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Aubrey Dueweke, Ph.D.

Dr. Aubrey Dueweke is a clinical
psychologist and Assistant Professor in
the Department of Psychology at East
Tennessee State University. Dr.
Dueweke’s research focuses on using
nontraditional service delivery models,
like primary care behavioral health
integration, telehealth, and community
outreach, to increase access to mental
health care for underserved populations.
She has clinical expertise working with
individuals experiencing posttraumatic
stress and suicidal ideation.
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Learning Objectives

List key considerations for how to act when assessing and managing
suicide risk.

Explain elements of a comprehensive suicide risk assessment.
Describe components of safety planning in primary care.
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Prevalence of Suicidal Ideation, Plans,
Attempts and Deaths in the U.S.

Almost 5% of the
population!

920,000
Made Plans
and Attempted
Suicide

1.2 Million
Attempted
Suicide

3.2 Million
Made
Suicide Plans

283,000
Made No Plans
and Attempted

Suicide

12.2 Million Adults Had Serious Thoughts of Suicide

Percent with Thought or Behavior in the Past Year
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In the month prior to an attempt...

Half of people who ultimately die While only 20% visit specialty
by suicide visit their primary care mental health care
provider (PCP)

?
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However, there are few developed protocols for management of suicide risk in primary care

Luoma, J. B., Martin, C. E., & Pearson, J. L. (2002). Contact with mental health and primary care providers NATIONAL REGISTER
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Review of Suicide Interventions in Primary Care

@ Educatlng practitioners
> Necessary but

not sufficient
Screening for suicide risk and/or mood

disturbance

Multidisciplinary
teams can help

Managing depressive symptoms
ﬁﬂ Assessing and managing suicide risk >

Dueweke, A. R., & Bridges, A. J. (2018). Suicide interventions in primary care: A selective review of the

evidence. Families, Systems, and Health, 36, 289-302. @ NATIONAL REGISTER
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Primary Care Behavioral Health (PCBH) Integration

 Mental health professionals work
alongside the primary care team under
one roof and are available to see patients
the moment mental health needs are
identified

e Shorter visits (i.e., 20-30 minutes) and
fewer visits overall (i.e.,1-4)

* Focus on improving functioning, rather
than ameliorating symptoms completely

* Visits occur in medical exam rooms

e “Warm handoff” from PCP facilitates
rapport and follow-through

NATIONAL REGISTER
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Evidence Supporting the PCBH Model

* Frees up time PCPs can devote to other patients?
 Reduces service utilization barriers for patients? 3

* Effective way of addressing a variety of mental health concerns,
particularly depression and anxiety® > ©

* Therapeutic alliance can be easily formed in PCBH despite the setting
and rapid pace of treatment’

1Robinson & Reiter, 2016; 2Bridges et al., 2014; 3Bridges et al., 2017; *Bridges et al., 2015; >Bryan et al., 2012 NATIONAL REGISTER
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Clinical and Ethical Challenges

* Provider discomfort in managing elevated suicide risk!- 2
e Anxiety about possibility of losing a patient to suicide
* Concerns about malpractice liability

* |ssues around competence?
* Informed consent \
* Inadequate risk assessment -
» Use of outdated and unhelpful interventions (i.e., no-suicide contracts)3

* Over-reliance on hospitalization, despite little supporting evidence!#

lJobes et al., 2008; %Leavey et al., 2017; 3Rudd, Mandrusiak, & Joiner, 2006; “*Chung et al., 2017 NATIONAL REGISTER
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Informed Consent

* Review confidentiality (and limits) at the beginning of each visit

* Even though patients likely have signed a consent form, it is good
practice to review expectations verbally at the start of visits

 Limits to confidentiality:
* Risk of harm to self or others
* Child or elder abuse
* Subpoenaed by a judge

NATIONAL REGISTER
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Screening for Suicidal Ideation

Craig Bryan, PsyD, ABPP @craigjbryan - Feb 6

Though well-intentioned, universal suicide risk screening in community,
school and and other settings with low incidence rates (e.g., primary care)
is likely to harm more people than it helps. Here is why we should stop
pushing for universal screening in these settingsl N

 USPSTF guidelines state

N S uffl Cle nt eV| d e N Ce to erc\i;.; Bryan, Ps'yD., ABPP @craigjbryarl .- Jul 11 o .
This imbalance in risk-benefit can be mitigated via indicated screening: only
reco m m e n d u n |Ve rsa | SC ree n | n gl screen those patients with known risk factors (eg MH or SU diagnoses).

This reduces the haystack significantly, shifting the risk-benefit ratio back
towards benefit. /7

* BUT do recommend assessing o - & 2 "

for suicide risk among those
with risk factors?

Craig Bryan, PsyD, ABPP @craigjbryan - Jul 11

This give and take of risk-benefit is often overlooked bc we tend to amplify
potential benefits and minimize potential risks. This bias may inadvertently
be contributing to continually rising suicide rates despite efforts to expand
screening in low acuity settings. /end

& i n Q s &

lLleFevre & USPSTF, 2014
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Screening for Suicidal Ideation

q s Suicide Risk Screening Tool

- ( Ask Suicide-Screening @R uestions ) >
Families sociation
2018, Ve 5000350

~— Ask the patient:

o U S e Of P H Q_ 2 / P H Q_ 9 ite m i S . 1. In the past few weeks, have you wished you were dead? QYes QNo

2. In the past few weeks, have you felt that you or your family

t d h 1 2 would be better off if you were dead? QYes QNo
U
n O g O O e n O u g 3. In the past week, have you been having thoughts
about killing yourself? QYes QONo

4. Have you ever tried to kill yourself? QYes ONo

* Use a direct approach like the
ASQ instead?

Y AS k i n a b O u t S u i C i d e d O e S n Ot If the patient answers Yes to any of the above, ask the following acuity question:
g 5. Are you having thoughts of killing yourself right now? QYes ONo
If yes, please describe:

“put the idea in their head”* S

¢ If patient answers “No" to all questions 1 through 4, screening is complete (not necessary to ask question #5).
No intervention is necessary (*Note: Clinical judgment can always override a negative screen).

+  Ifpatient answers “Yes” to any of questions 1 through 4, or refuses to answer, they are considered a
positive screen. Ask question #5 to assess acuity:
O“Yes" to question #5 = acute positive screen (imminent risk identified)
+ Patient requires a STAT safety/full mental health evaluation.
Patient cannot leave until evaluated for safety.
+ Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician
responsible for patient’s care.
O“No" to question #5 = non-acute positive screen (potential risk identified)
« Patient requires a brief suicide safety assessment to determine if a full mental health evaluation
is needed. Patient cannot leave until evaluated for safety.
« Alert physician or clinician responsible for patient’s care.

~— Provide resources to all patients

“1 +  24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454 e her
came + 247 Crisis Text Line: Text “HOME” to 741-741 ed in
wron a pa-

NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) ,ﬁ 202 )J .

1Bryan et al. 2021; 2Dueweke et al., 2018; 3Horowitz et al., 2012; *Eynan et al., 2014 OF HEALTH SERVICE PSYCHOLOGISTS




Risk Assessment

History of suicidal behavior
Hopelessness
Impulsivity / self-control

Nature of suicidal thinking
* Frequency, intensity, duration
 Suicide plan
e Suicide intent
* Preparatory behaviors

Access to lethal means
Protective factors

Consider how intersectin
might contribute to risk

Tools
e Columbia (C-SSRS)
* Suicide Status Form (SSF)

identities
protection

| Section B (Clinician): |

On
O

Suicide ideation
e Frequency
e Duration

Suicide plan

COLUMBIA-SUICIDE SEVERITY

DATIAM/~A C/AALC

vescive: | Ml 3bow‘ i} a loj = Since ase 7
_ &/ perda r week __ ¥ per month
second: s s @l -H«z-hmc

___seconds \/ minutes __«&_hours

When: AJ-_h:mg_beﬁzc_éﬂimgms hywe
Wher#

Access to means N
Access to means N
8

How: [}

How:

(1) Only o

netime (2) A few times (3) Alot (4) All the time (0) Don’t know/Not applicable

N Suicide preparation  Describe: ’
N Suicide rehearsal Describe: MMKIJ_M
@ N History of suicidal behaviors
AHMgle attempt Describe: -
e Multiple attempts Describe:
@ N Impulsivity Describe: W
X QSubstance abuse Describe:
Y@ Significant loss Describe:
@ N Relationship problems Describe: _ Gﬁlﬁﬁk_mm#mpﬂ!&’
@ N Burden to others Describe:
@ N Health/pain problems Describe:
@ N Sleep problems Describe: - !
Y @ Legal/financial issues  Describe:
@ N Shame Describe: M%m&%
Freql‘;ﬂ::fna ny times have you had these thoughts? Write ‘ o ‘

@ NATIONAL REGISTER
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e Safety
Planning?

e Lethal
Means
Restriction?

* Crisis
hotlines

INuij et al., 2021; ?Barber & Miller, 2014

Acute Risk Management

Safety Planning Worksheet

Step 1: Warning Signs (thoughts, images, mood, situation, behavior) that a crisis may be [ Step 4: People Whom I Can Ask for Help:
developing: .
1. Convefsodtions of Foun®  absuv wn = 1. Name C.ﬂ‘;r\pr\cma Phone
2. coels.. Wlte T sanvdi Conerd wan ma’lol Dol Lo a loser AT ~. _ls. A Ll
Barber and Miller / Am ] Prev Med 2014;47(352):5264-5272 $265

\ /Suicidal crisis \

(s

ubstitution Fewer attempts passes for many
¥ Attempter prove fatal * The acute period
substitutes another in which someone
Means restriction method; on will attempt is Suicide rate drops
Highly lethal, average, often short. Drop in overall
commonly used substituted methods Delays can save [ suicide rate is driven
suicide method is Qre less lethal ) some, but not all, by decline in rate of
made less accessible lives suicide by the
or less lethal N\ * 89%-95% of restricted method
2;'33’ . attempters do not
emptis oon todieb
temporarily or guicide 4
permanently

delayed Y, \ /

Figure 1. Conceptual model of how reducing access to a highly lethal and commonly used suicide method saves lives at the
population level

1U. Flace S e e
4. M\l &ob
5.

On a scale of 0-100, how confident are you these distractions will work? ZQ 6

On a scale of 0-100, how confident are you that these things will stop you from killing
— = yourself? 8 A0
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A word about hospitalization...

:*‘ - STATE OF TENNESSEE DEPARTMENT OF MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES PART 1

——5  Complete Part 1 for EMERGENCY DETENTION for immediate examination for emergency admission
—>  Complete Part 2 for the 1st Certificate of Need for EMERGENCY INVOLUNTARY ADMISSION
——  Complete Part 3 for the 2nd Certificate of Need for EMERGENCY INVOLUNTARY ADMISSION

* Increased risk of suicide post-
d i S C h a rge 1 FOR IMMEDIATE E:Rnhfl:‘b?::gvhlag:zag:GENCY ADMISSION

1 am a (check one):

* Difficult to obtain insurance T —————
precertifications for admissions; i e
repeated short-term ——

hospitalizations may be

problematic and over time might

make things worse for the patient?

* Typically transported to ER in the
back of a police or sheriff's car
restrained by handcuffs

1Chung et al., 2017; 2Jobes, 2006 NATIONAL REGISTER
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Long-term Risk Management

CAMS SUICIDE STATUS FORM-4 (SSF-4) TRACKING/UPDATE INTERIM SESSION
DavidJobes

Patient: L4} _________Clinician: ~ Date: 71, ! Time: Iﬂm .
. . 1
Section A (Patient): |

Rate and fill out each item according to how you feel right now.

1) RATE PSYCHOLOGICAL PAIN (hurt, anguish, or misery in your mind, pot stress, pot physical pain):
Lowpain: 1 2 3 @ 5 :High pain

o D i a I e Ct i Ca I B e h a Vi O r T h e ra py 2) RATE STRESS (your general feeling of being pressured or overwhelmed):

Lowstress: 1 2 3 @ 5 :High stress

1 3) RATE AGITATION (emotional urgency; feeling that you need to take action; pot irritation; pot annoyance):
D B | Low agitation: 1 2 3 @ 5 :High agitation

4) RATE HOPELESSNESS (your expectation that things will not get better no matter what you do):

Low hopelessness: 1 2 3 4 @ :High hopelessness

L] L L] L]
. S u I C I d e S p e C I fl C ( B I 5) RATE SELF-HATE (your general feeling of disliking yourself; having no self-esteem; having no self-respect):

Low self-hate: 1 2 3 @’@ :High self-hate

6) RATE OVERALL RISK Extremely low risk: 1 2 3 4 @ :Extremely high risk
° C . t . T h f S L4 . d I OF SUICIDE: (will not kill self) (will kill self)
ognitive erapy r1or suicCiaa rmp—
Suicidal Thoughts/Feelings Y _/N — Managed Thoughts/Feelings Y _{ N - Suicidal Behavior Y __ N _/

.
P a t I e n t S ( ‘ I _S P ) 2 Section B (Clinician):| | Resolution of suicidality, if: current overall risk of suicide < 3; in past week: no suicidal behavior

and effectively managed suicidal thoughts/feelings [1 1st session [ 2nd session
**Complete SSF Outcome Form at 3rd consecutive resolution session**

* Brief CBT for Suicide Prevention S O e B S
( B C BT) 3 1 Self-Harm Potential Safety and Stability Stabilization Plan Completed g&’lm
i Sppate [V b
* Collaborative Assessment and o e T e s
Management of Suicidality | [Peopedamt | Miust  heney
(CAM 5)4 i T wppert Acbwahion

7 QA —A— 1

Patient Signature Date Clinican Signature Date

ILinehan et al., 2006; ?Wenzel et al., 2009; 3Bryan & Rudd, 2018; *Swift et al., 2021 NATIONAL REGISTER
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Preliminary Outcomes, Acceptability, and Feasibility
of a Brief Safety Planning Intervention in PCBH

* Purpose

* To evaluate the effectiveness of a single-session safety planning intervention
at reducing suicide risk among patients at a moderate risk for suicide in a
PCBH setting

* To explore the acceptability and feasibility of this intervention in a PCBH
setting

* Procedure

e Patients endorsing suicidal ideation received an in-depth risk assessment
facilitated by the Columbia

» Patients at moderate risk received safety planning intervention
* Pre-post measures and 4-month follow-up interview

NATIONAL REGISTER
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Gender

Participants (n = 22)

Study Site Mean age = 25.9 years
Federally (range 18 to 53 years)
Qualified
Health
Center
36% University
Health . .
Clinic Suicide Attempt History
Native  Ethnicity 64%
American
4%

Non-
Latinx

White
73%
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Qualitative Data on Acceptability of Safety

Planning to Patients

Theme Number of | Percentage
participants of
participants

What, if anything, did you find most helpful about that visit?
Characteristics of BHC

afety Plan Components

Appreciated this intervention as an
alternative to others
Felt empowered

Increased hope

Normalized talking about suicide

What, if anything, did you find unhelpful about that visit?
Nothing 12 75%
Barriers not specific to intervention or 2 12.5%
PCBH

Dueweke, A. R. (2019)
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How To Act

* Nonjudgmental
e Collaborative

* Direct, open
* Don’t use euphemisms or vague statements

* Normalize / validate feelings

NATIONAL REGISTER
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Q&A With Dr. Dueweke

* Dr. Elchert will read select
guestions that were submitted
via the Q&A feature throughout
the presentation.

* Due to time constraints, we will
not be able to address every
guestion asked.
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