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What Is Zero Suicide? 

 Part of the National Strategy for 
Suicide Prevention  
http://www.surgeongeneral.gov/library/report
s/national-strategy-suicide-prevention/ 
 GOAL 8: Promote suicide prevention as 

a core component of health care 
services, to include promoting "zero 
suicides" (8.1), continuity of care (8.4), 
coordinating services (8.7), and 
developing collaboration (8.8).  
 

 GOAL 9: Promote and implement 
effective clinical and professional 
practices for assessing and treating 
those at risk for suicidal behaviors 

Suicide Care in Systems Framework 
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Developed a set of recommendations for health systems and providers based on the work of:
U.S. Air Force
Henry Ford Health System
Magellan Maricopa Collaborative
Veteran’s Administration
National Suicide Prevention Lifeline


http://www.surgeongeneral.gov/library/reports/national-strategy-suicide-prevention/
http://www.surgeongeneral.gov/library/reports/national-strategy-suicide-prevention/


Why ZeroSuicide in Health Care? 

We Need A Healthcare Focus on Suicide Prevention, and 
A Suicide Prevention Focus on Healthcare 

Until Now, We Have Neither 

Suicide Prevention Field Health Care  

An Urgent Burden  in 
Crisis Care, ED’s, 

Inpatient Psych…But Not 
a Priority for Health 

Systems 



What is Different in Zero Suicide? 

A Core Healthcare Focus on Suicide Prevention, and 
A Suicide Prevention Focus on Healthcare 

Suicide Prevention 

 
--All Behavioral Healthcare 

Settings 
 

--Integrated/Advanced 
Primary Care 

 
--ACO’s, Integrated 

Systems 
 

--Health Plans 

Health Care 



Why Suicide Prevention in Health Care? 
Risks and Solutions are there 

 Half of the people who die by suicide saw an MD in previous 
month 

 South Carolina: 10% of all people who died by suicide had 
been in ED in previous 60 days 

 Risks are great among people receiving mental health care: 
• Risk among people with depression and other mental health 

problems are 4-20x general population 
• Kentucky: 20% of all suicides in state among people who got any 

MH care (claims/deaths crosswalk) 
• NYS: 226 reported suicides in public MH system in 2012 (15% of 

estimated 1500 suicide deaths in NYS) 

  But…solutions are emerging! 



You can’t fix what you can’t measure…. 

8 

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

Ahmedani BK et al (2014). Health care 
contacts in the year before suicide death. 
Journal of General Internal Medicine, online 
Feb 25. DOI: 10.1007/s11606-014-2767-3. 

Karch, DL, Logan, J, McDaniel, D, Parks, S, Patel, N, & Centers 
for Disease Control and Prevention (CDC). (2012). Surveillance 

for violent deaths—national violent death reporting system, 16 
states, 2009. Morbidity and Mortality Weekly Report. Surveillance 

Summaries (Washington, DC: 2002), 61(6), 1-43. 

Of those with contact 
with health care, 45% 

had a psychiatric 
diagnoses 



Henry Ford Health System 
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For example,  
These data are from a large health maintenance organization (HMO) serving about 200,000 members. 
 at baseline, they had an annual rate of 89 suicides per 100 000 members
 They implemented a quality improvement effort known as the Perfect Depression Care program in the Behavioral Health Services (BHS) division
 Within 4 years, the suicide rate had decreased by 75%




Why Do We Need A Systematic, Clinical Approach? 

 There’s no “single path” suicide prevention solution that is 
adequate and many common approaches won’t reach most people 
at the greatest risk 
• We have missed some lessons from our greatest suicide 

prevention success: 
 
 
 
 
 

• We have to reach everyone at risk: An identified (“boundaried”) 
population, and a way to reach them 

 We have (new) solutions to keep intensely suicidal people alive, and 
help them heal. They involve excellent, suicide safe mental health 
care: a ZeroSuicide approach 

 
 
 

 
 

 
 
 



What is Zero Suicide? 

 A priority of the National Action Alliance on Suicide 
Prevention based on its Clinical Care Task Force 

 A framework for systematic, clinical suicide prevention in 
behavioral health and healthcare systems 

 A focus on safety and error reduction in healthcare 
 A set of best practices and tools for health systems and 

providers 
 An aspirational goal that says we are determined to do 

all we can to keep all those in our care safe. 
 An effort to combat fatalism and fear of blame for 

suicide deaths in our healthcare systems. 



Lessons Learned 

Shift in Perspective from: To: 
Accepting suicide as 
inevitable  

Every suicide is preventable 

Stand alone training and tools  Overall systems and culture 
change  

Specialty referral to niche staff  Part of everyone’s job   
Individual clinician judgment & 
actions  

Standardized screening, 
assessment, risk stratification 
and interventions  

Hospitalization during 
episodes of crisis  

Productive interactions 
throughout ongoing continuity 
of care  

“If we can save one life…”  “How many deaths are 
acceptable?” 
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All of these systems had to make a paradigm shift before they were able to drop their suicide rates…



What is Zero Suicide? 

“Over the decades, individual (mental health) 
clinicians have made heroic efforts to save lives… but 

systems of care have done very little.” 
                                                   - Dr. Richard McKeon 

                                                                              SAMHSA 
 “Suicide represents a worst case failure in mental 

health care. We must work to make it a ‘never event’ 
in our programs and systems of care.” 

                                                              - Dr. Mike Hogan 
                                   New York State Office of Mental 

Health  
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This applies not only to behavioral health care but to physical health care, including emergency departments, primary care physicians, any point of entry to help for someone who may be suicidal. 



Zero Suicide/Suicide Safe Care 

• Suicide prevention is too challenging to be 
accomplished without sustained, systematic 
effort. It must be a core priority and has 
definable dimensions . Expecting individual 
clinician’s to predict suicide and than blaming 
them is neither helpful nor sufficient. 

• Don Berwick- Every system is perfectly 
designed to get the results its gets. 



Develop a competent, confident, 
 and caring workforce 

Create a leadership-driven,  
safety-oriented culture 

Pathway to Care 

•   Identify and assess risk 
•    Screen 
•    Assess 

•     Evidence-based care 
• Safety Plan 
• Restrict Lethal Means 
• Treat Suicidality and MI 

• Continuous support as 
needed 

Electronic Health Record  

Continuous 
Quality 

Improvement 

The Elements of ZeroSuicide in a Health Care 
Organization 

Presenter
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Essential Dimensions of Suicide 
Care 

• Leadership driven, safety oriented culture 
committed to dramatically reducing suicide 
among people under care and includes the 
voices of suicide loss survivors and those who 
have attempted suicide or experienced a 
suicidal crisis. 

• Systematically identifying and assessing 
suicide risk levels among people at risk. 



Essential Dimensions of Suicide 
Care 

• Ensuring every person has a pathway to care 
that is both timely and adequate to meet their 
needs. 

• Developing a competent, confident and caring 
workforce. 

• Using evidenced based care including 
collaborative safety planning, reducing access 
to lethal means, and effective treatment of 
suicidality 



Essential Dimensions of Suicide 
Care 

• Continuing contact and support, especially 
after acute care. 

• Applying a data driven quality improvement 
approach to inform system changes that will 
lead to improved patient outcomes and better 
care for those at risk. 



VETERANS ADMINISTRATION RESEARCH 

• In a study of almost 900,000 veterans who received 
treatment for depression between 1999-2004, 
suicide rates were highest in the 12 weeks following 
inpatient discharge (Valenstein et al, 2008) 

• Researchers conclusions; “To have the greatest 
impact on suicide, health systems should prioritize 
prevention efforts following psychiatric 
hospitalizations.” 

• Improving post discharge care transitions is central to 
the National Strategy for Suicide Prevention. 
 



MISSED OPPORTUNITIES = LIVES LOST 

• About 50% of suicide attempters fail to 
attend treatment post-discharge (Tondo et al, 
2006). 

• Only 52% of adult Medicaid recipients seen in 
EDs for a suicide attempt received received 
outpatient follow up within 30 days (Olfson et 
al, 2011) 



The WHO Multisite Intervention Study 
on Suicidal Behaviors  

• Fleischmann et al (2008) 
– Randomized controlled trial; 1,867 suicide attempt survivors 

 from five countries (all outside US) 
– Brief (1 hour) intervention as close to attempt as possible 
– 9 F/u contacts (phone calls or visits) over 18 months 
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International Efforts  

• England—Reduction in suicides in 
communities that implemented 
recommendations 

• Largest reductions in when 24 hr community 
crisis care, proactive outreach available 

• Follow-up within 7 days of IPU discharge 
• Taiwan—Follow-up after suicide attempts led 

to 63% reduction in suicides.  

Presenter
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Implementation of recommendations was associated with lower suicide rates in both cross sectional and pre/post analyses




Learning Collaborative, 
Julie Goldstein-Grumet 

Learning Collaborative, 
Meena Dayak 

ZS Advisory Board (Mike 
Hogan & David 
Covington Co-leads) 

3,802 

2,507 

1,123 

6,292 
1,562 

6,816 

771 

658 8,344 

National Survey of 30,000 MH 
Professionals Across Nine States 
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So resources – this is what we are calling the work force survey

About 30,000 people have taken survey so far



Role # 
Counselor 2,421 
Social Worker 2,361 
Physician 416 
Nurse 1,371 
Case Manager 3,312 
Para-professionals 826 
Certified Peer Staff 479 
Administrator 2,640 
Support Staff 3,409 

Sk
ill
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ne
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hr
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53% 
Endorsed Don’t Know, Disagree, or Completely Disagree 

I have the _________ to engage and 
assist those who are suicidal. 

• 3,314 / 15% Once  

• 2,792 / 13% More 
than once 

Over 6,000 report a patient has died 
by suicide (27%). 

4% 
24% 

38% 
23% 

12% 

1x
2x
3x
4x
6x

SMI Suicide Rate vs. General 
Population 

The Survey Results 



Systems of Care Framework 
 
 

 High Reliability – Aviation 
goal zero commercial crashes 
• Don’t train only the pilots; 

instead, all procedures & 
systems target success 

 Health Systems – Eliminate:  
• Wrong-site, patient surgery 
• Inpatient falls 
• Medication errors 

 Crossing the Quality Chasm  

. I. 
Core 

Values & 
Beliefs 

. 

. . 

II. 
Systems 
Manage-

ment 

Result: 
Lives 
Saved 

III. 
Evidence 

Based 
Care 
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So the core ZS framework is such that it involves core values and beliefs, systems mgt, and evidence based care that will result in lives saved.

When the field of aviation began to set a goal of zero commercial crashes that found it took more than just training pilots, they had to look at all procedures and systems to target success. As hospitals and health systems have set out to reduce unacceptable outcomes like wrong-site surgery, inpatient falls and medication errors, things had to change all the way across these systems to achieve success. These include changes in core values and beliefs, systems management and evidence based care.  



I. Core Values & Beliefs 
 

 Current science: Suicide is 
preventable 
• Those who die by suicide have 

intense ambivalence 
• Caring saves lives 

 Last decade:  
• Increased research on 

effective interventions 
• Development of standardized 

risk assessments & standards 
• Systems successes 

. I. 
Core 

Values & 
Beliefs 

. 

. . 

II. 
Systems 
Manage-

ment 

Result: 
Lives 
Saved 

III. 
Evidence 

Based 
Care 
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Every model example of successful suicide prevention began with changes in Core values and Beliefs.  Research is showing that those who die by suicide are usually ambivalent about wanting to die and that caring can actually save lives.  There are interventions and standardized risk assessments that are effective, but it takes strong leadership that truly embodies the belief that suicide is preventable. 

So ZS is a framework for systematic, clinical suicide prevention in behavioral health and healthcare systems
It involves a leadership commitment to safety, accountability, and transparency. 
Leadership has to part of the process from the beginning and put staff resources and dollars to this effort.
This includes written policies that all staff are aware of, training for staff and an environment where suicide deaths are examined not to find fault but rather to improve the system and get better. Centerstone told their employees when they were taking on this approach – “we failed you. You didn’t fail us.”





II. Systems Management 

 Robust Performance 
Improvement 
• Workforce Development 
• Standardized Clinical Care 

 Screening & Assessment 
 Stratification of Risk 
 Regimen of Key Interventions 

o Access to Care 
o Means Restriction 
o Follow-up 

• Transparent Reporting & 
Feedback Loops, Commitment 
to Improvement 

. I. 
Core 

Values & 
Beliefs 

. 

. . 

II. 
Systems 
Manage-

ment 

Result: 
Lives 
Saved 

III. 
Evidence 

Based 
Care 
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The second part of the systems of care framework is systems management…
The work force needs to be trained with the use of standardized approaches to clinical care.
This involves screening and assessment: Screening 
For general health settings: PHQ-9 
For people at elevated risk: C-SSRS
Screens not often embedded in EMR’s
Safety planning, means restriction 
There’s an app…not yet a standard of care
Technology is developing, not used

“Planned care” approach: Screening for risk, assuring access based on need 
Excellent access to the right care:
Same-day access to care if needed
Drop-in group medication appointments
Email “visits” and follow-up after acute care (inpatient, ED)
Emphasis on safety, restricting means of self harm for those at risk
Development of safety plans, review at every session for people at high risk




III. Evidence Based Clinical Care 

 “Productive Interactions” – 
Therapeutic relationships based 
on engagement and 
collaboration 

 Treat suicide risk directly (not 
just underlying diagnosis) 

 Evidence based care 
 Involuntary hospitalization is a 

last resort, considered a safety 
measure and possible sign of 
community care defects 

. I. 
Core 

Values & 
Beliefs 

. 

. . 

II. 
Systems 
Manage-

ment 

Result: 
Lives 
Saved 

III. 
Evidence 

Based 
Care 
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The 3rd part of the systems care framework is evidence-based clinical care.  Research is showing that the best therapeutic care is based on engagement and collaboration. For example, a safety plan for suicide prevention that includes calling the clinician with suicidal thoughts who then sends police is not a therapeutic relationship based on engagement and collaboration. 
Follow-up after crises: weak, inconsistent 

Suicide risk has to be treated directly – just treating the underlying diagnosis is not effective.  Involuntary hospitalization is not considered a best practice for suicide prevention BUT there have to be alternatives in place.  
Follow-up is extremely important after D/C. Consider using postcards, texting, partnerships with crisis lines.



Accountability for Results: Lives Saved 

 Timely public reporting of 
suicide deaths 
• Measure & Report 
• Feedback Loop 

. I. 
Core 

Values & 
Beliefs 

. 

. . 

II. 
Systems 
Manage-

ment 

Result: 
Lives 
Saved 

III. 
Evidence 

Based 
Care 

Presenter
Presentation Notes
Among all of the success stories, timely public reporting of suicide deaths is crucial, not as a punitive measure, but for continuous quality improvement in these systems. 

One  method to assist with Evaluation of this approach is key technology (e.g. Screens, Safety Planning) that are embedded in EMR’s, with registries to manage care
Implementation by systems
Health Plans
Health, Behavioral Health Centers
Integrated Systems
Reliable and consistent measurement, reporting, QI/PI





Zero Suicide: State Efforts and Partners 
Organization State 
Magellan of Arizona Arizona 
Alhambra Hospital (UHS) California 
Charlotte Behavioral Health Care Florida 
Bloomington Meadows (UHS) Indiana 

Community Health Network Indiana 
Centerstone Indiana, Tennessee 

Kansas Gov's Behavioral Health Services Planning Council Kansas 
Kentucky Dept for Behavioral Health Kentucky 
Brentwood (UHS) Louisiana 
Henry Ford Health System, Behavioral Health Services Michigan 

Institute for Family Health New York 
Montefiore Comprehensive Family Care Services  New York 
New York Office of Mental Health New York 
Brynn Marr Hospital (UHS) North Carolina 
State Govt, DHHS, Div of Public Health North Carolina 
Coleman Health Ohio 
Oklahoma Department of Mental Health and Substance Abuse Services  Oklahoma 
Oregon Public Health Division Oregon 
Texas Department of State Health Services Texas 
Utah Division of Substance Abuse and Mental Health Utah 
Group Health Research Institute  Washington 
WI Dept of PH Services Wisconsin 

Presenter
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Orgs currently implementing a ZS approach and/or are members of the LC – January –March2014 – doesn’t include April



Resources: “What is Zero Suicide?” 

 Describes the history 
of the initiative 

 Lists the seven core 
dimensions 

 Explains where to get 
more information 



Resources: Online Toolkit 

Presenter
Presentation Notes
6 sections – each section matches a dimension of ZS- online tools, resources, links to relevant information
Goal is that implementation team could walk themselves through online toolkit and develop a plan



Resources: Tools 

Organizational Self-Assessment for Suicide Safer Care/Zero Suicide 

 
 

1 2 3 4 5 
There is no use 
of a validated 
suicide 
screening 
measure. 

A validated 
screening 
measure is 
utilized at intake 
for a identified 
subsample of 
individuals (e.g., 
crisis calls, 
adults only, 
behavioral 
health only) 

A validated 
screening 
measure is 
utilized at intake 
for all individuals 
receiving care 
from the 
organization. 

A validated 
screening 
measure is 
utilized at intake 
and when 
concerns arise 
about risk for all 
individuals 
receiving care 
from the 
organization. 

A validated 
screening 
measure is 
utilized at intake 
and when 
concerns arise 
about risk for all 
individuals 
receiving care 
from the 
organization.  
Suicide risk is 
reassessed or 
reevaluated at 
every visit for 
those at risk. 

Ex. Systematically identifying and assessing suicide risk levels: How does the 
organization screen suicide risk in the people we serve? 



Resources: Tools 

Work Force Readiness Survey 
 
 

Zero Suicide Workforce Survey  
Survey Overview. Our organization is making a commitment to improve our care for our clients who are at risk for suicide. The results 
of this survey will be used to help us determine the training needs of our staff and is part of an overall organizational mission to adopt a 
system-wide approach to caring for individuals at risk for suicide.   
 
All responses are anonymous. Please answer items honestly so that we can best serve both our staff and our clients. Unless otherwise 
indicated, please mark only one answer. It is anticipated that this survey will take you between 10-15 minutes to complete.  
 
We thank you in advance for taking this survey and for your dedication to this very important issue! 
 
Understanding the prevalence of suicide.  
 

1. The rate of suicide varies significantly from state to state, with rates in the mountain states nearly double that of those in 
the northeastern states. 

True 
False 
Don’t know 

 
2. Youth ages 10-to 24 have a significantly greater risk of suicide than individuals ages 65 or older. 

True 
False 
Don’t know 

 
3. The rate of suicide among those with severe mental illness is how many times that of the general population? 
 1x  
 2x  
 3x  
 4x  
 6 to 12x  

 

Presenter
Presentation Notes
This survey is online. Contact Sarah Bernes at SPRC to turn it on. It features True/False items of knowledge, experiences in training and supervision, comfort and confidence in working with someone at risk for suicide. Could be taken by entire staff or just clinical staff. Organizations send employees the link and instructions to complete it. We ask organizations to provide us with the various departments or units that will be taking the survey so that we can be sure who is represented in survey results. SPRC will provide the results – aggregated across entire work force of the org.  Staff are informed the survey is anonymous.



Resources: Learning Collaborative 

 Moderated conference call 
 Typically the first Wednesday of every month 
 Organizations actively implementing Zero Suicide 

share tools and approaches 
 Zero Suicide Academy 
 SPRC Supplement 
 GLS and NSSP grants 
 Join at www.zerosuicide.com 

Presenter
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Also do some limited TA by phone



Zero Suicide Academy 

 June 26-27, 2014 in Washington, DC 
 For health or behavioral health care organizations 

providing community-based clinical services  
 Applying in teams 
 Organizations to develop action plans for 

implementation 
 



Care Transitions - Resources 

URL: http://www.sprc.org/library/SafetyPlanningGuide.pdf http://www.sprc.org/library/SafetyPlanTemplate.pdf 

Safety 
Planning 



Care Transitions - Resources 

http://store.samhsa.gov/product/SMA08-4359 

•   Gives professional care providers tips to   
     enhance emergency department  
     treatment for people who have  
     attempted suicide 
 
•  Discusses the assessment, communicating 
    with family and with other treatment  
    providers, and HIPAA 
 
•  Versions available for medical providers,  
    patients, and family members 



Is Suicide Safe Care Necessary? 
Can We Make Health Care Safe? 

“There are those who say that the human body is much more 
complicated than our airplanes. There are those that counsel patience 
and say that these patient safety issues are complicated and they 
simply take time to fix.  
But I take a different approach. I wish we were less patient. Every day, 
when each of us goes to work…we are choosing individually and 
collectively how many lives are going to be lost… 
And the harm is so great, the numbers are so huge, that I don’t think we 
should wait 20 more years until there are 4 million more preventable 
medical deaths. We should change the way we do business now. It’s 
not going to be easy, but it is possible.” 
 
Chesley “Sully” Sullenberger Healthcare Financial Management, 2013 

 
 



Contact information 

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