with
(family, friends)

e Their reasons for living

When do we use the
Suicide Management
Plan vs. the Crisis Plan?

The Suicide Management Plan is only used when clients are
assessed as High Risk (immediate response to acute suicide
risk).

Crisis Plans are used for clients assessed as Low Risk. Step 4 on
the SAFE-T protocol highlights possible interventions at high,
medium, low risk.

Suicide Management Plan does not replace the Crisis Plan.

What is the timeframe
for screening for new
and existing clients?

All existing clients to have a completed SAFE-T Protocol within 6
months, by December 2019.

All new clients within 30 days of onboarding to the program.
Screeners — To be completed at each subsequent visit with the
client unless you deem the visit to be an inappropriate time and
document rationale in CRMS.

How are we going to
continue to revise the
Zero Suicide
processes?

Ongoing feedback is welcomed. We encourage teams to include
Zero Suicide as a standing agenda item for ongoing discussion.
Evaluation of the project will be ongoing with regular check points
for feedback from staff, clients, as well as review of
documentation.

Could the Safety plan
be a carbon copy
document?

Since the Safety plan is many pages long we are not able to have
this carbon copied. The best suggestion is once you enter the
information electronically; at the next visit with your client provide
them with the paper copy, or you may take a photo of the
document to input electronically and leave the client with their

copy.

How is the SAFE-T
protocol scored and
what do the numbers
mean?

Note: this is for clients
with ideation only.

For the scoring - it is based on the client's responses and not on
clinical judgment. The score itself indicates a higher intensity of
ideation if it's a higher number. It's more of an FYI| or comparison
to previous screening for the clinician to consider as part of their
overall assessment of risk level. The SAFE-T Risk Stratification
algorithm is a tool and is not meant to replace clinical judgment.

Will the mental status
video links (tutorial) be
included? Where?

All documents including the training PowerPoint can be found on
The Vine Mental Health page site
http://collaboration.rmon.pri/Health/csd/cmhp/Pages/scmp.aspx

Do we need to upload
the Sl screener that is
used in every interaction
to the client file?

The Screener (and all other tools) are available in CRMS
electronically. The expectation is that you complete it directly in
the clients file in CRMS. Then you complete another
documentation note with the other information for that visit.

Do we have to do a
crisis plan in addition to
the suicide management
plan for the high-risk
clients?

Yes, the Crisis Plan is something you do with all clients regardless
of suicide and is used for all potential crises (i.e. what helps and
what doesn’t, what are the triggers). These are developed
collaboratively with every new client upon admission to the
program, within 30 days and are reviewed regularly and updated
as the client’s situation changes.

Should all screeners be
completed regardless of
whether the client
answers yes or no?

Yes - all screeners must be completed in CRMS, regardless if the
client answers yes or no.

What is SAFE-T five
step Evaluation and
Triage?

The SAFE-T five step Evaluation and Triage stands for:

1. IDENTIFY RISK FACTORS
Note those that can be modified to reduce risk
2. IDENTIFY PROTECTIVE FACTORS
Note those that can be enhanced
3. CONDUCT SUICIDE INQUIRY
Suicidal thoughts, plans, behavior, and intent
4. DETERMINE RISK LEVEL /INTERVENTION
Determine risk. Choose appropriate intervention to address
and reduce risk
5. DOCUMENT Assessment of risk, rationale

Note: cheat cards with this information will be available.

224) ZERO SUICIDE in Your Community: An implementation guide for community organizations

ZERO SUICIDE in Your Community: An implementation guide for community organizations

225



:synsay Asdoiny

ISUOTIEDTPIIN

:sisougerq

:ourpury, Surpnpouy uondosa(g IUIAY pPIreId

QuwIT, 39am 9yl JoO %NQ 21eJ

¢INDD0 JUIAD Y3 PIP USYM

NOILAI¥OSH INHAH

ueld-uonoe-pue-sIsA[eue-0snEed-1003-3UNINPUOI-YFOMIWLI] /9SLqeIeP-20FN08I /$90IN0SIF /3I00Pa-apdMs0Iaz / /:sdny :punog oq weds £dod reuisuo oy, HAH
o) £Q IUDWASIOPUD 2IMINSTOD 10U SIOP UOISIIA ST ], *SUONIY 2ANIIIIO)) PUY SISA[eUy osner) 100y J0,] YFoMdwes,] 941 woij paidepe uooq sey Juawmdop SIyl 18yl 210U 9L |

“WIOJ ST} JO UOTMEINIT JUDIFND ISOW I MOYS [[IM py [J92ULU07) U0ISSIti07) J120[ TBO PUNOJ YFOMIWILIJ AU T, :FOWITL[ISI(T4

-V SIqeL 718

orduwreg ¢-y 9[qe ], :$8999NG JO INSLITA]

-V 2IquL, ‘ypduang

UONJY :PIPPE 938 FUIMO[[O] 9} ‘VONIIS SUONIY JANDIIIIOT) 9} U]

(z vwn[od) -y 9[qE], :S[TeId(J ISNE]) J00Y] /STOIDE,] [ESNE))
(1 wn[od) -y 9[qe], :sodA 1, asnen) 100y
:u0N29s SISA[EUY 2sne)) 100y 9Y3 UT 958 SUIMO[[0] Y],

:S9qe1 SUTMOT[O]
o Ut 9391 papraord ore suwn[od asatp J03 suondo ot ‘S[[9d S WiF0J A Jo AurW J0J snuowW uMop-dorp sopraord WIoF SUNUO U3 A[IY A\

*2SNED 100F PIYNTIPT L3949 J0F pado[oadp
2q P[NOYS , SUONDY 9ATNIIIIOY),, . 'SIOOF, ) ALY SIA[ISWIY] SISNED JOOF St PIGFNUIPI J0U 9J 16} SSUIPUT JUEIHTUSIS "9ALY P[NOYS L1}
UUA JNDD0 1 UPIP JO PasIndd0 $s9203d o1 Jo s1red AYm 10A00UN 01 FOYIING UMOP [[FP PUt _JAUA\,, JSE 0 INUNUOD SUIPUY [DED JO,]

‘wonens L399 ut A[dde 10U op ey suonsanb swos oq Aew 2391 JO ‘SISATEUE ) JO 9SINOD IY) FULINP I3FowWo Aew sSUIpuY pajdadxoun)
"WIT YO JOJ UWN[0D , SSUIPUL] SISA[eUY,, 9U3 UT 9sU0dsas € J2IUD 01 9INS 9¢] 'SUONIE ANIIIF0D J0J sonrunizoddo pue  (s)asned

1003,, Suryo9s ur suonsanb pue sanmiqrssod [[e JOPISUOD A[[N,] "9IIS IQUCIIXD 1 [ /29UU0") U0ISSIt07) J10[ $IT BO WIFOJ SUI[UO 9} YSnoIy)
s1sATeue ue Sumirqns Jo voneredord UT 199YSYIOM B SB UIAD JO SISA[EUE 9SNED J00T B 1ONPUOD 01 0e[dW) STy} oSN UEd UONBZIUESIO Uy

‘sisA[eue 9sned 1003 & uT vopewioyur pue sdois oy
SuIZIuESIO UT Pre Ue PUk JUJAD U SuIZATeue J0J 91e[dwol € opraoid 01 popualul o3 suonsanb SISATEUE 47 SIT PUE JFOMIWET] O], 'SISA[eue
oNeWwsAs aA1sUIyardwod ¢ Jo opdwrexo ue sopraoid Ue[J UONJY PUE SISA[EUY 9sne)) J00Y FOJ YFOMIWE],] S UOISSTWO ) 1UTO( AT,

*SNOLLOY HALLDTYYOD) ANV SISKXTIVNYVY ASNVD) LOOY YOd THOMNTNWVY ]

227

An implementation guide for community organizations

ZERO SUICIDE in Your Community

An implementation guide for community organizations

226) ZERO SUICIDE in Your Community



93 Pa31d33Je [ONUOI S AQOMHNNE‘NW&O
9U3 UTYIIA STOIOE] [LIUWUOITATD 1By A\

[BIUIWUOITATD
9[qE[[OTTOD 1By X\

N3y, .

asnqe 20uLISqNG o

yse1 o1o[dwod 01 Surysny

SIS Sun{ury [eond xo[dwod Jo PeT .
swoqord [euosIog

SBIq UOTNPWJUOD /SSOUPUN( [EUONUINEU] o
[Sk) UO sNd0j 01 AIqeu]
ondneg .

soynpasord /sarrod
POUSIQEISD MO[[OF 01 IN[TE] o
woparoyg
:0) paywi 30U 938 Inq ‘opnpdur Aew sapdwexy]
“JUAD 91} 0F PANGLAVOD JEY) SJ0IOT]
2ouewFoyIod UBWNY PIIL[II-JFEIS SSNOSI(]

¢owI0dIN0
91 01 JUBAJ[OF dToM
$J010¥F UewuNy 1BYA\

9A0qE [# uonsanQ)
sisATeuy UT paisy] sassad01d papuaiul
91} WO} UONEIAID AU [1e3op U ure[dxy]

JpopuUITT SE
INd20 J0U PIp 1BYD
ssa001d o uy sdais
Kue 91911 97O\

‘uonsanb 1Xou 9 UT PaFaIud oq [[IAN 242a2 o]

u1 padin0 (aqy s sdors ssad01d o1, :910N]

sourpms £19yes pue wopuaAdxd PO .
sarnpasord

UONUSATIIUT PUE JUIWSSISSE YSIF OPOMG o

[020303d UONEdHNUIPT IUDID /[ENPIAIPUT  »

[020107d UOTEITJITOA IS

10) PaIIWI] JOU 93¢ INq “Opn{oul

Lewr sdais ssaoord pauggap jo sapdwexyy

*sassa001d

sidn[nw apnppur 03 PIsu Aew No &

“JUDAD 9] JO SWR I IE 19939 UT SOUOPMS3
30 ‘[oo0303d “ampaooid “Sorjod oy £q
pauyap st sdais ss9003d JULAS[DT O3 IS

MO}
$s9001d papuaiur
o) St JBYA\

:£301STH O11eTyoAsJ /[edIPIIN ISt

225

ZERO SUICIDE in Your Community: An implementation guide for community organizations

ZERO SUICIDE in Your Community: An implementation guide for community organizations

225



<XTW Hs pue

‘[oA9] 2oudIFadxo ‘ones Suyyels s eoIE OIEd
SU) SUTWIFIIP O3 pasn ST s$9203d 1Ly A\
QW SIYI 38 PAIINII0 JBYI IDUBISWNIID
[ensnun AUE 9JON] "JUSAD 93 JO dWin 9y}
1€ SNSU2d [ensn P Juofe sones SuyIeIs

¢[PAS] TEIPT L
oredwod Sumgels

[enIdE puE sones SulFels [E3pr SpNPU] [eT1O€ PIP MOL] 01
Sonssy
oourwrogiod Jjels 30 /pue Oped] .
sornpasoxd pue
forjod Burdopiand pue SuienuopaId oYY, .
PO39PUT S JO 9 SID[AFIS PUE
932 93 307 [eUOIss9J03d 938D I[EIY
Po1e[n3o1 B sem Jopraord oy OIIYA .
SUFIOUO0D
2onoexd o odoos Jye1s 10 /pue Jopracid .
(¢wotp 91EN[EAd NOA Op MOY
pue dAey 33EIS o) Op sauAdwod
1ey X)) Juswssasse Louajodwo) .
Sururen /UonBILAI) .
103
PpoIrw] 10U 93¢ Inq opnout Aewr sojdwexy gsoniqisuodsox
‘poyrenb pue 1usredwon sy J3es oInsud 03 I2y3 303 Juazadwod
ooe[d Ut $9559003d 911 WO ITIWWOT) "IUIAD Apuormd
OU) UT PIAJOAUT s3opraoid pue Jjels [[e pue pagienb
J0J SUIMO[[OF 9T} UO UONEBWIOJUT 9PN[IUT Aprodoxd jyers sep 6
‘uerd
(1-v 219eL)
S[re1d(J Isne)
100y /si010eg (1-v {19e1) sSurpury suonsang)
[esnen sodA T asne]) 100y sIsA[euy sidworg sisATeuy H
uonoe oA jo odoos
o 2ALP d[oY [[14 UONBWIOJUT SIY T,
“FOUURW FE[IWIS & UT £19]es U1 10edur
01 [enuaod oy 9ABY JLY) UONBZIULSIO
quaddey
SU) UTIIA SEITE JIUI0 JO UOREIPNUIP]
PINOD ST 259y m
¢swerdoxd Aep 10 [enUOPISOY . vonezEsio
:o[dwrexo JO,] *$90ULISWNIID FL[IUWIS FOJ SISTXD S UT SeIE
renua10d oy3 YOIYM UT SEITE IIYIO [[E IST] IS0 O3 3TE JEYA\ 8
GOWOINO ST
pasuanygur Apooxp
1Y) $3010¥] JOYIO
“passnasIp 194 JOU $3010%J 930 AUk IST| Kue oro1p) 939\ L
*$7918ESIp [eanieu o[dwexs $oWO02INo
107 ‘$59003d [BUIOIUT DY) UT UMOPYEI] SU1 paduaNFuL
€ 01 PaINqIIUOd Je) 3uLyd J0UTLD $3010¥] [BUINXD
UONEZIUESIO U $3010¢] AU AJRUSP] | 9[qe[[oFTUOdUN ey A\ 9

“JUIAD ST} 03 d1ads aq pnoys asuodsax sy T,

*/ 1# uonsany) ur £[[eqO[3 930w PIssAIPPE
oq Aewr wonsonb sip 03 asuodsar oy,
Juowdmba
UO UONEINPI JO JO 95PI[MOUY JJBIG
sonsst ooeds 30 Sunydry .
SJOIISIA JO SONIANDE SUIAJOAUT SYSTY o
syswr A1Inoos 3o £10Jeg
$901J30
UT p3edy 9q 10UUED 1B} Suised peoyIoAD) .
:01 parruuy|
10U 27¢ Inq ‘opnpur Aew so[dwex] OWOINO

¢2odINo
94l Pa3d9jje s1010t]

231

An implementation guide for community organizations

ZERO SUICIDE in Your Community

An implementation guide for community organizations

230) ZERO SUICIDE in Your Community



“UONTZIUL3IO

oy 01 doyads sourPpms pue od0103d
‘ompaooird ‘4orjod jo Loenbope pue
UONEBZIAN JJeIs 9qIIISI(] "9Fed /SIDIAIIS
Su103U0 PUE YUIWILIN ‘VONIPUOD
‘spasu U1 9 Jo Arewrwuns 2enbape

ue opraozd 01 JUIOHJNS PUL FLI[D SEM ésnonJiquieu)
(1-v 219e.L)
S[re1x(y asne)
100y /si0108 ] (I-v 21qe1) sSurpury suonsang)
[esnen) sadA 1 asne)) 100y sisATeuy sidworg sisA[euy #
(SuUOReZIUESIO FIYIO WOIJ SITIWNIOP
‘P10293 [EDIPIW “3°9) UONELWIOFUL
JUDID I[qE[IEAE I3 JUIXS TeYM O] SSNISI(]
*SUOMDEIIUT JUDID SULINP PIsn SWwISAS ¢arardwon)
uonewrojur oyl @ﬁﬂoﬁw .mOmmDUOM& ¢93BINJ0Y
[BUONEZIULSIO I 03 SUIPIOIJE ‘sTopraord ¢papaau
9F€D PUE $IIINOS [EFFIJOT OPN[OUL UayM J[qE[IEAL
01 ‘W2l ) JO sFquaw £q passaddr UONBWIOJUT
put ‘pareys ‘paro[dwiod o3om SIUIUISSISSE Axessodou o [re
30 Ut SUTU2IDS JUSAD FIYIAYM SSNOISI(] SeAs 99X3op JBUyM OT, | $1
"W 9 1€ 109339 UI SIUIPMS pue
‘o20101d ‘ompasoird ‘Aorjod paugop woxy
(s)ooueprea odurwIoysod 10 /pue SurUIY)
[EOBIID UL SUOISSIIIO 9PN[IUT ¢89589003d
Ppa109dxo woxy suopeasp AJnuapr
01 diyszopeo] 103 ooe[d ur o3¢ s9s89003d
soue[RAINSs 2A00e0Id 1A\ oW
o 1€ suoneIAdp 2durwIrojrad Aue Jo oreme ésuonedadxa jow
drysropes] sem JUaIX2 JBYM O], *$9889203d 1U2A9 9}
9 JO 9PISINO FO UMM Pa1dadxo Supmp 2duewIrojrad
se pawroyrad Jyels FYIAYM 2qIIISa(] paspiq | €1
“farrerrure]
[BIUDWUOIAUD put ‘Aouslodwod ¢IUDAD STY) UT JOIOBJ
JO UONEDHIIIA “BdFE S} O) UONTIUILIO FIY) © $o[oU3UNTO0D
9qII0S9P ‘PIsn 9JOM JJEIS JATIBUIA[E JT yons a1\ | 21
SWMIJA0 AJOIEPULIN
[oodieoy .
SuuTen ssor) .
101
Ppa3tw 30U 278 Inq Opnpour Aew sapdwexy
“3U1jFEIS QANEUII[E JO SN S UONLZIUESIO
(1-v 219e.1)
S[re1d(J Isne))
100y /S1010€,] (I-v 21qe1) s3urpur suonsang)
[esnen sodA T asne]) 100y sIsATeuy sidworg sisATeuy #
ot 9qmIds9(T Aanoe JUdID £S910UA3UNTOD
POSEIIOUT JO ‘JOYITAM PEq ‘SUI-[[ED S [ons Suygers
‘s1ST30 SUTIFeIs B SUIINP SOOP UONEZIUESIO s Jurreap
911 28U UO UONEWIOJUT 9pN[OU] 303 uerd oy st RN 1

233

An implementation guide for community organizations

ZERO SUICIDE in Your Community

An implementation guide for community organizations

232) ZERO SUICIDE in Your Community



sonsst A .
SSO[ JOMOJ

uononnsuod AMoe,] .

(I-v 219e.L)
S[Ie1d(J Isne))
100y /s1030€

Jesne))

(1-v 219v.1)
sodA T, asne]) 100y

s3urpurg
sIsATeuy

siduwros g

suonsang)
sIsATeuy

Suruue[d UOISIOAI(]  »

swn umop yandwo) .

101 PATWI] JOU

93k Inq ‘Opnur AeW s9su0dsar apow an[re,|
£ouoSrowo [EIIPITA] e

frensed ssejy .
JOISESIP [BUTIX o
L2175 I

:0) PolIWI] 10U 93¢ INq OpNIUL

Kewr sosuodsar LouaSrowr] ¢(Guowadora
JUDI[D JO VONINPJE TN ‘SADUIFFOWD
[ero1ARYRq ‘osuodsox prdes ‘onjq opod ypow
“3'9) £Louonbazy ey 1€ pue paronpuod
U29q 9ALY S[[IFP PUE STONEN[EAD

£1978S UM UUIAD ST} 03 PAIB[Y

*JUDAD 9U3 0] UONDITUOD T 9su0dsar apowr
arnrey 10 AouaSrowo [eNIdE UE 01 onp
$$9203d p210odxo UT SOOURBLIEA OISO

¢pa1sa1 pue pauueld
1u29q 2AeY sasuodsor
opow-orn[rej pue
£ouoSrowd 1By A\

8l

¢paRUap!

Asnoraazd 10U sem JeT) JUIAD O UT
POAJOAUT YSIF [LIUIWITOIATUD UE I SEA\
@SS [BIUWUOIIAUD 170d0F 01 MOY MOUY
JJ¥3S SO0(J ¢SUONEMSIT ‘SUONEIads
‘S9P0J 199W JUSWUOIAUD 1UITIND I SA0(]
“SIUDWISSISSE NSIT [LIUSWUOIIAUD AJRUDPT

SIS
[BIUDWUOIIATD
Aynuoapr 01 ooerd

UT 0F SWISAS 1BYA\

Ll

Sum1as pue [9A9] MO VAN .
siutod $$0139 Jo uoNEN[EAT] .
Sunsa Qiqipne wrery .

‘01 pajrwy] 30U 97 Inq

(1-v ?19e,1)
S[Ie1d(J Isne))
100y /s30308

[esne)

(I-v 219e.L)
sadA 1 asne)) 100y

s3urpury
SISATeuy

sidworg

suonsang)
sisATeuy

‘opnpur Aewr sojduwrexy dopm
UONEZIUESIO PISSAIPPE SPasu $s2003d
989} 93¢ MOT] ¢SISIF [BIUSWUOIIAUD
21E3NTW PUE SPaaU $$9203d 21EN[EAD

03 90¢[d UT ST pOyIoW JO [00) UOREN[EAD
1B\ "O[EIS [6qO[3 9FOW B UO 9# UORSINY)
ur 9suodsox oy 01 938[2330d Aew asuodsax
STULT, "JUSWUOIIAUD JUSI[D 9y} dFeuewy
Appanoeosd Jey s9ssa003d opIsuon)

GNO ParIred
Buraq sassoooxd oy
JOJ JUDWUOIAUD
reorsdyd
aendoidde

U3 STYD SEA\

91

Joy10 1wedHIUSIS 1o /pue ‘s1roddns
PayRUDPT ‘A[Urey YUSND JO JUSWIA[OAU]

UONEIUNWWOD JJO-PUEY [EUTIIXD

put [euraiur Jo vona[dwod 1odord .

*210 ‘A3o[ouTuro)
‘SUONTIAdI(qE ‘SIOIFIEq [eIm[nd /oFenue|
0) pare[oI SSUIPULISIOPUNSIIA] o

UOTIBWIOJUT
£93] JO UOREDIUNWIWOD JO SUTWN Y],

:orerrdoxdde

st ‘osuodsor 1ok ur SUIMO[[OF O} FIPISUOT)
*JOIIIU YO¥[ I JO UORELITUNTWIOD
STUOTIID VINLIM [eqIdA JO

UONEN[EAD SPN[OUT P[NOYS UOHEIIUNWWOD
01 P21E[DF $TOIDEJ JO STSA[EUy

¢orenbope
syuedonred
Suowre
UOTEITUNWWOD
ST 92139p JEYM O,

Sl

235

An implementation guide for community organizations

ZERO SUICIDE in Your Community

An implementation guide for community organizations

234) ZERO SUICIDE in Your Community



"ITINJ SY UT SIUIAD ISTIAPE [enuajod
o1ednrw dpoy ued 1eyy wasds £3o[outdan [eapr

¢oININg O3 UT SYSIF
20Npo3 0) PAUSISOPoI
JO paoNponul

o1 9qIIdSI(T 'USISIPAF 30 voneIudwduwr 2q £3oouyoa
303 sued armng Lue 9qIOsa(] WS Moy | bz
¢suoneoyyads st
JO opIsINO pasn £30[OUYD] I SBA\
¢IUOWUOIIAUD PUE MO[FIOM I
PIM [[oM Fom AZ0[OUTDA O PI(T  »
¢SIYBISTW
[2182-01-4S¥9 JO SJOIID SN IZIWITUTW
0] poudIsop A30[0UYD9] O} SBA\ e
‘U0 0S pue
9uowdmbo jo feuonouny ‘syo1oey
uvewny jo 1oedwr ‘Aousrodwod ¢popuaT
‘Bururen ‘uoneonpa 03 anp ssa303d st pasn £3ojouyda
P2102dx2 o3 UT S90UBIIEA 9qIIISI(] J[qerreae sex\ | ¢g
("030 “oonoead
paseq-20uapIad ‘Surderd ojo1/uonemurs Jo
asn ‘S[[Is SuURUI [eonmId ‘sopuatadwod ¢pasordur
3"9) JUGAD 0] 9DULAD[DF SIT SSNISIP PUEL 9q SuTUTER 9D1AIOS
Paren[eAd 9J€ J3ElS 91 JO SPISU UONEINPD -UT PUE UOPN®IUDLIO
3uT03UO PUE UONEIUIO MOT] GIFISI(T UEd MOT] e
JSUONIPUOD
snopiezey Qyesun
ésysir parrodar Surmor(og sisAeue Aue woig PUE ‘S1U9A9
SUTWWAIS SUONDE JATIIIIIOD ILIMVNUIWOD 9SIOAPE ‘S[[ED 9SO[D
(1-v 2192 L)
S[re1d(J Isne))
100y /si010e g (I-v 21qe1) s3urpur] suonsang)
[esnen sodA 1 asne) 100y sisAfeuy sidworg sisATeuy H
dryszopes] soo(] ddururen o Surpnpur
$921M0s93 pasmbox 703 popraoid diyszopesy ‘syuond £193eS JUATD
SB] SWIEY JUDI[D JOJ JSIF 9onPa3 O} JO WNNURUOD 33
sornseaw sunuawadwr Jo5 AIIqeIunodde ssorppe diysiopes]
arensuowap diysIapes] s20(] $90p MOL] 1z
UMOUY
ST ST} MOY SSTIOSIP UONEITUNTIWOD O}
SIOTIIEq OU 93¢ 9393 T *(UONEIUNWWOD
VS -1sonbay Guswssassy ‘punoidyoeg
‘uonenIg Jo Isn ‘3-9) SISTITEq UMOP
jE21q 01 UIYE) FJUTq $AINSLIW 9} AJNUp|
*£31An0€ 39370M-00 130d9T 03 2dUEION[F $83030%§
10 UONEPIWNUL [enprsax ‘O[dwexs Jo,| ysix enuarod
“UONEBZIULSIO OU3) A PIYHUIPI USIQ SALY JO UOREDTUNTWWOD
1B SI9AIS9TEd SUOWE UONEIUNWWOD 01 SFa1IFEq
9ARD93F2 01 sIoTIEq oPIads 9quIIsa(] o are ey | 0T
dparuowordwr soSueyd o3t MO .
@o8ueyd 10§ suonsaFans sokodwo
$$900€ JO J[SIF JO SEaFE JNUIPT O3
spoypow ysiqeIss diysropes] so0p MOF]
¢IOIABYDq
oandnisip ssorppe diysiopes] soOp MOF{ e
¢£3078s PUE OIMIMND
2INSEIW UONBZIUELSIO 9Y) SOOP MOF{ o
ésonrea
£yoges pue armIMd S UONELZIUESIO
o Arensuowap diysiopesa] S90p MOF{
$SBITE SUOnINPaJ
snewaqoid 10 suonenyrs Aysix Surpresor ys1r 330ddns ormand
JJ1S WO3IJ SSUTUIEM PUE ‘SUONSIS3ns 9Fueyd S UONEZIULSIO
98JN02UD 2JMIND [[EIIAO0 U} SOOP MOF] 9} S90P MOF] 61

237

An implementation guide for community organizations

ZERO SUICIDE in Your Community

An implementation guide for community organizations

236) ZERO SUICIDE in Your Community



Action Ttem #1
Action Item #2:
Action Item #3:
Action Item #4:
Action Item #5:
Action Item #6
Action Item #7:
Action Ttem #8

CORRECTIVE ACTIONS
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STUDY

In the Plan 2.0 and Do section of the Zero Suicide Community Implementation Toolkit you
worked through your Zero Suicide Initiative implementation. Throughout the Study phase of
the project, the focus will shift to evaluating your hard work.

In this section of the Toolkit we will cover:

« Introduction to Project Evaluation
« Common Approaches to Project Evaluation
« Zero Suicide Outcomes and Impact
« Client Measure Outcomes
« Staff Competency
+ Implementation Review
- Fidelity
+ Data Reporting

Resources to have on hand (or screen):

« A copy of the Toolkit: Plan 1.0 and Plan 2.0 sections
« A copy of your Project Plan

« Zero Suicide Toolkit": zerosuicide.edc.org/toolkit

ZERO SUICIDE in Your Community: An implementation guide for community organizations

Study

Introduction to Project Evaluation

There has been a lot of time and energy put into planning and implementing the Zero Suicide
Initiative, but we can’t stop now! “Study’, or also known as “Evaluation’, is a very important
element of project management because it helps to plan, organize, monitor, and control the
project’s outcomes, activities, and progress® The data helps us to compare initial predictions
about how the initiative would go, and inform quality improvement strategies before
reaching sustainability and project close out. In fact, this is such an important element of
project management that the Plan-Do-Study-Act (PDSA) cycle has an entire stage dedicated
to studying the project’s status, and the Zero Suicide framework included “Improve” as one of
the 7 essential elements: “Data-driven quality improvement is essential to ensure improved

"1

patient outcomes and better care for those at risk of suicide” .

During the Plan and Do phases, you started to do some preliminary thinking about how

you would evaluate the Zero Suicide Initiative in your organization. Data collection can be
challenging, and feel outside of our comfort zone, but don't lose sight of why it is done in the
first place. When we have the “facts” about how the initiative is going, we can adapt, pivot, and
flex as necessary to make quality improvements. Having a sound data plan from the outset
can be a great help as you proceed in analyzing how the initiative is going.

At St. Joseph’s, we quickly learned that the process of data collection within
hospitals was complex. Some barriers and challenges that we encountered

related to training opportunities, methodology, communication, and inter-rater
reliability. In saying this, the team overcame these barriers/challenges by creating
a methodology report that outlined all data measurements and procedures to
ensure accuracy and consistency. We (the immediate project team) also decided to
meet with each other once per week to ensure deadlines were met and priorities
were well communicated.

[ TIP: o

Now is also a good time to plan out the timelines for when you choose to engage
in PDSA cycles to make initiative improvements (e.g., quarterly to align with
typical reporting periods). On the outset, your project team may be making more
frequent adaptations, but as the initiative nears close out, you may determine to
meet every six months, or every year to discuss any required adaptations.

\. J
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https://zerosuicide.edc.org/toolkit

In this section of the Toolkit, we would like to
encourage you to think about other elements of

data you can consider to enhance your Zero Suicide
Initiative evaluation. For example, if you implemented
suicide event reviews (recall from the Plan 2.0

section of the Toolkit), you may wish to audit the
documentation from your root cause analysis and
action plan to identify trends, improvements, and areas of opportunity.

Helpful resource: Zero Suicide
Healthcare Evaluation Framework:
Outcomes, Actions & Measures
developed by the Zero Suicide
Institute of Australia3.

There are many methods for data collection, including implementation reviews, surveys,
guestionnaires, records analysis (documentation), interviews, and focus groups. You will

read about how you can integrate many of these different options below. Having a variety of
methods in your data collection can add to the depth and breadth of your evaluation.

Common approaches to a project’s evaluation include measuring:

1) The outcomes and impact of the Zero Suicide Initiative
2) Implementation review (i.e. how did the implementation of the initiative go?)

Below, let’s review some examples of these two types of evaluation.

Common Approaches to Project Evaluation

1. Zero Suicide Outcomes and Impact:
a) Client Outcome Measures

At this point, the project team is now tasked with revisiting your evaluation plan (developed
in the plan phase). Having completed project implementation, you may wish to add to the
evaluation plan and consider how key client outcome measures that indicate the system and
policy changes may be having the desired effect, such as™:

- Preventative processes are adhered to (e.g. suicide screening rates, assessment, Safety Plan,
Coping Plan, lethal means counselling and restriction, caring contacts, missed appointment
follow up, care planning)

« Required actions for clients who are screened/considered high risk of suicide are adhered
to, including number of clients who have been supported in transitions of care (e.g. crisis
center, emergency department)

« Rates of suicide attempts and/or deaths with/without identified risk
« The experience and satisfaction of clients who were supported in suicide prevention

ZERO SUICIDE in Your Community: An implementation guide for community organizations

Study

St. Joseph'’s currently collects data on the following measures: Adherence to caring
contact process, suicide attempt and death rates, and quality completion of suicide
screening tools, Safety Plans, and Coping Plans. Both manual and electronic data
collection take place at St. Joseph’s, and examples of each are provided below.

Manual data collection:

Inpatient Areas’ Compliance Percentages of the C-SSRS Since Last Contact

Q22019 Q32019 Q4 2020

Time Frame (July 1,2019 - (October 1,2019 - (January 1, 2020 -
September 30, 2019) December 31, 2019) March 31, 2020)

Total Number 47 46 74

Total Number 88.20% 91.84% 91.34%

Compliant

100
90 ————————¢
80
70
60
50
40
30
20
10

0

Compliance Percentage

Q22019 Q32019 Q42019

Quarter

Electronic reporting system:

During the 2020 year, the St. Joseph’s Zero Suicide team worked with the Quality
Measurement and Clinical Decision Support and Business Intelligence teams to develop an
automated data reporting system for inpatient screening tool results. The teams also worked
together to develop an automated e-mail system that sends notifications to leaders and
Clinical Nurse Specialists when there are outstanding or incomplete screening tools. Prior

to these automated systems, we solely relied on manual audits which were time and labor
intensive. These automated systems have helped increase screening tool compliance rates
by sharing results in real-time to drive practice change.

ZERO SUICIDE in Your Community: An implementation guide for community organizations @


https://zerosuicide.edc.org/sites/default/files/2021-02/ZER-09%20Evaluation%20Framework-Final.pdf
https://zerosuicide.edc.org/sites/default/files/2021-02/ZER-09%20Evaluation%20Framework-Final.pdf
https://zerosuicide.edc.org/sites/default/files/2021-02/ZER-09%20Evaluation%20Framework-Final.pdf
https://zerosuicide.edc.org/sites/default/files/2021-02/ZER-09%20Evaluation%20Framework-Final.pdf
https://zerosuicide.edc.org/sites/default/files/2021-02/ZER-09%20Evaluation%20Framework-Final.pdf

Study

Screenshot of the Automated Electronic Data Reporting System Results (client level): Screenshot of an Automated E-mail sent from the Electronic Data Reporting System:
Electronic Screening Tools - Columbia-Suicide Severity Rating Scale (C—§SRS) Lifetime - Admissions el STJOSEPH; ' Good Morning,
Parkwood Institute Mental Health and Southwest Centre g e @
May 2020
St. Joseph’s Health Care London is committed to suicide prevention and quality improvement.
By Quarter By Month
prereen | remern || perpreen | ey || greseen | Erereey || oo | grmeovses | preen m E-mail notifications that identify incomplete Columbia-Suicide Severity Rating Scale (C-5SRS) Lifetime screening
tools create a prompt for your engagement with clinician(s) to ensure completion within 3 days of admission.
C-SSRS Lifetime Screening | acmssne cu::lh.: ! Parkwood Institute Mental Health and Southwest Centre
Total ing G5 & H2) s 2 25.0% If you have questions regarding C-SSRS Lifetime completion, please contact
Eaconsic 1 1 100.0%
e : : 108 9% Thank you for your diligence and ongoing support.
Peychiatry 1 1 100.0% Documentation as of 3rd Day of Admission
] Confidential m‘; m Age Gl Rick Level freckons. "'.'.J':L"’." ?.".?.:'.f's'.’.'.."ﬁ.' ':;::::‘."b’: 12.“.'.'.1."‘2* M: ! 1 : ; : s . : . .
Information Removed [ me | e e ki) Electronic Screening Tools - Columbia-Suicide Severity Rating Scale (C-SSRS) Lifetime - . V—
FMHAU 4 s e Yes Mol Requred | Nt Requred l:] i 3 = 5 J()Slﬂl [ I\
e : : T ' Admissions HEALTH CARE
= S LONDON
dokscent Y " T4.5% Unit(s)
EM-ADOL HE 7 5 14.3%
FAychuty 7 1 14.3% Documentation as of 3rd Day of Admission
Currentor C-11RS Required mtencity of | Aotusl Letnauty 1 o Reacon Not |
e Ercounrs | o e G el | ey T e e Datemans poaee Error Message: No C-SSRS Lifetime Documentation Can Be Found
_ i FI—— - = Action Required: Complete the C-S5RS Lifetime within 3 days of admission as per SJHC London Corporate Policy: Suicide Risk Assessment & Prevention
sonfidente FrvanoL s ] R e o "
Information Removed = e T v T - Reason Not C-SSRS
= - Encounter Details Completed Lifetime
FALADOL HE W No Date/Time Datel/Time
[rp—_— P =TT e ~
PALADGL HE = [ N
Screenshot of a Chart from the Automated Electronic Data Reporting System: Encounter Number: 3
Screening Tool Data (organization level): Admit DatefTime: 2021-12-17 10:41
Due By: 2021-12-20 23:59
New Admissions to Inpatient Units and Compliance Rates of C-55RS
Lifetime (Q2 2019 - Q2 2020)
100
90
E w0
3 70
5 60 =
ﬁ 50 46 47 _—
2w b) Staff Competency
g 30
& Workforce Survey
0 . . . . .
@19 @' Q420 NED @ Staff competency can be evaluated with re-administering the Workforce Survey (WFS) which
Quarter

you will recall from the Plan 1.0 section of the Toolkit. It is recommended that the WFS is
completed with staff every 12-18 months'. This provides an excellent opportunity to assess
the effectiveness of education, and levels of staff competence and confidence. Below we have
provided an example of some pre and post Zero Suicide implementation data rreuslts from
St. Joseph's WFS for an outpatient mental health team.

@ ZERO SUICIDE in Your Community: An implementation guide for community organizations ZERO SUICIDE in Your Community: An implementation guide for community organizations @



2018 Zero Suicide Workforce Survey - Key Results (45 respondents)

Areas in which staff/physicians would like more training, resources, or support:

Area Percentage | Responses
Policies and procedures 60.53% 23
Staff roles and responsibilities 55.26% 21
Undt.erstanfimg and navigating ethical and legal 55 26% 21
considerations
Suicide screening practices 50.00% 19
Collaborative safety planning for suicide 50.00% 19
Det.ermmmg. al-pproprlate levels of care for patients 50.00% 19
at risk for suicide
Suicide-specific treatment approaches 50.00% 19
Have you ever received training on how to —— No 21%
recognize the warning signs that a patient Yes 79%

may be at elevated risk for suicide?

2021 Zero Suicide Workforce Survey - Key Results (46 respondents)

Please note that the sample of respondents are not from the same cohort as the 2018 data,
which is partially due to staff turnover. However, this still provides a snapshot of reliable

comparator data.

Areas in which staff/physicians would like more training, resources, or support:

Study

Focus Groups/ Interviews

Another excellent source of information to assess staff competency and experience is to elicit
feedback in conversation with staff. In March 2020, the St. Joseph'’s Zero Suicide Initiative
team organized focus groups with a group of inpatient and outpatient clinicians to receive
feedback on the initiative, have discussions around suicide prevention, and determine any
identified areas for further education/training. Below, we have outlined example questions
asked, as well as some of the clinicians’ responses.

Q: What was the most effective education related to suicide assessment/care
for you, personally?

A: “ASIST”

Q

What are some positive elements of the C-SSRS Lifetime tool/its use/purpose?

e

“A segment of the staff think that if we talk about it, it will happen...
so this is the opposite and [the tool] forces people to talk about it

2. Implementation Review:

Evaluating the implementation of a project, or the methods and strategies that facilitate
the uptake of evidence-based practice, is also referred to as ‘implementation science’ As a
relatively new field of study, implementation science aims to “...close the gap” between what
we know and what we do by identifying and addressing the barriers that slow or halt the
uptake of proven health interventions and evidence-based practices™.

Where to start? With your project team, begin to think about how you met your goals,
objectives, and activities to determine whether or not the project has produced the planned
for/intended results. Review your project plan and create notes beside your goals, reflecting
on the status of each. Also consider the field notes you kept throughout the project, and
spend some time reflecting on how smoothly the project roll out went, such as:

1)  What facilitated the project’s implementation (e.g. leadership support)?

Area Percentage | Responses
Policies and procedures 60.53% 23
Staff roles and responsibilities 55.26% 21
Undt.erstan'dmg and navigating ethical and legal 55.26% 21
considerations
Suicide screening practices 50.00% 19
Collaborative safety planning for suicide 50.00% 19
Det.ermmmg. a.pproprlate levels of care for patients 50.00% 19
at risk for suicide
Suicide-specific treatment approaches 50.00% 19
Have you ever received training on how to 2 No 4%
recognize the warning signs that a patient
Yes 96%

may be at elevated risk for suicide?

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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2) What were some of the barriers to its implementation (e.g. timing)?

3) What were some of the most effective mechanisms of change (e.g. stakeholder
engagement)?

4) What are some of the strengths | have identified about the organization’s capacity to roll
out a project (e.g. innovation)?

Study

It is recommended that the OSS is completed approximately one year after implementation,
however, based on the size of the organization and when you are completing a PDSA cycle,
you may feel that it is appropriate to complete this sooner. Try not to review your previous
findings until you have completed the OSS at present time. Then, take some time to compare
your previous and current OSS. Don’t forget to stop, take a breath, and recognize all the work
you have done, and the progress made — recognizing your efforts. Completing the OSS every
year post implementation will reveal to your organization how well you are adhering to the
Zero Suicide framework and point out the areas where you can engage in a PDSA cycle and
strive for continued improvement.

Share your findings from the OSS with staff! This could be in a recap/progress meeting,
report, presentation, etc. Rewarding progress and highlighting opportunities for
continued improvement will help keep the initiative’s momentum going.

Example: Several years after “go-live” at St. Joseph’s, clinicians identified how they
could enhance their care planning procedures and provision of evidence-based
treatment. With a commitment to learning and achieving fidelity to the Zero
Suicide framework, key stakeholders began working together to study the research
about how they could continue improving care for chronic and complex suicidality.

One resource we highly recommend is the Zero Suicide Institute of Australia,?“Zero Suicide
Healthcare Evaluation Framework: Outcomes, Actions & Measures.” Although this document

Fidelity

Next, let’s take a look at evaluating the implementation of the Zero Suicide Initiative more
closely by examining fidelity to the framework. Implementation fidelity speaks to the degree
to which an intervention or model is delivered as intended. In other words, how closely

does your implementation match the Zero Suicide framework and what you planned to

do? As for how to measure fidelity, remember that “Organizational Self Study” (OSS) you
completed during the planning phase (specifically in the current state analysis) of the Zero
Suicide Initiative? You can choose to return to this, completing it based on where your suicide
prevention efforts are today.

ZERO SUICIDE in Your Community: An implementation guide for community organizations

was created with a healthcare lens, it provides exceptional guidance to organizations seeking
to better understand the theory related to project evaluation as well as key outcomes
organizations can measure their progress in. Most importantly, organizations can measure
their fidelity to the Zero Suicide framework, and also consider their involvement with high
level outcome measures (e.g. community suicide death rates, proportion of those presenting
to the ED for a suicide attempt). These are important considerations where communities tend
to lack coordinated data collection and reporting.
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Data Reporting

How you share your data will really depend on the scale of your initiative and the size of your
organization. For example, you may have embedded this initiative into a quality improvement
organizational program that involves senior leaders and that has specific reporting
requirements. Or you may include data results in each Steering Committee or project team
meeting. Whatever you decide, the important part is that the data is accurate, transparent,
and used positively to promote quality improvement.

Further, it is an important principle to always share data results with those from whom you
collected it. The ability to have tangible results demonstrating progress is important for
staff - ensuring they can see the fruits of their labor. You may wish to include an area on an
organizational webpage, or as a standing agenda item for team meetings where you can
report such findings.

Again, depending on the size and scale of the initiative, you may also have requests from the
media to share the good news of your work. As an underserved area, such an initiative has the
potential to catch the eye of the public. Developing a one-page overview of your work can be
a useful reference to use, so that you can share information quickly and effectively.

Other opportunities for data sharing (knowledge translation — more on page 112) may
include (but are not limited to):

« Consortium or community of practice

- Conferences

« Scholarly publications

« Organizational reports

« Public website

« Social media (e.g. infographics or videos)
« Community forums/meetings

« Newsletters
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Conclusion

The information provided above is not an exhaustive list of all that you can study or the ways
you can share your good work. It is prudent to also consider measures that might be specific
to/required by your organization, such as funding or legislated/adopted quality markers/
indicators (e.g. Accreditation).

Each organization can benefit greatly from completing a comprehensive and structured
evaluation. Recall that you can use the “Zero Suicide Data Elements Worksheet” (Plan 2.0
section of the Toolkit) as a useful guide. By completing ongoing evaluation of the project,
your organization stays committed to a culture of learning and growth (quality improvement).
Remember, another added bonus is that by completing formal evaluation you will increase
your leadership potential in translating your new-found knowledge to others and contribute
to the greater ongoing efforts of universal suicide prevention.

In this section of the Toolkit we've offered some guidance in developing your project
evaluation. Next, we will consider how you act on this data to drive quality improvement.
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Having made a significant investment of time and energy into enhancing suicide prevention
practices at your organization, sustaining your hard work is crucial.

In the Study section of the Toolkit, we reviewed how quality improvement is iterative and

in a continuous cycle. The Act section of the Plan-Do-Study-Act (PDSA) cycle encourages:
standardization of improvement; implementing any required changes or modifications;

and implementing a new PDSA cycle. In other words, Act stands for “the hard work of
experimentation, adaptation”, and “holding the gains”'. The Act section of the PDSA cycle asks
the question: How can you continue to build on your momentum and success?

In this section of the Toolkit, you will review some key strategies for quality improvement,
implementation spread, and sustainability:

« Refining the plan

- Organizational spread (Sustainability: Locking in the progress\
. . . already made and continually building

- Creating a culture of continuous improvement upon it.

+ Sustainability plan ) Spread: Actively disseminating

» Knowledge translation knowledge and implementing effective

« Project close-out \practices in every available program.’

« Conclusion

Resources to have on hand (or screen):

« A copy of the Toolkit: Plan 1.0, Plan 2.0, and Study sections
« A copy of your Project Plan
. Zero Suicide Toolkit website: zerosuicide.edc.org/toolkit
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Act

Refining the Plan

As mentioned above, Act is the phase of the PDSA cycle when plan adjustments and
adaptations need to be made based on the project’s formal evaluation, anecdotal experience,
observation, and informal feedback. This action oriented, experiential learning is invaluable
because it is unique to your organization. Review your original Project Plan meaningfully and
consider what needs to be refined. Track changes on your original Project Plan, or create a
new one that is time stamped, so that you are able to review the implementation’s evolution
(recall from the Study section of the Toolkit that this will serve as data in an Implementation
Review). There is no wrong amount of adaptation or refinement - the point is that it is being
done, and that the organization is committed to the changing nature of project work.

At St. Joseph’s, the implementation team was projected to focus their energy

in 2020 on Phase 3 of the project, which entailed spreading the initiative to
community partners. With the onset of the COVID-19 pandemic, the team
realigned goals to include a PDSA cycle of Phase 1 and 2 of the initiative, alongside
our Phase 3 work of developing this Toolkit. A lot had changed in the health care
environment and the Zero Suicide team was committed to looking at innovative
ways to improve patient care, such as virtual suicide care, team debriefing, and
improving evidence-based treatment.

Niagara Region Public Health had been scheduled to roll out Zero Suicide with
additional internal programs, but with Public Health at the front lines of the
COVID-19 pandemic, many staff were redeployed to support the pandemic
response. Focus shifted to creating this Toolkit to support teams as they return
from redeployment, as well as community organizations following the pandemic.

Our Mental Health program continued with their services to clients, with slight
shifts to align with pandemic restrictions — while this was happening, the working
group conducted chart audits to understand how staff are using the C-SSRS tools
and look for areas for improvement to support staff with this work.

Once adaptations have been implemented, consider how these “lessons learned” can be
applied to other service areas when it is time to “spread” the initiative (if applicable). Take a
moment to write down 3 important lessons your organization has learned to date:

1.

2.
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Organizational Spread

If you are piloting the Zero Suicide Initiative in a select number of service areas, you may now
wish to incorporate what you have learned, and begin implementation and spread to other
areas. Recall from your Project Plan, what your broader organizational goals are.

Now is the time to fully develop and
implement your spread plan which means
re-entering the PDSA cycle (and use of this
Toolkit) for the upcoming areas.

Resource: Check out the Institute for
Healthcare Management (2008) Getting
Started Kit: Sustainability and Spread
(How-to Guide), part of the 5 Million Lives

The next areas we plan to spread this Campaign, for some excellent information.
initiative to include: &

Service Area Timeframe

The foundation for spread now rests on the success and lessons learned from the project’s
pilot service area(s). Reengaging stakeholders (including leadership) to help with planning
and oversight of upcoming implementation(s) is important for continued success. Sending a
clear message about spreading the initiative, supporting participation from staff, and sharing
results from the pilot area(s) with practical examples (and staff quotes) will help with staff
engagement and more expedited future implementation. Take advantage of the experience
and expertise of the pilot implementation team, as well as the rich learning from the
successes and challenges you have experienced to date.

2

Celebrate and share what has worked well. Connect results to purpose and help staff
to realize how they are making a difference.

Leverage the experiences and subject matter expertise of the pilot areas.

Complete a current state analysis for new area(s) of implementation. Leverage what
you can from the pilot area(s) (e.g. tools, processes, procedures) and determine what
will require adaptation. For example, who are the experts for this location? Are there
new risks to mitigate? What adaptations will be required for this area’s success?

U J
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Creating a Culture of Continuous Quality Improvement

As suicide prevention practices continue to spread throughout service area(s) in your
organization, it is important to consider how to influence a culture of continuous quality
improvement. Some well-known, credible sources on sustainability in health care systems
outline the following properties that sustain continuous quality improvement' 2:

1. Supportive management structure: Leadership treats quality of service as a high priority,
devoting regular attention, creating accountability systems for improvement, and
recognizing success.

Example: Review intervention-level performance (metrics) monthly in a structured
reporting format.

2. Structures to foolproof change: Organization builds structures that make it difficult (if not
impossible) for staff to revert to old ways of doing things.

Example: Leverage tools and technology (e.g. checklist, or electronic documentation
system). Ensure required processes are documented in policy/procedure/guidelines and
training materials.

3. Robust, transparent feedback systems: Measurement systems that provide data to those
at every level of the organization, comparing it to the standards set out by management.

Example: Organization has a data measurement system/personnel that regularly
generate data and measure this against the articulated project goals.

4. A shared sense of the systems to be improved: All stakeholders involved in improvements
share an understanding of their roles in the processes and systems they are working to
improve.

Example: Leaders use tools to map the process that’s been improved (e.g. flow chart), and
allow for shared analysis of these systems during ongoing sustainability work.

5.  Aculture of improvement and deeply engaged staff: Organization shares a sense of pride
around performance and improvements and many enjoy the work. Staff are aware of the
initiative and feel invested in the outcomes.

Example: Staff job descriptions and performance reviews include attention to the
initiative and skills required (e.g. skills in suicide prevention). Staff are able to explain their
role in quality improvement. Leaders of the initiative create opportunities for regular
feedback sharing.

6. Formal capacity-building programs: Organization makes training and skill building a high
priority, and there is a culture where improvement work is integrated into day-to-day
activity.

Example: Leaders of the initiative work with staff to enhance competence and
confidence, ensuring that every stakeholder in the organization has training for ongoing
quality improvement changes.
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Which of these properties are evident in your organization?

In which ways could your organization improve methods to sustain continuous quality

improvement?

Sustainability Plan

Now that you have had your focus on how to sustain lasting project results, it is helpful to
develop some specific goals and plans. There are many resources available on the internet,
but one we recommend is the Institute for Healthcare Improvement Sustainability Planning

Worksheet.

Knowledge Translation

Knowledge translation (using what we have learned from implementation and data collection
and moving towards applying that knowledge in a practical way)? can occur at many stages
throughout project implementation - you do not need to have completed your entire

implementation before you start sharing your work
with others. In the Study section of the Toolkit,

we discussed different forms of data collection

and evaluation, including 1) the outcomes and
impact of the Zero Suicide Initiative, and 2)
Implementation review. Depending on how

you've structured your evaluation, you can now

use this information to share your work with

others. Sharing your experience and progress made

TIP: \

Remember that you do not only have
to share what worked well, or as you
anticipated, with others. Some of the
most valuable information comes

from learning what did not work well.

towards suicide prevention is “knowledge translation - what makes research matter".
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Questions to consider when thinking about your plan for knowledge translation include*:
What is the concept (i.e. what am | seeking to share)?
Who is the audience that | am seeking to share this with (i.e. who will use this)?

What is the message that | am trying to deliver (i.e. how will | effectively articulate
information for this audience)?

What is the medium/method that is most appropriate to do this (i.e. where/how will this
information be shared)?

What are the tools that | will require to do this (i.e. skills, personnel, resources)?

Common mediums/methods for
knowledge translation include:

(Community of Practice (COP): A group of people\
« Community partners who share a common concern, set of problems, or
interest in a topic and who come together to fulfill
both individual and group goals. A COP typically
meets regularly and shares best practice and

) works to create new knowledge’.
« With other branches of your G J

organization (if applicable)

« Local communities of practice/
working groups/tables/educational
speaking engagements

» Online forums, newsletters, or Internet pages TIP: \

(print media) If you do not currently belong to a

- Conferences (oral, poster, or other methods) community of practice related to
suicide prevention, we encourage you
to seek out joining, or develop one in

your local community.
« Develop resources (hint: this Toolkit is one of U J

ours!)

« Publication to a scholarly journal
« Policy brief to different levels of government

Jot down a couple of ideas for how you may participate in knowledge translation in the
future:

It may feel like some extra work to engage in knowledge translation, but doing so can create
networking opportunities, support professional development, and contribute to the greater
body of evidence-based practice that helps make communities more suicide safe.
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Ongoing Project Maintenance

The time has arrived, and your project may now be referred to as an ongoing pursuit of
patient safety and/or aspiration for a multitude of reasons. Sometimes it is due to a time
or resource limitation, but it can also be because you've successfully executed your suicide
prevention workplan. Whatever the reason — well done.

Feeling as though you can set the sustainability process into motion requires confidence
that the project goals have been completed and performance is sustained (also known as
“hardwired” or “baked in”). When there is a sense of ownership built into the organization the
“special project” you've been working on becomes an operational responsibility and staff are
motivated to continue the good work... for the long term.

As you work towards ongoing project maintenance (remember Zero Suicide is a continuous
pursuit), consider developing a list of potential risks, as well as the implementation team’s
perspective of ongoing opportunities for continuous quality improvement.

At St. Joseph’s, the Zero Suicide Initiative team developed a project risk document,

which outlined the risk of project close out, risk mitigation strategies, risk level, and
the corresponding element of the Zero Suicide framework. See Appendix V for the

template.

Knowing that the implementation’s resources and capacity may be reduced in their intensity,
you may consider creating a sustainable working group or select individuals (“Champions”)
to continue championing the initiative. This working group may continue to meet regularly
at prescribed intervals to monitor and sustain the project. Some common goals of a working
group at this time may include:

« Continuing to monitor data and measure progress
« Review or update policy/procedures when required or during prescribed intervals

« Review or update education/educational requirements (respond to changing needs/best
practice updates)

« Subject matter experts available for consultation/support for complex client situations

« Connecting with/supporting other organizations as they implement suicide prevention
practices

Instead of simply dissolving the regular project team, processes, and structures that have led
the initiative, consider how you can communicate with all staff that will be impacted by this
change. You may wish to consider sharing the following:

« Initiative successes and key milestones
« Strategy for ongoing support and continued quality improvement
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Conclusion

Now that you are focused on, ongoing project maintenance, this Toolkit also comes to an end.
Remember that this is a resource you can frequent regularly, and in any order, to meet the
non-linear and ongoing needs of project management. Some of you may have started this
journey several months, or even years ago. Take a few moments to reflect on this initiative,
and recognize all of your hard work to date. What will you take away from your work on this
initiative? Consider how this initiative has made an impact in your organization, for those you
serve, and in your community.

Thank you, and remember that your work has been of great service to others:
For the 10 people who die by suicide each day, and the other 210 that attempt®.
For the 7-10 people profoundly affected by each loss®.

Together, let’s remain a part of the collective effort towards suicide prevention.

Simply put, one life lost is one too many.
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Project Closeout: Potential Risk Identification

Risk level Zero Risk Risk Mitigation Strategy
Suicide
Element

Phase 2:

Phase 3:

Risk level description:

High-
Moderate-
Low-
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