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Why are ED’s critical to U.S. suicide 
prevention efforts? 

• Many people at high risk are seen in 
Emergency Departments and many suicide 
deaths and attempts occur after discharge. 

• Post discharge follow up and care transitions 
are often problematic. 

• There is strong evidence that intervention at 
this time can be life saving. 



TOUGH REALITIES 

2005-20011:  51%↑ in 
emergency department visits 
for drug related suicide 
attempts among people 12 
and older  
 
South Caroline National 
Violent Death Reporting 
System-19% of suicides seen 
in ED within 60 days 
 Every year > 650,000 persons receive treatment in emergency rooms 

following suicide attempts 
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TOUGH REALITIES 

• ~30 percent of deaths by suicide 
involved alcohol intoxication – BAC 
at or above legal limit 
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Presenter
Presentation Notes
Substance Abuse Prevention and Treatment programs need to be included.



MISSED OPPORTUNITIES = LIVES LOST 

• The numbers of people being seen in EDs  for 
a suicide attempt has been increasing, while 
the proportion hospitalized has been 
decreasing (Larkin, 2008) 

• Only 48% of adult Medicaid recipients seen in 
EDs for a suicide attempt received a mental 
health evaluation and only 52% received 
outpatient follow up within 30 days 



MISSED OPPORTUNITIES = LIVES LOST 

• For youth age 10-19 who receive Medicaid 
and were seen in the ED for a suicide attempt, 
almost 73% were discharged BUT only 39% 
received a mental health evaluation, and 43% 
received outpatient treatment within 30 days 

• Best predictor of outpatient follow up was 
recent outpatient mental health treatment 
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This means those most likely to access treatment after an attempt were those who were already in treatment



Mortality Following Serious Suicide Attempt 
Beautrais –New Zealand 

 

• Most deaths in the 5-year follow-up period (62.5% of 
suicides; 59% of all deaths) occurred within 18 months of the 
index attempt. 

• However, deaths (from suicide and all causes) continued 
throughout the entire 5-year period. 

• There was a significant  change of method in suicide attempt 
of those who died in the 5-year follow-up period:  75% 
changed from the method used at the index attempt (usually 
O/D) to a more lethal method (CO, hanging) that resulted in 
their death. 



EMERGENCY DEPARTMENT F/U 
• Fleischmann et al (2008) 

– Randomized controlled trial; 1867 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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Results at 18 Month F/U 

Usual Care Brief Intervention



• Motto 1976:  

389 pts. refusing outpt. assigned to “no 
“contact” (up to 24 letters over 5 years) 
Contact group sig. fewer suicides than no-

contact group (particularly first 2 yrs) 
 

• Carter et al, 2005:  

Postcards to 378 attempters, varying monthly 
intervals, 12 mos. after d/c 
Approx 50% reduction in attempts 

 



 major international efforts have 
reduced suicides 

• Taiwan-nationwide effort to intervene with 
those who have attempted suicide, 50,000+  

• 63.5% reduction in suicide attempts among 
those who accepted the program. Those who  
refused but then  persuaded 22% reduction. 

• English National Strategy- 24 hours crisis care 
strongly associated with reduction in suicides. 



Estimated Number 
in Population 
(Number in 
Thousands) 

Past year Suicidal 
Ideation  
(Number in 
Thousands) 

Past Year Suicide 
Attempt 
(Number in 
Thousands) 

Pat year SMI and 
suicidal ideation 
(Number in 
Thousands) 

Past year SMI and  
Suicide attempt 
(Number in 
Thousands) 

Full time Employed 
(18+) 

118,225 3,678 351 1,213 149 

Treated in ER for 
any reason in past 
year (18+) 

57,977 3,839 686 1,686 403 

Military Veterans 
(18+) 

24,356 804 74 276 44 

Adults (18 +) on 
Medicaid/CHIP 

18,629 1,383 270 644 164 

Full time College 
Students (18+) 

14,612 785 108 312 64 

Adults (18+) on 
Probation or 
Parole 

5,581 585 161 285 106 

Adults in 
Substance Use 
Treatment  

2,292 395 106 238 80 

Data Source: SAMHSA , Center for Behavioral Health Statistics and Quality,  National Survey on Drug use And Health (NSDUH), 2008 and 2009 

What if we targeted these groups for suicide prevention programs? 
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With more data available than ever before we can plan better and evaluate our outcomes better



 
 
 

National Strategy for Suicide Prevention 
 



Objective 8.4  

 
 

• There is substantial evidence that 
discontinuities in treatment and 
fragmentation of care can increase the risk for 
suicide. Death by suicide in the period after 
discharge from inpatient psychiatric units is 
more frequent than at any other time during 
treatment.92 

 Promote continuity of care and the safety and well-
being of all patients treated for suicide risk in 
emergency departments or hospital inpatient units.  



NSSP Objective 8.8 

•  NSSP Objective 8.8-Develop collaborations 
between Emergency Departments and other 
health care providers to provide alternatives 
to emergency department care and 
hospitalization when appropriate, and to 
promote rapid follow up after discharge.  
 



NSSP Objective 9.6 

NSSP Objective 9.6 Develop standardized 
protocols for use within emergency departments 
based on common clinical presentation to allow 
for more differentiated responses based on risk 
profiles and assessed clinical needs. 



Key Issues for EDs and Suicide 
Prevention  

• Screening and Risk Assessment 
• Suicide ideation or attempt as presenting 

problem 
• Mental health or substance abuse as 

presenting problem (mood disorders, 
psychosis, substance abuse etc) 

• Occult suicidality 



Key Issues in EDs and Suicide 
Prevention 

• ED based interventions 
• Psychoeducation 
• Safety Planning 
• Reducing Access to Lethal Means 
• Improving Dispositions 



Key Issues EDs and Suicide 
Prevention 

• Disposition and Follow Up 
• Improving empirical justification for risk levels 
• Physicians reluctant to discharge to 

community with limited supports. 
• Linkage to crisis centers 
• GCAL model 
• EDs as part of a comprehensive crisis system 

 



SAMHSA efforts focused on suicide 
prevention in ED’s 

• SPRC ED Consensus Project 
• Crisis Center Follow Up grants-linking Lifeline 

centers with Emergency Departments 
• SPRC/AAS Continuity of Care Paper and 

Summary Guide 
• Component of SAMHSA suicide prevention 

grants 
• SPRC tools and products  



 
 
Crisis Center Role in Follow-Up 
 
 
National Suicide Prevention Lifeline 
 160 crisis centers nationwide/1-800-273-TALK 

 

Crisis Centers Uniquely Positioned 
 24-hr access to staff trained in suicide assessment (RA, support, 

referrals, safety plan, and emergency rescue) 
 Connect directly to local crisis teams 
 Facilitate linkage/maintain linkage  
 Provide telephonic support in rural areas 
 Avert unnecessary ED visits/Reduce ED burden 

 

Lifeline/SAMHSA  Investment in Follow-Up 
 SAMHSA Follow-Up Grants  

 Since 2008 – 44 follow-up grants to 41 centers 
 Ongoing Follow-Up Evaluation 

 
 

 



Lifeline Network Resources 
 Follow-Up Guidance for Crisis Centers 

 Approaches to follow-up, templates – safety planning, consent 
forms, sample crisis center MOUs with local EDs 
 

 Crisis Center-Emergency Department Toolkit 
 Case studies, partnership planning exercises, letter templates, 

fact sheets, meeting tools, and sample materials 
 

 Lifeline/ED Collaboration Paper 
 Background research, barriers to implementation, sample 

proposals, and consent forms 
 

 Safety Planning Training  
 Video, templates, MY3 App 

 

 General Follow-Up Training Module (NYSOMH) 
 



Reports From Lifeline Centers: ED Follow-Up  
Mental Health Services, Cleveland (2010-11) 

 46/49 patients consented/All contacted 
 100% reported lower risk 
 72% followed safety plan 
 50% contacted referrals 
 No reported attempts or readmissions 

 

The Effort, Sacramento (2010-11) 
 74/75 patients consented/All contacted 
 100% reported lower distress  
 100% followed safety plan 
 76% contacted referrals 
 No reported attempts or readmissions 

 

 
 
 
 
 



Reports From Lifeline Centers: Inpt. Follow-Up  

LifeNet, NYC (2010-11) 
 183 referred 
 55% contacted  
 100% of those contacted followed safety plan 
 100% of those contacted linked to referrals 
 No reported attempts or readmissions 

 

Contra Costa, CA 
 59 attempt survivors after hospital d/c 
 100% reported f/u calls were “helpful” or “somewhat helpful” 
 98% reported calls made them feel more safe and connected 
 No person attempted suicide over 8 months 

 
 
 
 
 
 



States with Systems Support 
TEXAS 

 State funded EDs must partner with the state funded safety net centers for 
each county or region 

 Safety net centers must operate a 24-hour hotline, provide follow-up, 
mobile crisis and residential treatment 

 At least 85% of patients must be contacted within 7 days of discharge  
 

WISCONSIN 
 Requires local law enforcement gain clearance from crisis center before 

involuntary detentions 
 Crisis centers required to follow-up with patients discharged from ED 

 

MAINE 
 Requires continuity of care among behavioral health agencies  
 Provides a state-wide crisis hotline  
 Crisis centers provide services and partner with EDs, inpatient units, mobile 

crisis teams & jail facilities 
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Maine Lifeline centers are: Crisis and Counseling Services and AMHC HelpLine
TEXAS - Lifeline centers that are also Texas Safety net centers: Austin Travis County Integrative Care.
WI - Centers in the network are: North Central Behavioral Care, Journey Mental Health, Acute Care Services, Crisis Center of Family Services, MHA of Waukesha County, and Milwaukee County Behavioral Health Division.



Caring for Patients with Suicide 
Risk: A Consensus-Based Guide for 
Emergency Departments 



Project Goal  

Develop a consensus-based guide for use in 
emergency departments 

For patients with known suicide risk who may be 
appropriate to discharge  

 Include decision support for disposition  

 Include interventions and discharge planning 

Build on past/current efforts 

 Involve emergency medicine community  



http://beta.mdcalc.com/perc-
rule-for-pulmonary-embolism/ 

http://www.survivingsepsis.o
rg/Pages/default.aspx 

Vision  



Consensus Panel Process & Timeline  

Formed        
62-member 
Consensus 

Panel  

Held remote 
Consensus 

Panel  
studies 

JUN JUL ‘13 - MAR ‘14 

Analyzed 
results ; 

Collected 
panel 

feedback 

Re v i e w  r e s e a r c h  l i t e r a t u r e  &  e m p i r i c a l  e v i d e n c e  

Write draft 
guide & 

methodology 
report  

Reviews /  
pilot test 

draft 

Develop 
supplemental 

materials ; 
Recruit 

dissemination
partners / 

endorsements 

Launch 
guide 

APR MAY JUN JUL AUG 

2013 2014 

SEPT OCT 
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Presentation Notes
This is an Overview of the process we used to develop consensus around recommendations for ED providers
We convened a 62-person, multi-disciplinary consensus panel (comprised of ED physicians, nurses, mental health specialists, behavioral emergencies, researchers, people with lived experience, federal agencies and stakeholder orgs) 
We Convened two remote studies of the panel to collect recommendations on three key areas:  secondary screening, brief suicide prevention interventions, and discharge planning.  We Also asked about patient centered care, legal issues, documentation. We Had 70% participation.  
We also used a small study design group (mention anyone in the room – Michael Allen, Les Zun, Lisa Horowitz, Mort Silverman – other people contributed (Scott Zeller, Ed Boudreaux, and others) 
Analysis was based on the RAND Appropriateness method which uses a standardized methodology to measure areas of agreement/consensus – we will have a report that describes the methology later this year. We used panel feedback and additional research reviews to inform how we used the results in the guide.
We are currently writing the guide and it is out for review now. 
Reviewers are mostly ED practitioners and some panel members. We have also asked some ED providers to try out the information in the guide with patients and report back to us.  
We have a more brief “quick guide” format as well derived from the full guide.  
The full guide will be launched later this fall.




Consensus Study: Decision Support Tool draft 

• Seven items 

• MH consult or 
discharge 

• For use with 
patients with 
decision making 
capacity  

Presenter
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This is the decision support tool that we developed. It helps to determine whether a clinician should refer for a MH consult or D/C the patient.  It is only for use with those able to answer (not high or overtly psychotic).  



Interventions / 
Strategies   
for ED Settings 

Rating 
Criteria 

Consensus Study: Brief Suicide Prevention 
Interventions 

Presenter
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These were the interventions we asked the panelists to review and rate for use in the ED. And the rating criteria were on each interventions clinical usefulness, whether it facilitates continuity of care, feasibility, and whether it is patient centered.



Summary Findings:  By Rank Order 

Presenter
Presentation Notes
The top four are: providing brief patient education, providing rapid follow-up and a referral, engaging in subsequent contact or caring contacts like caring letters, postcards, texts or phone calls, and clinician-administered safety planning.



Draft process diagram 

Presenter
Presentation Notes
This picture is in the guide we developed. 

The areas that are in Blue in this picture are the pieces that the guide covers; what is not in blue – these are other steps for an ED patient that should happen

A Yes to any question on the decision support guide would be considered a positive score and the patient should be referred to MH for a risk assessment.  This then would inform the decision to admit or inform decision to D/C. Ideally, care for these pts would also be informed by this guide as once the decision is made to D/C the patient, it picks up in the guide regarding appropriate interventions and discharge planning.



Dissemination strategies 

Target audience Approach Strategy 

ED care providers 
(e.g., MDs, RNs,, MH 
providers) 

Engage national organizations 
(e.g., ACEP, ENA, AAEM, AHA, 
etc.) in marketing ED guide to 
membership 

Market to national org 
members via conference 
presentations, newsletters, 
websites; EP Monthly 

State suicide 
prevention programs 
and mental/public 
health agencies 

Work through SPRC’s state and 
grantee contacts so they can 
disseminate guide to state EM 
organizations 

SPRC communication 
vehicles: website, Weekly 
Spark e-newsletter, 
listservs, SPRC TA, 
Research to Practice 
webinars 

Local communities States disseminate to 
community coalitions who can 
connect with the local EM 
community  

Community crisis 
centers 

Partner with NSPL to engage 
crisis centers in disseminating to 
local EM organizations 

NSPL/SPRC ED/Crisis 
Center Toolkit  



 
 

EMERGENCY DEPARTMENT 
 
 • Look for signs of 

acute suicide risk 
 







Other Major Federal and Private 
Initiatives 

• NIMH ED SAFE (also adolescent ED risk 
assessment) 

• VA Safe Vet-VA/DOD Practice Guidelines 
• CMS Community Care Transition grants-

reducing readmissions 
•  Excellence in Mental Health Act/Section 223 
• ENA Clinical Practice Guideline: Suicide Risk 

Assessment 



Contact information: 
Richard McKeon, Ph.D., M.P.H. 

Branch Chief, Suicide Prevention, SAMHSA 
240-276-1873 

Richard.mckeon@samhsa.hhs.gov 
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