CARING FOR OUR PATIENTS:
SUICIDE ASSESSMENT &
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OBJECTIVES

1. Learn who is at risk for suicide
2. Review Suicide Stats — National, Al/AN, and Tribal data

3. CMS and TJC Regulations for Hospitals (hon-Behavioral Health
Setting).

4. Learn from the TCRHCC Experience— Implementing an
organization-wide Suicide policy/prevention strategy for one rural

hospital.






WHO IS AT RISK




WHO IS AT RISK?

®

|1 .Previous suicide
attempfts

*The risk is 2x higher within the
first year after an attempt

m 1.Family history of suicide

1.Social isolation

[

Economic hardship

History of trauma or

lOss (including abuse as a
child, bereavement)

Serious illness with
physical or chronic pain
or impairment

m

Access to lethal access
couples with suicidal

thoughts




WHO IS AT RISK?

Y

Alcohol abuse or drug abuse

ERE

Discharge from Psych care

Three times (or 200%) as likely the first week after
discharge,

And, continues to be at high risk within the first year,
and through the first 4 years after discharge

i

History of Mental illness

90% of suicide victims suffer from Mental or
Emotional disorder




THERE IS NO SINGLE CAUSE TO
SUICIDE. IT MOST OFTEN OCCURS
WHEN STRESSORS EXCEED CURRENT
COPING ABILITIES OF SOMEONE
SUFFERING FROM A MENTAL

HEALTH CONDITION



NATIONAL, TRIBAL,
& TCRHCC (LOCAL)
STATISTICS




NATIONAL SUICIDE STATISTICS

Suicide is the 10 ™ leading cause of death in the US, and the 2nd
leading cause for ages 10-34.

In 2017, 47,173 Americans died by suicide
In 2017, there were an estimated 1,400,000 suicide attempts
In 2015, suicide and self-injury cost the USA $ 69 Billion

From 2001-2017 the total suicide rate increased 31% from 10.7 1o
14.0 per 100,000.

The suicide rate among males remained nearly four times higher

(22.4 per 100,000 in 2017) than among females (6.1 per 100,000 in
2017)



Leading Causes of Death in the United States (2016)

Data Courtesy of CDMC

Select Age Groups

25-34 45-54 5564 G5+ All Ages
Unintentional Unintentional Unintentional Unintentional Kalignant Kalignant Heart Heart
Injury Injury Injury Injury MNeoplasms Neoplasms Dizeasze Dizeaze
247 13,895 23,984 20,975 41 251 116,364 507,118 635 260
Suicide Suicide Suicide Kalignant Heart Heart Kalignant Kalignant
436 5,723 T, 366 Neoplasms Dizeaze Dizeasze Neoplasms MNeoplasms
10,903 34 027 73,610 472 Q2T 5058 033
Kalignant Homicide Homicide Heart Unintentional Unintentional CLRD Unintentional
Neoplasms 5172 5,376 Dizeaze Injury Injury 131,002 Injury
431 10,477 23 377 21,860 161,374
Homicide Kalignant Kalignant Suicide Suicide CLRD Cerebro- CLRD
147 Neoplasms MNeoplasms 7,030 o,43T 17,810 vascular 154,556
1,431 3,791 121,630
Congenital Heart Heart Homicide Liwer Diabetes Alzheimers Cerebro-
Anomalies Dizeaze Dizeasze 3,359 Dizeaze Kellitus Dizeaze vascular
1485 549 3,445 8,354 14 251 114 883 142 142
Heart Congenital Liwer Liwer Diabetes Liwer Diabetes Alzheimer's
Dizease Anomalies Dizease Dizease Melitus Dizeaze Mellitus Dizeaze
111 388 525 2,851 6§ 2657 13, 448 56 452 116,103
CLRD Diabetes Diabetes Diabetes Cerebro- Cerebro- Unintentional Diabetes
=) KMellitus KMellitus Mellitus vascular vascular Injury KMellitus
211 TE2 2,045 5,353 12,310 53,141 20,058
Cerebro- CLRD Cerebro- Cerebro- CLRDy Suicide Influenza Influenza
vascular 206 vascular vascular 4 307 T, 759 & Pneumonia & Pneumonia
50 575 1,851 42 4TS 51,537
Influenza Influenza HMF HM Septicemia Septicemia MNephritis Mephritis
& Pneumonia & Pneumonia 545 871 2,472 5,541 41,0595 50,045
39 1859
Septicemia Complicated Complicated Septicemia Homicide MNephritis Septicemia Suicide
31 Pregnancy Pregnancy 397 2,152 5,650 30,405 44 955
184 472

National Institute of Mental Health, NIH. (2019,

A Aril)



Suicide Rate (per 100,000)

NATIONAL SUICIDE STATISTICS

Age-Adjusted Suicide Rates in the United States (2001-2017) ¥
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SUICIDE RATES BY RACE (PER 100,000)

Female Race/Ethnicity

Suicide Rates by Race (per 100,000) ¥

Data Courtesy of CDC
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National Institute of Mental Health, NIH. (2019,
April).



MORTALITY DISPARITY RATES AMERICAN INDIANS AND ALASKA NATIVES
(A1/AN)
IN THE IHS SERVICE AREA
2009-2011 AND U.S. ALL RACES 2010
(AGE-ADJUSTED MORTALITY RATES PER 100,000 POPULATION)

ATL/AN Rate U.S. All Races Ratio: AL'AN to
2009-2011 Rate — 2010 U.5. All Races
ATT CAUSES™ 099 1 T47.0 1.3
Diseases of the heart (heart disease) 1941 1791 1.1
Malignant neoplasm (cancer) 1784 1728 1.0
Accidents (unintentional injuries)® 937 38.0 2.5
Diabetes mellifus (diabetes) 66.0 20.8 32
Alcohol-induced 50.5 7.6 6.6
Chronic lower respiratory diseases 46.6 42.2 1.1
Cerebrovascular disease (stroke) 43 6 391 1.1
Chronic liver disease and cirrhosis 429 94 4.6
Influenza and pneumonia 26.6 151 1.8
Drug-induced 23 .4 129 1.8
Nephritis, nephrotic syndrome (kidnewy disease) 22 4 15.3 1.5
< | Intentional self~harm (suicide) 204 121 1.7
Alzheimer’s disease 183 751 0.7
Septicemia 17.3 10.6 1.6
Assault (homicide) 11.4 54 21
Essential hypertension diseases 9.0 2.0 1.1
* Unintentional injuries include motor vehicle crashes.
NOTE: Rates are adjusted to compensare for misreporting af American Indian and Alaska Native race on state death
certificates. American Indian and Alaska Native age-adiusted death rate columns present data for the 3-vear period
specified. U5 All Races columns present dara for a one-vear period. Rates are based on American Indian and Alaska
Native alone; 2010 census with bridged-race categories.

Indian Health Disparities, I.H.S. (2018, Apri



Suicide is the leading cause of death among Navajo

Third

Fitth

Seventh

Tenth

oll Everywhere



AGE-ADJUSTED MORTALITY RATE FOR THE 15 LEADING
CAUSES OF DEATH ON NAVAJO, BOTH GENDERS

Unintentional Injuries 126.55
Cancer

Heart Disease
Diabetes

Chronic Liver Disease & Cirrhosis

Influenza & Pneumonia

Suicide

Stroke 24.21
Septicemia 18.7
Dementia 21

Assault

Renal Failure

Alcohol Dependence Syndrome
Hypertensive Disease

COPD

Rate per 100,000

Navajo Nation Epidemiology Center Update (2016, May)



NAVAJO NATION EPlI CENTER UPDATE —-MAY
2016

Suicide Is a significant contributor to mortality among
Navajo — contributing to 3% of total deaths for
Navajo

In 2010, the suicide rate among Navajos increased 1o
32.1 per 100,000, above the National average of 12.5
per 100,000.

Suicide is the 7" leading cause of death for Navajo
(both genders) at 17.48 per 100,000 (age-adjusted).

Suicide is the 2" leading cause of death for age
group 10-19 at 26.40 per 100,000 accounting for
27.5% of all deaths for this age group.



TCRHCC STATISTICS 2015-2018
(YOUTH AND ADULTS)

TCRHCC Suicide Related Hospital Visits
Suicide Behavior 2015-2018
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TCRHCC STATISTICS 2015-2018
(YOUTH < 18 YEARS OLD)

Visits

TCRHCC Suicide Related Hospital Visits
Suicide Behavior 2015-2018
Youth = 18

149




REGULATORY
MANDATES
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CMS survey reveals serious deficiencies at South
Dakota hospital

Ayla Ellison (Twitter | Google+) - Monday, August 20th, 2018 Print | Email

[ sHAre 03 Share 1

CMS has placed the Indian Health Service hospital on the Rosebud (S.D.) Sioux Indian Reservation on "immediate
jeopardy" status and will terminate the hospital's Medicare provider agreement Aug. 30 unless the deficiencies are

corrected.

Here are five things to know:

1. CMS discovered the issues during a surveyof the hospital in late July. The incidents that led to the "immediate
jeopardy" status were detailed in a report released Aug. 17, according to The Wall Street Journal.




Hospitals are SAFE places for all patients.

True

False

oll Everywhere



HOSPITALS ARE NOT ALWAYS SAFE-
SUICIDES OCCUR IN HOSPITALS

The Joint Commission Sentinel Event data from 2010-
2014, tound that 1,089 suicides occurred among
oatients who had received care or freatment from o
nospital or ED, or had been discharged within a 72-hour
oeriod.

Why? Poor assessments

21.4 % of Joint Accredited hospitals and 5.14 % of
Behavioral health settings were found to be non-
compliant with the National Patient Safety Goal
15.01.01, which requires hospital to complete a risk
Ossessmen’r fOI’ suicide. The Joint Commission. (2016, February 24).



MORE STATS ON HOSPITAL INPATIENT
SUICIDES

About 49 1o 65 hospital inpatient suicides happen each
year in the U.S. This is far lower than the widely cited
estimate of 1,500 each year. Of these suicides, 75% to 80%
were among psychiatric inpatients.

Suicide rates were estimated at 3.2 per 100,000 psychiatric
inpatient admissions and 0.03 per 100,000 non-psychiatric
Inpatients.

Hanging accounted for over 70 % of suicides.

About half of suicides occurred in a hospital bathroom,
one-third in a bedroom and the remainder in a closet (4
%), shower (4 %) or other location (8%).

The most commonly used fixture point was a door, door
handle or door hinge (53.8 percent).



CMS issued a 13-page
memo to clarity the
standards on Ligature Risk-

CMS — FOCUS IS TO --This memo set the stage for

CREATE A SAFE PATIENT increased guidance for
ENVIRONMENT psychiatric hospitals/behavioral

health units and hospitals that
care for patients af risk.

The Joint Commission
(TJC) is working with CMS
to ensure that patient
care settings are safe and




How many of you work or seek care at a hospital accredited

by one of the following agencies?

Joint Commission

Healthcare Facilties
Accreditation Program (HFAP)

The Accreditation Association for
Ambulatory Health Care (AAAHC)

Other

| don't know

oll Everywhere



THE JOINT COMMISSION STANDARD
FOR SUICIDE RISK REDUCTION

National Patient Safety Goal (NPSG) 15.01.01
Was introduced in 2007

The standard requires that the hospital idenftifies patients at risk for
suicide.

NPSG.15.01.01 applies only to psychiatric hospitals and patients
being treated for emotional or behavioral disorders in general
hospitals.

Rationale for NPSG 15.01.05

Suicide of a patient while in a staffed, round-the-clock
care setting is a frequently reported type of sentinel
event. Identification of individuals aft risk for suicide while
under the care of or following discharge from a health
care organization is an important step in protecting these
at-risk individuals.




ELEMENTS OF PERFORMANCE NPSG 15.01.01

Conduct a Risk Assessment. Conduct a risk
assessment that identifies specific patient
characteristics and environmental features that
may increase or decrease the risk for suicide.

Address the Immediate Safety Needs. Address the
patient’'s immediate safety needs and most
appropriate setting for freatment.

Education at Discharge. When a patient aft risk for
suicide leaves the care of the hospital, provide
suicide prevention information (such as a crisis
hotline) to the patient and his or her family.




NEW TJC STANDARD EFFECTIVE JULY 1,
2019

Seven new and revised Elements of Performance (EP)
for NPSG 15.01.01:

Requirement will apply to ALL hospitals and Behavioral
Healthcare settings where at-risk patients are cared for.

New screening requirement --Evidenced-based screening
and assessment tools.

Ensure physical environment does not contain ligature
risks (ligature resistant environment).



EP. 1 -- CONDUCT AN
ENVIRONMENTAL RISK ASSESSMENT

Assess clinical
areas (patient
room, bathroom,
clinic area) and
identify objects
that could be
used as an anchor
point:

Hooks,

IV poles,
Tubes/Cords

Door hinges,

Shower
cuirtains/rods



EP 2 & 3. SCREEN USING VALIDATED TOOL TO SCREEN
AND ASSESS FOR SUICIDE RISK

Screen tools appropriate for
population and age

Changing the wording of
questions is not advised, since it
can alter the effectiveness of
tool.

Screening every patient for
suicidal ideation is not required
(Universal Screening)

Providers should be aware that
patients can have co-morbid
behavioral heath condifion that
can increase their risk.

Instrument

Recommended Suicide Risk Screening and Assessment Measures

Measures

Estimated Time

Scoring

Author / Publisher Information

The Behavior and
Symptom Identi-
fication Scale 24
(BASIS-24)

Treatment
outcomes by mea-
suring symptoms
and functional
difficulties

5-10 minutes

self-report

Total score +

6 subscale scores

For purchase:

http:/febasis.org

MclLean Hospital

115 Mill Street,

Belmont MA 02478-9106

(617) 855-2424
basisadmin@mclean.harvard.edu

Columbia-Suicide
Severity Rating Scale

(C-SSRS Screen)

Suicide-related
ideation and/or
behaviors

3

If yes to
ideation, 6
items

> 2 minutes

Rater-administered
or self-report

Na scoring required

Posner et al.(2011)
No cost.

http://www.cssrs.columbia.edu/
index.html

Columbia-Suicide
Severity Rating Scale

[C-55RS5)
Military Version

Suicide-related
ideation and/or
behaviors

Varies
based on
response

2-8 minutes,
depending on
density of suicide
history
Rater-administered
or self-report

Mo scoring required

Posner et al. (2011)
No cost.

http:/fwww.cssrs.columbia.edu/
index.html

Patient Health Ques-
tionnaire (PHQ-9)

Depression

< 5 minutes
self-report

Total score

1-4 = Minimal

5-9 = Mild

10-14 = Moderate

15-19 = Moderately Severe
20-27 = Severe

Spitzer et al.(1994)
No cost.
http://www.phgscreeners.com/

Scale for Suicide
Ideation (SSI)

Suicide ideation

5-10 minutes
clinician-adminis-
tered

Total score + suicide inten-
sity rating

Beck et al. (1979)
For purchase
http://pearsonassessments.com/pai/




Does your hospital or clinic screen patients at risk for

suicide?

Yes|A

No| B

oll Everywhere



EP 4. DOCUMENT LEVEL OF RISK AND
PLAN TO MITIGATE

SK STRATIFICATION
Document the risk assessment

Develop and document that plan to
reduce the patient’s risk for suicide




EP 5, 6, & 7

EP. 5 Develop and follow Policy and Procedure
that addresses care of the suicide risk patient:

Training and competency for Staff (MDs, RN, CMA,
Sitters, Security officers, etc.)

Guidelines for Reassessment
Monitoring of patients at high risk for suicide

EP 6. Provide process for counseling and follow-up
care at discharge for patient af risk

EP. 7 Monitor mplementation and effectiveness
P&P, address any needs for improvement in
complying with P&P.




TCRHCC'S APPROACH TO NEW
REQUIREMENTS

1. Developed an Interdisciplinary Team:
MD, (ED, Clinic Chiefs Peds and Adults, IM Chief, Mental Health MD.
RNs (ED, Clinic, ICU)
Community Health/MSPI

Senior Leaders (Chief Quality Officer, Chief Medical Officer, Chief
Nurse Officer, etc.).

2. Meet once each month
3. Review compliance with Suicide Policy

4. Community Health Updates




TCRHCC SCREENING & ASSESSMENT

All patients 14 and older presenting to
care who do NOT have a chief complaint
of self-directed wviolence or suicidal
ideation

EN/CMA/CNA administers PHQ-2

Suicide Screening Algorithm

Pregnant or up to 1 year post-partum
--During 6 week post-partum visit OR
At any time if reporting symptoms of
postpartum depression QB FHQ-2 screen is
3 or greater

If PHQ-2 Screen
Score is 0

LMP to continue
routine
management

document results;

IfFPHQ-2 Screen Score is
1-2 document results;
LMP to consider further
assessment vs routine
management

IFPHQ-2 Screen Score is 3
or greater document
results; Trigger further
screening with
REMN/CMA/CNA
administering PHQ -9

| patients with chief complaint of suicidal
self-directed wiolence OR suicidal ideation

« policy and nursing
ow for instructions
c to outpatient and
inpatient settings

1Nngs

An Edinburgh Postnatal
Depression Scare (EDFS)
be administered;
-LMPF to consider results
of EDPS in determining
further assessment
versus routine
management

-PHQ-9 with score of 4 or less AND
question #9 "0 document results;

-LMP to continue routine
management

results;

-PHQ-9 with score of 3 or more
AND guestion #9 “0" document

-LMP to consider further
assessment for depression

-Anyone who Answers PH(Q-O
question #9 with a1, 2, or 3;
-Stay with patient and have LMP
assess suicide risk

Licensed medical Provider (LMP)

Assesses suicide risk:

1. Administer P4 screener;

Evaluate intensity and duration of suicidal
thoughts, intent, plan, preparatory behavior, or
previous attempt:

2. Gather data on warning signs, risk factors, and
protective factors for suicide

Determine acute risk

outpatient and ir

patient settings

a2

Low Risk
-LMPF to document risk assessment
-Consider Mental Health (MH) phone consult
-Consider referral for outpatient MH treatment
-Consider creation of patient safety plan using
template ***
-Address psychosocial needs and supports
-Discuss safety and restriction of access to
lethal means

Minimal Risk
-LMP to document risk assessment
-Consider MH phone consult
-Consider referral for outpatient MH treatment
-Consider creation of patient safety plan using template ***
-Treat mental health and medical conditions
-Address psychosocial needs and supports
-Discuss safety and restriction of access to lethal means

High Risk
-LMP to document risk assessment
-Staff to secure patient safety as per policy and workflows
-Staff to educate patient/family on reasoning for safety
-Consult mental health for further assessment of patient




PHQ-2 SCREEN

TOOL 1. The Patient Health Questionnaire-2 (PHQ-2)

Instructions: Print out the short form below and ask patients to complete it while sitting in the waiting or exam
room.

Use: The purpose of the PHQ-2 is not to establish a final diagnosis or to monitor depression severity, but rather to
screen for depression as a “first-step” approach.

Scoring: APHQ-2 score ranges from O to 6; patients with scores of 3 or more should be further evaluated with the
PHQ-9, other diagnostic instrument(s), or a direct interview to determine whether they meet criteria for
a depressive disorder.

Patient Name: Date of Visit:

Over the past 2 weeks, how often have you Not at all More than one- Nearly

been bothered by any of the following problems? half of the days every day

1. Little interest or pleasure in doing things o 1 2 3

2. Feeling down, depressed, or hopeless

Kroenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-2: validity of a two-itermn depression sereener. Med Care. 2003;41:1284-1292_ ©@2007TCQAIMH. All rights reserved.
Used with permission.

SAMHSA-HRSA Center for Integrated Health Solutions



PHQ-9

The Patient Health Questionnaire (PHQ-9)

PHQ-9 Score  Provisional Diagnosis Treatment Recommendation
Fatient Name Dateofveit Patient Preferences should be considered
Ower the past 2 weeks, how often have MNot Several More MNearly .. .
you been bothered by any of the At all Days Than Half Ewvery 5-9 Mlnlmal Syml:ltlzlms-* SI-'IF::'I:":”-[r EdUCEtE to C’a" If WOrse,
following problems? the Days Day .

return in one manth

1. Little interest or pleasure in doing things o 1 2 3
5 Faling down, depressed or hopeloss 5 ] 5 3 10-14 Minor depression ++ Support, watchful waiting
3. Trouble falling asleep, staying asleep, or ] 1 2 3 mﬂhmlat Antldepressant ar P'-’r!"fh':*ﬂ'lﬂﬁpl'
_ Seepingtoomuch Major Depression, mild Antidepressant or psychotherapy
4. Feeling tired or having little energy ] 1 2 = . ) .
15-19 Major depression, moderately severe  Antidepressant or psychotherapy
5. Poor appetite or overeating o 1 2 =
6. Feeling bad about yourself - or that you're a o 1 2 3 =20 Major Depression, severe Antidepressant and psychotherapy

failure or have let yourself or your family down [EﬂEﬂa"H’ if not impr {on ITI'EIFD'”"IEFEFlﬂ

7. Trouble concentrating on things, such as o 1 2 3

reading the newspaper or watching television
8. Moving or speaking so slowly thatother | o | 1 | 2 | 3 o L ,
peoplegcoulgiiaue ?—.onced_ g r, the opposite - * If symptoms present = two years, then probablie chromic depression wihich warmants antidapressants or
being so fidgety or restless that you have - - L ! . -
been moving around a lot more than usual ps;a.hu:.-rher?ﬂy task “In the past 2 years have you felt dopressad or sad most days, even if you fait akay
9. Thoughts that you would be betteroffdead | o | 1 | 2 | 3 Sometimes?, o _ ,
or of hurting yourself in some way ++ [f symptoms prasent = ane month or severa funciional impairment, consider active treatment
Column Totals + +

Add Totals Together

10. If you checked off any problems, how difficult have those problems made it for you to

Do your work, take care of things at home, or get along with other people?
[] Mot difficult at all [] Somewhat difficult [] Wery difficult [ Extremely difficult

SAMHSA-HRSA Center for Integrated Health Solutions



P4 SCREEN

Have you had thoughts of actually hurting yourself?
NO YES

| 4 Screening Questions |<—‘

1. Have you ever attempted to harm yourself in the past?

NO YES
2. Have you thought about how you might actually hurt yourself?
NO YES > [How? 1

3. There’s a big difference between having a thought and acting
on a thought. How likely do you think it is that you will act on
these thoughts about hurting yourself or ending your life some
time over the next month?

a. Not at all likely
b. Somewhat likely

c. Very likely
4. Is there anything that would prevent or keep you from harming
yourself?
NO YES > [What? ]
Shaded (“Risk”) Response

Risk Category Items 1 and 2 Items 3 and 4
Minimal Neither is shaded Neither is shaded
Lower At least 1 item is shaded Neither is shaded
Higher At least 1 item is shaded

SAMHSA-HRSA Center for Integrated Health Solutiot



RISK STRATIFICATION - LEVEL OF RISK
CARE PLAN

*No need for 1:1

*Low risk environmental checklist (implements of harm, confiscation of belongings)

e Consider outpatient MH referral for intake evaluation

*Discuss discharge plan based risk reduction counseling, consider safety plan, provide crisis hotline

eLikely no need for 1:1, discretion of care team

*Encourage MH consult and coordinated discharge plan with MH

eLow risk environmental checklist

*Discuss safety needs upon discharge -- based on risk reduction counseling, safety care plan, crisis hotline, MH referral/appointment

)

*High Risk

e 1:1 sitter

*Full SI precautions —secure patient safety
*Educate patient and family

*In person MH consult in ED

~




- Suicide is associated with
mental illness and substance
abuse, psychosocial trauma
and loss, family and personal
history of suicide attempt.

SUICIDE IS A
PUBLIC HEALTH - Most suicides have social,
CONCERN psychosocial, and economic
factors

- Strategies require
collaboration at several levels
— government policy, health
care providers, schools,
families, and community.




THE TRAGEDY OF SUICIDE

“Suicide - too often a consequence of untreated mental
iliness and substance abuse disorders, and as such a
preventable condition- remains on the list as the 10™ leading
cause of death for adulfs and second leading cause of
death among youth.” (McCance-Kafz, E.F., 2019).

The article cites several studies and cites several
factors associated with Suicide Risk:

_ower Socio-economic Status

_ack access to mental health (and behavioral
nealth) care

Not having a positive response to care received
_ack of community support “essential for stabilizing

HAaAir linrae ArnvA mrmAAYv/ilvAS ~vasz~N7 FrAara A iAae!!




COMMUNITY AWARENESS &
TRAININGS

A safeTALK

ASIST 11 s

Applied Suicide Iptervention Skills Tiaining

ASIST 11 is an “updated” 2-day suicide “First Aid” training.
Community members and professionals will:
« Recognize and assess the potential risk of suicide

« Keep at-risk person safe until help arrives
« Reach out and offer support F RE E
« Link people with resources Tr a i n i n g

May 22 - 23, 2019
9:00AM — 5:00PM DST

E: Assembly of God Church
Tuba City, Arizona

t: MSPI Office @ 928-283-2816

Note: Continuing Education Credit (CEU) is available.
Inquire for more information.



PARTNERSHIPS & IMPROVED
RESOURCES

Combating the issues will require partnerships
and improved resources.

Navajo Nation Behavioral Health services are primarily care
coordination.
There are No rehab services on the reservation. Patients in rehab

services require familial support, which is not possible when the
patient is sent away from home for freatment.



LERO SUICIDE INITIATIVE

Lead

System-Wide
culture change

Train

Competent and
Caring
workforce

Improve

Using CQl
improve P&P

Core
Components

- of Zero Suicide
Transition

Hand-off and Program Identify

supportive Patients at risk
contacts

freatments
managemen

plan

Treat ( All at risk |
: patients in
Using EB Core )
t




SUICIDE

PREVENTION
LIFELINE

1-800-273-TALK (8255)
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