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Technical Orientation Slide

» If you are having any technical problems joining the webinar
please call 617-618-2380 or Adobe Connect 1-800-422-3623.

» Type questions at anytime into the “Question Box” on the upper
left hand side of your screen and we will attempt to assist you.

» You can also make the presentation screen larger at any time by
clicking on the “Full Screen” button in the lower left hand side of
the slide presentation. If you click on “Full Screen” again it will
return to normal view
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What we’ll cover

Project recap

Results of Consensus Panel Study 2
Technical results
Qualitative results

Project next steps
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Poll

Did you participate in Study 2?

Study 2:
ran from February to March 2014

was administered by Scott Formica, with SSRE

administered in SurveyMonkey




Project Goal: Develop a consensus-based ED provider
guide for use with patients with suicidal ideation or
suspected suicide risk who may be appropriate to
discharge

Source

Key Components of Provider
Guide RAND Expert Key Research

Lens Study 1 Informants | Literature

1. Decision Support Guide:

Discharge or Consult? X X X

2. Interventions & Discharge
Planning

3. Patient-Centered Care,
Documentation, Provider Tools
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Consensus Panel Studies

Study 1:
July — August 2013

Focus:

Study 2:
February — March 2014

Focus:

e Evaluate the draft decision
support guide

e Rate 13 items for usefulness in
making disposition decisions for
patients with suicidal ideation

e Rate interventions and discharge
(i.e., discharge or MH consult)

planning strategies

Purpose: Purpose:

e To affirm decision support guide
approach

e Inform the development of a
draft decision support guide

* To highlight key interventions and
discharge planning practices for
the provider guide




Results

Scott Formica, M.A. ’
Researcher Y:j
Social Science Research and Evaluation, '"-

Inc.
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Building Consensus

61 panel members

How ExpertLens Works

Remote

Feedback loop &
discussion

Anonymous RAND Corporation image
Approximately 6 weeks

RAND Corporation and
Social Science Research and Evaluation (SSRE)




Participation

/0% participation

* Consensus Panel
Members Invited to
Participate: 61

« Participated In at least one
round of study: 50 (82%)

 Participated in round
three: 43 (70%)

Affiliation
Physicians (non-MH)
Psychologists
Clinical researcher

Suicide prevention
professional

Psychiatrists

Social workers

Nurse (non-MH)

Psychiatric nurse

Federal agency representative
Policy expert

Suicide attempt survivor

Suicide loss survivor

Number (%0)
10 (29%)

9 (26%)

7 (21%)

7 (21%)

6 (18%)
4 (12%)
3 (9%)
3 (9%)
2 (6%)
1 (3%)
1 (3%)
1(3%)

Percentages exceed 100% due to multiple affiliations by panelists.




Study handouts

Decision Support Guide
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Decision Support Guide Rating

How would you rate this for the purpose of helping ED providers
determine which suicidal patients may be appropriate to
discharge without further assessment?

Figure 1: Draft Decision Support Guide Rating (n=45)

Draft Decision Support Guide Rating (n=45)

67% “good”
or “excellent”

0.7
0y
7
S0

Poor Good Excellent
(n=3) (n=25) (n=5)




Suggested changes

Clarify target patient group (not universal screening)
Consult other sources: collateral contacts, medical record

Improve distinction between current intoxication and substance
use disorder

Revisit sample question for serious mental illness
Placement of lethal means questions and interventions
Using the term “recent” for timeframes

Simplify scoring

Reference risk assessment




Interventions and Criteria

Interventions /
Strategies
for ED Settings

Rating
Criteria

—<

RN R WNRE

Brief patient education
Patient-administered safety planning
Clinician-administered safety planning
Lethal means counseling

Crisis center helpline information
Brief motivational interviewing
Telepsychiatry

Rapid follow-up/referral

Subsequent contact or caring contacts

. Clinically Useful

. Facilitates Continuity of Care
. Feasible

. Patient-Centered




Brief patient education: Clinical usefulness

Brief Patient Education — Intervention #1

How clinically useful is providing brief patient education? The most common rating in Round

One was 7 and the most common rating in Round Three was 7. Overall, 68.4% of respondents

fell within the same band as the most common rating (i.e. 7-9). This indicates that there is
consensus that Brief Patient Education is Very Clinically Useful.

Clinically Useful - R1

20
15

Rating (1-9)

Clinically Useful - R3

0
2

1 2 3 4 5 6 7

2
|
3

4 5 6 7 8 9
Rating (1-9)

During Round One, participants were asked to provide additional comments to clarify their
rating. These comments may be helpful for interpreting the ratings for this item.

R1Rating R1 Comment

3 Brief education is likely to be adopted only by those who are readily dissuaded.




Brief patient education: Facilitates continuity of care

To what degree does providing brief patient education facilitate continuity of care? The most
common rating in Round One was 7 and the most common rating in Round Three was 7.
Overall, 60.5% of respondents fell within the same band as the most common rating (i.e. 7-9).
This indicates that there was a lack of consensus on the extent to which Brief Patient Education
facilitates continuity of care.

Facilitates Continuity of Care - R1 Facilitates Continuity of Care - R3

20
15

3 4 5 6 7 8 9 3 4 5 6 7 8 9
Rating (1-9) Rating (1-9)

During Round One, participants were asked to provide additional comments to clarify their

rating. These comments may be helpful for interpreting the ratings for this item.
R1Rating R1 Comment

Itis a 2, unless the education expressly transmits benefits of available f/u resources.

In our area, either you can reach / leave a message / make an appointment for the outpatient
provider or you can't. Educating the family does not create outpatient appointment openings.




Brief patient education: Feasibility

How feasible is it to provide brief patient education in the ED? The most common rating in
Round One was 8 and the most common rating in Round Three was 7. Overall, 73.7% of
respondents fell within the same band as the most common rating (i.e. 7-9). This indicates that
there is consensus that Brief Patient Education is Very Feasible.

20
15

Feasible - R1 Feasible - R3

20
15

4 5 6 7 4 5 6 7
Rating (1-9) Rating (1-9)

During Round One, participants were asked to provide additional comments to clarify their
rating. These comments may be helpful for interpreting the ratings for this item.

R1 Rating

R1 Comment

It may be feasible by someone, but not by MD/MD extenders/nurses.
Most ED's even in very busy and chronically short staffed.

Takes time, space, and personnel.



Brief patient education: Patient-centered

To what extent does providing brief patient education address principles of patient-centered
care? The most common ratings in Round One were 7 and 8 and the most common rating in
Round Three was 8. QOverall, 68.4% of respondents fell within the same band as the most
common rating (i.e. 7-9). This indicates that there is consensus that Brief Patient Education is

Very Patient Centered.

Patient-Centered Care - R1

20
15

4 5 6 7 8
Rating (1-9)

9

Patient-Centered Care - R3

3 4 5 6 7 8 9
Rating (1-9)

During Round One, participants were asked to provide additional comments to clarify their
rating. These comments may be helpful for interpreting the ratings for this item.

R1Rating R1 Comment
3

It's not actually engaging them in the decision making process. A 1-way street of information. Yet,

patients can decide what to use and how often, so they have choice after receiving the

information.

These are cookie cutter documents, usually. Not focused on the patient as an individual.




Summary Findings: Areas of Consensus

Table 1: Areas of Expert Consensus

Clinically Facilitates Patient-
Useful Continuity of Care Feasible Centered

Brief patient education X X X
Patient-administered safety X
planning

Clinician-administered safety

planning

Lethal means counseling

Crisis center helpline

information

Brief motivational

interviewing

Telepsychiatry

Rapid follow-up/referral

Subsequent contact or caring

contacts




Ranking Prioritization Criteria

Clinically Useful
Feasible

Facilitates Continuity of Care

Patient-Centered




Summary Findings: By Rank Order

Table 2: Findings by Rank Order
Clinically Facilitates Patient- |RANK SCORE

Useful Continuity of Care Centered (0-10)

Brief patient education
Patient-administered
safety planning
Clinician-administered
safety planning

Lethal means counseling
Crisis center helpline
information

Brief motivational
interviewing
Telepsychiatry

Rapid follow-up/referral
Subsequent contact or
caring contacts




Additional topics examined

Patient-Centered Care
Documentation
Technology Use in EDs

Sub-Populations




Selected Comments: Criteria Rank Ordering

“Some patients will not follow-up or seek subsequent care. Therefore, clinical
usefulness is primary — something that works right then and there. After that it’s
Important to facilitate continuity of care since that is the objective — to engage
patients in the next level of care.”

“The 1ssue will not be solved in a single visit; Arranging continuity of care is the
single most important intervention we can provide.”

“We work in EDs 1n a very isolated, rural setting with few providers and few
resources. It doesn’t matter if it’s an evidence based miracle, if the provider isn’t
able to provide (deliver) the intervention then 1t’s useless.”

“What 1s clinically helpful should take precedence. If something is clinically
helpful the environment should figure out how to make it feasible. Many practices
that save lives wouldn’t be in place if feasibility was the determining criterion.”

O



Selected Comments:
Providing Patient-Centered Care

“Better and more complete explanation to patients about decisions involving
Involuntary commitment. Attempt to engage patient in decision-making even when
they don’t initially agree.”

“ Clear statements/explanations of why staff are doing what they are doing to the
patient, e.g., we search everyone for weapons, or anytime we’re told someone
might be suicidal we keep staff near them.”

“Determine patient preference for the type of intervention they wish to receive.
Help them develop strategies they can use to manage suicidal feelings on their
own. Do all interventions in a collaborative manner.”

“Make trained peer advocates and plain-language guides to rights available to all
as soon as possible, certainly before detention/commitment.”

O



Next steps

Product development
Develop drafts

External reviews
ED provider/reviewers

National stakeholder orgs
Webpage development

Consensus Study Methodology Report

Ongoing dissemination planning

O



ED Setting Developments

Sub-populations (e.g., older adults, adolescents,
chronically suicidal)

Balancing practices to promote patient safety and
patient dignity

Technology — tele-psychiatry, mobile apps, EHRS

Peer specialist models

Red flags for screening

AFSP project




AFSP ED Project Update: Jill Harkavy-Friedman

~wfn,  ABOUTAFSP | LOCAL CHAPTERS | AFSP STORE OUT OF THE DARKNESS WALKS » =~ DONATE NOW »

» AMERICAN FOUNDATION FOR Understanding and preventing suicide through
j Su |C|de Preve ntIOI"I research, education, and advocacy

UNDERSTANDING PREVENTING COPING WITH RESEARCH ADVOCACY & GET NEWS &
SUICIDE SUICIDE SUICIDE PUBLIC POLICY INVOLVED EVENTS

Every step we take we take together
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Prioritized Research Agenda

.. : Attempt Survivor Task
for Suicide Prevention P

Force of the Action

“...effective intervention Alliance

in EDs could reduce
annual suicide deaths by
20%”

-- Trofimovich, 2012

A Prioritized Research

Forthcoming:

“The Way Forward:
Pathways to hope,
recovery, and wellness
with insights from lived

SAMHSA State & Tribal Youth experience”
Suicide Prevention Grant RFA

« Improve continuity of care and follow-up of youth identified at
risk for suicide discharged from emergency department and
inpatient psychiatric units.

 Link specifically with emergency departments and inpatient
psychiatric units to ensure continuity of care and follow-up of
youth identified at risk for suicide.




