Working with the Suicidal Patient
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1. Assess current suicidal ideation

Is suicidal ideation present now?
Have you gotten to the point where you did not want to
go on? Have you had thoughts of not wanting to be alive?

What about right now?
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Intense, continuous ideation = HIGHER RISK

Is there a plan?

Do you have a plan as to how you would end your life?

Detailed, carefully thought-out plan = HIGHER RISK
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3. Gather details on current and
previous attempts

Previous attempts, especially in
pastyear = HIGHER RISK

Triggers of Present Attempt
Walk me through the last 24 hours. At what point did you
consider suicide?

Triggers of Past Attempts

Tell me about other times you have seriously considered
suicide or made an attempt. What chain of events led up
to attempts you've made in the past?
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Expectations of Dying

What did you think would happen to you when you [cut your
wrists/took an overdose]? How did you think others would
respond? Did you truly think you would die?

Outcome
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Feelings about Survival

Guilt, remorse, embarrassment = LOWER RISK

Disappointment, self-blame = HIGHER RISK
(e.g., | couldn’t even get this right and kill myself
properly)

4. Obtain information on psychiatric
and other history
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Is there anything else | should know about?

5. Conduct mental status examination

Emotional State
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Extremes in emotional state/mood (no vitality,
emotionally numb or unbearable emotional
pain/turmoil) = HIGHER RISK
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Problem-Solving Capaci
€an the patient generate stratdgies and options for
problem-solving through their difficulties®

Reasons for Living & Level of Hope

What reasons do you have for living? How hopeful do you feel
that your current situation could change? What is needed to
change to help you feel not so hopeless?

Feelings of hopelessness, helplessness, and view of
future as empty or meaningless = HIGHER RISK

6. Communicate] ith families/
signi ‘Eant othékr(s)

'\Obtain contact information for, and consent to speak
with, family/significant other(s). €onnecting with family
and friends demystifies what’s happening, and allows the
patient’s support system to develop confidence in the
assessment and treaatment process.

Inform next of kin/emergency contact if patient has made
suicide attempt.

Note: In an emergency, consent is not required to release
information to family/significant othar(s), although it is a
courtesy to inform the patient of disclosure of information.
donsent is also not required to obtain information from
family/significant other(s).

Solicit input from family or significant others, as this is
helpful for risk assassment and safaty planning. Inquire
about changes in behaviour, signs of deprassion,
hopelassnass, past attampts, any communication of intent,
difficultias adhering to treatment, and examples of risky
behaviour (important when decisions are made about
certification).

Include family/significant other(s) in discussions regarding
safaty and treatment planning (discuss ways family/friends
can implement support in the patient’s home environment).

cknowledge faelings of family/friends (e.g., fear, anger).
Guide them to seek psycho-educational and emotional
supports for themselves. Provide refaerrals for support
agencies.

7. When to make a specialist referral

Refar patients with a psychiatric history to mental health/
psychiatry.

The high-risk patient should be admitted to hospital or
provided a high-priority referral for a mental health or
psychiatric assassment to provide recommendations about
management.

SAD PERSONS provides a useful screening acronym to
identify the high risk patient:

Sex (male)
Age (adolescent or elderly)
Depression

Previous attempt

Ethanol abuse

Rational thinking loss (psychosis)

Social supports lacking

Organized plan

No spouse/partner

Sickness — especially chronic/uncontrolled pain

'\.ther factors suggasting high risk ara: multiple risk factors;
profound hopelassness; lack of protective factors; high
lethality; premeditation of present attampt; and/or family
history of suicide, deprassion or substance abuse.

8. Communicatei ith primar, care
provider(s) A '

'\.btain information from patient and/or their family
about the patient’s current health and mental health care
provider(s). €ommunicate with patient’s primary care
provider(s) to ensure continuity of care.

Dr. Dan Bilsker, R.Psych. & Dr. Joti Samra, R.Psych. (2007)




Task Two: ADVISE

1. Provide meaning and support

Explain a Model of Suicide
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Provide Coping Strategies
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Address Ambivalence in Order to Instill Hope
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Reinforce Positive Coping Used in the Past
What has helped in the past when you've had these thoughts?

2. Develop a safety plan
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3. Provide information
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4. Follow-up
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