ASSESSMENT TREATMENT MONITORING CONTINUITY/TRANSFER OF CARE

The following chart provides a visual overview of the ASSESSMENT process.

The health care provider
should be aware of all direct

and indirect warning signs and
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Warning signs may include:

e Talking about suicide or death directly (e.g. | wish | was dead)

e Talking about suicide or death indirectly (e.g. “What's the point of going
on?”)

¢ Formation of suicide plan

e Putting affairs in order

e Purchasing or stockpiling medications, firearms, razors, ropes

Risk indicators:

include being male, elderly, hopeless, previous suicide attempts, substance use, past
and current psychiatricillness

Potential hazards:

clothing, cords, plastic bags, sharp or glass objects, medications, oxygen therapy

1. Comprehensive assessment components:

e Presenting Problem - from the client’s perspective

— 1. Conduct a thorough assessment
Conduct a comprehensive risk > e (RAPID - all health care providers)
assessment e (BHS - Mental Health & Addictions staff only)

2. Inquire about suicidal ideation and behavior
(clinical interview)

A 4

Mobilize resources based upon 3. Obtain collateral information

the assessed risk and 4. Conducta mental status exam

associated needs
Actions:

« Identification of key family members, or friends who can be
available for support

A 4
.

Consultation with ER physician or family physician,
or Clinic/health center nurse, or MH&Add staff.

* |dentification of emergency services. (e.g. inpatient unit,
referral to ER dept.)

» Development of safety plan.

Nursing Best Practice Guideline (RNAO, 2009);
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e History of presentillness (duration, severity)

»  Past psychiatric history (hospitalizations, dates,
diagnoses)

e Current and past medications, drug allergies

*  Substance use, forensic, psychosocial and family history

e  Nursing Diagnosis

2. Example clinical interview questions:

e Has anything been troubling you?

* Have you ever felt like life is just getting on top of you?
e Do you sometimes wish you could just make it all stop?

* Have you ever wished you were dead?
e Have you ever thought about taking your own life?

3. Examples of questions for acquiring collateral information:

e Are they their usual self?
e Have they made any comments that they would be ‘better off dead’?

Any statements about ‘things getting better’?
e Have you been worried about them?
* Do they seem depressed?

Are they drinking more than usual?

4. Conduct a mental status exam:

Include appearance, behavior, attitude, affect, mood, psychomotor activity, speech,
thought content, thought process, perception, orientation, insight, judgment, cognition.




ASSESSMENT TREATMENT MONITORING

CONTINUITY/TRANSFER OF CARE

The following chart provides a visual overview of TREATMENT planning.

Collect data before planning

v

A 4

Identify range of treatment
alternatives and select based on
assessment and judgment of the
individual circumstances

Understanding the Client’s Perspective

The reasons underlying the suicide attempt or suicidal ideation need to be heard and understood
from the client’s perspective.

v

Involve client and caregiver
perspectives into the plan, and
include existing treatment
modalities, family and individual
treatments

v

Incorporate the most
promising treatment into the
process

v

v

Are Referrals/Treatments Required for:

e Psychiatric Services e Physicians
e Mental Health and Addictions ¢ Nursing Interventions
e Community Resources (AA, DHSD) e Medication Review

Mental Health and Addictions Staff

Use individual and family approaches, including psychoeducation programs to treat the
underlying factors or disorder (e.g., depression education, including self-management
information). Teaching the family what might trigger an event or how to identify risk is
empowering for family members and increases their understanding and support of the client’s
difficulties. Ensure that the family is aware of the importance of restricting the client’s access to
lethal means.

e Listen-Interpersonal Communication e Reduce Anxiety

e Take Seriously e Instill Hope

e  Safety/Safety factors ¢ Mental Health Services

e Observations e Collaborative Team

e Mobilize Resources and Support e Treatment Modalities

e Cultural Safety e Community/Family Services
e Education ¢ Documentation

e Therapeutic Relationship ¢ Monitor and Follow-up

e Supportive Therapy
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Mental Health & Addictions Staff

Focus on improving problem-solving and social functioning using empirically validated
treatment approaches such as cognitive behavioural treatment. Assisting the client to engage
with supportive social groups in the community is an important part of a strategy for involving
the client with a connected and caring environment.




ASSESSMENT TREATMENT MONITORING CONTINUITY/TRANSFER OF CARE Immediate Safety Needs

The following chart provides a visual overview of the MONITORING process.

1. Consider hospitalization - Environmental Safeguards. See policies:
Determine appropriate setting

(e.g., outpatient, inpatient) and
address immediate safety
needs through safety
interventions (e.g., level of
observation)

= Examination of Belongings - High Risk Clients

= Constant Observation

v

=  Seclusion Protocol

. Consult with family/significant others

. Referral for further assessment (Physician/Psychiatry)
. Referral to Child, Youth & Family Services

l

. Clients should be reevaluated at regular intervals or as needs change.

Establish therapeutic relationship . Establish plan for follow up

. Provide information to emergency/crisis services

. Provide education for family
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. Plan to increase supervision

10. Problem solve

Coordinate treatment planning with
multiple clinicians and client including
mental health and addictions staff,
physicians, psychiatry and community
health workers.

Follow-up Contact, Assessment & Re-assessment:

* Any health care provider seeing a client who is suicidal is to follow up within 24 hours (or
sooner if required).

¢ Clients should be assessed upon return from an authorized leave from inpatient services.

¢ Clients should be assessed or reassessed 24-48 hours before discharge from inpatient services
Monitor client progress and for those with a history of suicidal behavior.

response to treatment plap. « In-person follow-up within 7 days (or sooner if required) of discharge from inpatient services
Re-assess safety, psychiatric for those with recent suicidal behavior.

status and functioning as

v

* Clients should be assessed and carefully monitored within the first 30 days following
needed discharge from inpatient services.

l

Encourage treatment
adherence and provide
education to clients, and
where indicated, family and
significant others
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Continuity and Transfer of Care

The following chart provides a visual overview of the transfer of care process.

Documentation

Documentation is a standard of clinical practice and is an integral part of the
assessment and care of clients at risk for suicidal ideation and behavior. Clear
documentation facilitates communication within and across clinical teams, as
well as ongoing judgment regarding re-assessment and observation.

Documentation

Documentation of suicide risk assessment results, treatment and monitoring
strategies must be clear and concise in the client’s health record.

Transfer of Care

When a client transfers from one service provider to another service provider all
clinical information must be communicated (including discharge summaries,

suicide risk assessment results, treatment, and monitoring strategies). Referring
health care professionals are responsible for transferring all clinical information.

Transfer of Care

If clients are referred to a health care provider for assessment and/or treatment
but fail to attend their appointment then the referring health care provider
must be notified. This information must be documented. Upon consultation
with the manager, assertive community outreach may be recommended.

DOCUMENTATION AND COMMUNICATION IS KEY!!!




