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Executive Summary

BACKGROUND

Suicide is a tragic and distressing phenomenon. The negative effects on
families, friends and communities following a suicide reinforce the urgency
for a better understanding and prevention of suicide. In Canada, Statistics
Canada reported that 3,500 people died by suicide in 2006. Globally, the
World Health Organization (WHO) has reported that the rate of suicide has
risen since 1950, as much as 268% among men aged 15 to 24 (WHO, 2003).
In addition to the rise in rates of persons who have died by suicide, even more
persons have been hospitalized due to attempted suicide, as many as 23,000
hospitalizations in Canada in 2001 (Canadian Institute for Health Information
[CIHI], 2004).

For these reasons, suicide risk assessment has been identified in Canada, and
internationally, as a fundamental safety issue among health care organizations.
A lack of information on and documentation of suicide risk has been
identified as a common issue in reviews of cases where persons have died by
suicide in inpatient mental health settings (Mills, Neily, Luan, Osborne, &
Howard, 2006). In a review of national suicide prevention strategies among 11
countries, including Canada, Martin and Page (2009) found that standardized
suicide risk assessment was not a major component in any of the strategies.

A joint Ontario Hospital Association (OHA) and Canadian Patient Safety
Institute (CPSI) report identified the need for risk assessment tools related

to patient safety including suicide (Brickell, Nicholls, Procyshyn, McLean,
Dempster, Lavoie, et al., 2009). Focusing on suicide risk assessment is a first
step in improving suicide prevention.

THE NEED FOR SUICIDE RISK ASSESSMENT

The OHA and CPSI have recognized suicide as an important patient safety
concern. Numerous gaps in Canadian research on patient safety in mental
health care, including suicide, were identified in a report commissioned by the
OHA and CPSI (Brickell, Nicholls, Procyshyn, McLean, Dempster, Lavoie, et
al., 2009). This report included a number of key recommendations for policy,
practice and research related to patient safety, including the standardization
of care practices across mental health settings and improvements to incident
reporting. The report also highlighted the need to identify and evaluate

Executive Summary

This resource guide is intended to help
standardize suicide risk assessment
practice across Canadian health care
organizations. Its goal is to highlight all
factors that should be considered for
performing high-quality suicide risk
assessment to ensure the safety and

well-being of care recipients.
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Suicide risk assessment should be
viewed as an integral part of a holistic
therapeutic process that creates an
opportunity for discussion between the
person and care provider, and his or her

family and other supports.
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risk assessment tools related to patient safety. As a result, the OHA and CPSI
commissioned the development of a resource guide related to suicide risk

assessment and prevention for use in Canadian health care organizations.

It is important to acknowledge that, similar to other medical conditions such
as heart attacks, not all suicides are entirely preventable. However, suicide in
health care settings is a serious adverse event. Public health and the health
system should promote safety and quality of care through high-quality risk
assessment, intervention, and documentation. National quality assurance
and accreditation organizations have recognized the need for consistent
assessment and documentation of suicide risk by integrating these processes

into their evaluation frameworks.

Accreditation Canada is now in its second year of implementing a regular
assessment of suicide risk of all persons in mental health service settings

as a “Required Organizational Practice” (ROP). This is now a standard
requirement for addressing the immediate and ongoing safety needs of
persons identified as being at risk, and appropriately documenting risks and
interventions in the person’s health record (Accreditation Canada, 2011).
While accreditation and quality monitoring organizations mandate the use of
suicide risk assessment, it is important to recognize that this process should
not occur simply to mitigate liability in response to such mandates (Lyons,
Price, Embling, Smith, 2000). Instead, suicide risk assessment should be
viewed as an integral part of a holistic therapeutic process that creates an
opportunity for discussion between the person and care provider, and his or
her family and other supports.

THIS GUIDE

This resource guide was developed based on an environmental scan of
peerreviewed, best practice, and policy literature on suicide risk assessment
processes, principles, and tools. The methodological approach that informed
this resource guide can be found in Appendix A. Interviews were also
performed with 21 expert stakeholders representing different cultural, ethnic,
geographic, demographic, health sector, and professional backgrounds.

The interviews complemented the environmental scan and added specific
contextual considerations for guiding risk assessment in different situations
and with persons from varied backgrounds.



The environmental scan and interviews led to the development of

four sections:

IL

III.

The first section presents an overview of suicide risk assessment principles,
processes, and considerations to help guide risk assessment in a variety of
health settings.

The second section consists of an inventory of suicide risk assessment
tools that includes information on their psychometric properties and

recommendations for their use.

The third section provides a framework for suicide risk assessment,
including application of risk assessment tools and recommendations for
monitoring the quality of the risk assessment process.

The fourth and last section provides resources for hospitals including

key concepts, tips and diagrams which may be reproduced and posted

in the organization. Additionally, more detail on the project methodology
is given as well as references to cited works.

Together, these sections create the foundation of the suicide assessment

resource guide. In Canada, this guide is anticipated to be a first step

in standardizing the process of suicide risk assessment for health care

professionals, and hopefully, will help advance a national strategy on suicide

prevention. We also hope that this resource guide will be used to educate

health care professionals and policy decision-makers and improve quality

initiatives in suicide risk assessment, by offering much-needed insight into the

reduction and prevention of suicide.

Executive Summary
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Section I: Overview of Suicide Risk Assessment Principles, Processes, and Considerations

The goal of a suicide assessment is not to predict suicide, but rather to...appreciate the basis for

suictdality, and to allow for a more informed intervention”

- (Jacobs, Brewer, & Klein-Benheim, 1999, p. 6).

In this section:

1. The Content of Suicide Risk Assessment

Identitying and evaluating warnings signs as well as risk and protective factors
Explaining why certain demographics like age and sex are excluded as risk factors

Discussing issues such as mental illness and chronic suicidality that compound risk assessment

2. The Principles that Guide the Assessment Process

The therapeutic relationship
Communication and collaboration
Documentation

Cultural awareness

3. Applying the Principles — Special Considerations in Given Care Settings

and Populations

Primary care

Emergency settings

Mental health settings

Youth

Older adults

Aboriginal communities including First Nations, Inuit, and Métis
Lesbian, gay, bisexual, transgender, queer communities

Military personnel

Itis recommended that readers consult the cited works for a more in-depth overview of each of the concepts presented.

Alist of all references can be found in Appendix J.
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Suicide risk assessmentis a
multifaceted process for learning about
aperson, recognizing his or her needs
and stressors, and working with him or
her to mobilize strengths and supports
(protective factors). While suicide

risk assessment tools are a part of this
process, these should only be used to
support the assessment process, rather

than to guide it.
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1. The Content of Suicide Risk Assessment

The assessment of suicide risk is commonly based on the identification
and appraisal of warning signs as well as risk and protective factors that are
present. Information relevant to the person’s history, chronic experience,
acute condition, present plans, current ideation, and available support
networks can be used to understand the degree of risk.

Suicide risk assessment is a multifaceted process for learning about a person,
recognizing and addressing his or her needs and stressors, and working with
him or her to mobilize strengths and supports. While suicide risk assessment
tools are a part of this process, these should be used to support the assessment
process, rather than to guide it. There are many other types of resources
available to support the suicide risk assessment process, for example, clinical
guides (e.g., Jacobs, 1999; Rudd, Joiner, & Rajab, 2004) and best practice
guidelines (e.g., American Psychiatric Association, 2003; Heisel & Flett, 2006;
Registered Nurses’ Association of Ontario [RNAO], 2009).

Understanding of suicide risk is challenged by the difficulty in establishing
how well the presence or absence of these factors actually predict suicide,
given the rarity of suicide and variations in the timeframes used to appraise
risk (Baldessarnin, Finklestein, & Arana, 1988). For example, timeframes

for measuring suicide outcomes range from 1 to 20 years (e.g., Brown, Beck,
Steer, & Grisham, 2000). Longer timeframes speak to the chronic nature of
suicide risk based on certain risk factors, but these same factors may not be
clinically meaningful to assessing risk in the short term (i.e., minutes and days;
Rudd, Berman, Joiner, et al., 2006).

It is important to keep these challenges in mind when reviewing the
abundance of literature on the identification and clinical interventions
associated with suicide risk and behaviours (e.g., Jacobs, 1999; Joiner, 2005;
Rudd et al., 2004).



Section I: Overview of Suicide Risk Assessment Principles, Processes, and Considerations

THE DIFFERENCE BETWEEN SUICIDE AND SELF-HARM

As an introductory point, it is good to distinguish between the terms
“self-harm” and “suicide”. Often the terms “self-harm” and “suicide” are
used interchangeably, yet they are different on both a conceptual and
treatment level.

Suicide is an intentional, self-inflicted act that results in death. The difficulty
in distinguishing suicidal behaviours from purposeful self-harm is in
determining the person’s intent. For example, was the intention of the
behaviour to end the person’s life, a call for help, or a means of temporary
escape? Suicidal behaviours that do not result in death are considered “non-

fatal,” or more commonly, “suicide attempts”.

Self-harm is an intentional and often repetitive behaviour that involves

the infliction of harm to one’s body for purposes not socially condoned
(excluding culturally accepted aesthetic modifications such as piercing) and
without suicidal intent (see Neufeld, Hirdes, Rabinowitz, 2011). It may be
very difficult to distinguish between self-harm and suicide-related behaviour
as both are self directed and dangerous. However, the majority of individuals
who engage in self-harm do not wish to die. Rather, they use self-harm as a

coping mechanism that provides temporary relief from psychological distress.

Although seemingly extreme in nature, these methods represent an effective
form of coping for some individuals. Though most people will know when
to cease a session of self-harm (i.e., when their need is satisfied), accidental
death may also result for example, if the person cuts into a vein and cannot
stop the bleeding. Such cases of self-harm may be mistakenly labelled as a
suicide or non-fatal suicide attempt by health care professionals.

THE APPRAISAL OF UNDERLYING FACTORS THAT INDICATE SUICIDE
RISK: WARNING SIGNS, RISK FACTORS, AND PROTECTIVE FACTORS

Warning signs and risk factors

For suicide risk assessment, it is important to make the distinction between
the extent to which factors are known to be correlated with suicide (i.e.,
potentiating risk factors; Jacobs et al., 1999) and the extent to which they are
known to actually increase risk of suicide (i.e., warning signs; Rudd et

al., 2006).

The distinction between self-harm and
suicidal behaviour is important as there
are appropriate and different treatment

options for both.

Suicide Risk Assesment Guide | 3



Definition

Potentiating risk factors are
associated with a person
contemplating suicide at one point

intime over the long term.

Warning signs are factors that
may set into motion the process
of suicide in the shortterm (i.e.,

minutes and days)

J

FACT: Ingeneral, there is consensus that
itis the combination of warning signs and
potentiating risk factors that increases a

person’s risk of suicide (Jacobs et al., 1999).
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Risk factors may be associated with a person contemplating suicide at one
point in time over the long term, whereas warning signs are those factors that,
in the immediate future (i.e., minutes and days), may set into motion the
process of suicide (Rudd, 2008). Warning signs present tangible evidence to
the clinician that a person is at heightened risk of suicide in the short term;
and may be experienced in the absence of potentiating risk factors.

Itis important to recognize that risk may still be high in persons who are not
explicitly expressing ideation or plans, searching for means, or threatening
suicidal behaviour. Persons who may be truly intent on ending their lives may
conceal warning signs. Thus, it is vital that all warning signs are recognized
and documented during the risk assessment process. In Section III of this
guide, we will discuss ways in which suicide risk assessment tools can assist in
detecting incongruity between a person’s level of distress and his or her stated
level of intent regarding suicide.

The presence of potentiating risk factors may predispose a person to higher
risk of suicide, but this risk is established by the presence of warning signs. For
instance, not all persons who are unemployed are at risk of suicide. However,
if an unemployed person becomes increasingly hopeless about his or her
future, possibly due to extreme debt or inability to support family, and begins
to express thoughts that others would be better off without him or her, then
that person is at heightened risk of suicide.

Figure 1 illustrates how a person’s risk of suicide increases with the presence of
warning signs, as well as with the number and intensity of warning signs. It is
important to note that Figure 1 does not necessarily present an exhaustive list
of all potentiating risk factors and warning signs. For instance, Wingate and
colleagues (2004) identify over 75 potential risk factors associated with suicide.
Instead, Figure 1 focuses on the key risk factors and warning signs identified

in the literature and supported by interviews with experts that contribute to a
heightened risk of suicide.

A pull-out reference is available in Appendix C.
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Very High Risk:

seek immediate help from

WARNING SIGNS:

* Threatening to harm or end one’s life emergency or mental health

n . professional.
+ Seeking or access to means: seeking pills, weapons,

or other means
* Evidence or expression of a suicide plan

+ Expressing (writing or talking) ideation about suicide,

wish to die or death
* Hopelessness
* Rage, anger, seekingrevenge

* Actingreckless, engaging impulsively in risky behaviour

* Expressing feelings of being trapped with no way out @
. . 2 High Risk:
* Increasing or excessive substance use n
i seek help from mental
*+ Withdrawing from family, friends, society = )
5 health professional
* Anxiety, agitation, abnormal sleep (too much or =
too little) t
2
* Dramatic changesin mood £
* Expressesnoreasonfor living, no sense of purpose in life <
POTENTIATING RISK FACTORS: I
* Unemployed orrecent * Priortraumatic life events or abuse Low Risk:
financial difficulties * Previous suicide behaviour .
recommend counseling and
* Divorced, separated, widowed * Chronic mentalillness .
monitor for development of
* Social Isolation * Chronic, debilitating physical illness I N
warning signs.

Figure 1. lllustration of the Accumulation of Potentiating Risk Factors and Warning Signs

on Risk of Suicide (Warning Signs adapted from Rudd et al., 2006).
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FACT: The determination of suicide

risk should not rest on demographic
characteristics such as age or sex. Instead,
these characteristics should be considered
when determining the most appropriate
intervention approach once risk has been
established based on potentiating risks and

warning signs.
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In essence, identified potentiating risk factors may become focal points for
targeting interventions once risk is abated. For example, experiences such

as prior traumatic events, chronic illness and disability, social isolation and
extreme loss (i.e., financial, personal, social) are important for understanding
the origins of risk. Potentiating risk factors in the absence of warning signs
may represent a less immediate risk of suicide. And by focusing treatment
interventions on these kinds of potentiating factors, care providers may
actually avert a person’s future progression into warning signs. Therefore,
though warning signs indicate the person’s level of risk, the potentiating risk
factors present areas of focus for interventions.

The exclusion of certain demographic characteristics as key risk factors

A number of demographic characteristics associated with suicide risk in the
literature have been excluded from the key risk factors proposed in this guide,
in particular age and sex.

Age

Interviews with experts have indicated that age alone should not be included
as a potentiating risk factor as it tells nothing about risk of suicide without the
presence of other potentiating risk factors (e.g., see Figure 1 (p.5)). Instead,
age may be related to suicide through an interaction with other factors such
as impulsivity or life circumstances. For instance, older adults may develop
suicide risk as a result of a long-standing physical illness or pain. Age is still
an important factor to consider in the risk assessment process, but not as a
risk factor. See page 29 where specific considerations related to lifespan and
traumatic life experience are discussed.

Sex

With respect to sex, differences in the rates of suicide between men and
women have been consistently observed in Canada and worldwide. Typically,
rates of suicide among men are higher than rates among females, though
some report that the rate of attempted suicide is higher among females
(Murphy, 1998). It is believed that such attempts may be used as a call for
help by women, whereas men are less inclined to openly discuss distress or
vulnerability (Murphy, 1998; Pearson et al., 1997). Therapeutic interventions
among men and women in distress therefore require early and increased

vigilance to verbal and behavioural cues for warning signs.
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Appraisal of underlying factors of risk is not a straight-line exercise

There are two compounding issues which must also be considered when trying
to assess factors that might indicate suicide risk; they are mental illness and
chronic suicidality.

Suicidality and mental illness

Not all persons with mental illness will develop suicidal thoughts and
behaviours. For instance, it is estimated that about 5% of persons with
schizophrenia died by suicide (Palmer, Pankratz, & Bostwick, 2005). However,
it is estimated that up to 50% of persons with schizophrenia consider suicide
at some point in their lifetime (Radomsky, Haas, Mann, & Sweeney, 1999).
In fact, 90% of persons who have died by suicide in the United States had
depression, substance abuse, and other mental illnesses (Moscicki, 2001).

A history of mental illness has been found to be a much stronger

predictor of suicide than socioeconomic variables (e.g., unemployment, low
income, marital status; Mortensen, Agerbo, Erikson, Qin, & Westergaard-
Nielsen, 2000).

Suicide risk is not necessarily a symptom of mental illness and is based
on specific symptoms or circumstances experienced by persons with
mental illness.

®  Hopelessness has been found to be a stronger predictor of suicide
ideation than depression diagnosis (Beck, Steer, Beck, & Newman, 1993).

*  Among persons with schizophrenia, it is important to review whether
persecutory or command hallucinations are contributing to a
person’s suicidal ideation or desire to die (Heila, Isometsa, Henriksson,
Heikkinen, Marttunen, & Lonngvist, 1997). In addition, recency of
onset of schizophrenia, frequency of hospitalizations, and despair, sadness,
or hopelessness (even in the absence of a depressive syndrome) may also
contribute to suicide risk in this group (Mamo, 2007).

e Persons who abuse alcohol or other substances may also be at increased risk
of suicide, particularly as inhibitory control is reduced and impulsivity
is increased (Wilcox, Conner, & Caine, 2004). Several interviewees also

indicated that life circumstances and onset of depression following

Suicide Risk Assesment Guide | 7



Definition

Predicament suicide refers to
“suicide that occurs when the
individual without mental disorder
isin unacceptable circumstances
from which they cannotfind an
acceptable alternative means of
escape”. (Pridmore, 2009, p 113)
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recovery from addiction may also contribute to a sense of isolation,
guilt, hopelessness, and other despair that may increase suicidal thoughts
or behaviours.

¢ Intense negative emotional states, impulsivity, and persistence of illness
often lead to a high number of suicide behaviours, attempts, and deaths
among persons with borderline or antisocial personality disorder (Zaheer,
Links, & Liu, 2008).

It is also important to recognize that suicide may occur in the absence of
a diagnosed mental illness, or in the presence of a relatively non-specific
diagnosis (e.g., adjustment disorder).

The concept of predicament suicide is used to describe “suicide that occurs
when the individual without mental disorder is in unacceptable circumstances
from which they cannot find an acceptable alternative means of escape”
(Pridmore, 2009, p. 113). This may be related, but not limited, to persons
who experienced extreme financial loss, persons who may feel excessive
guilt, humiliation or shame, or persons who have experienced loss of a close
personal relationship. These experiences, or potentiating risk factors, may
manifest into warning signs if the person is not able to cope or reason with
the situation, or if he or she feels there is nowhere to go or no one to turn
to for support. Recognizing the potential for such experiences to manifest
into warning signs is particularly important in primary care and other such
gatekeeper settings where early screening and interventions are possible.

Chronic Suicidality

Occasionally, health care professionals will encounter persons that are
considered “chronically suicidal”; that is, they experience suicidal ideation
on a daily basis with fluctuating intensity and persistence of these thoughts.
A chronically suicidal person must be assessed for acute risk and his or her
intention to die. However, if the person repeatedly entertains suicidal ideas
and frequently threatens suicide, it can occasionally invoke ambivalent
feelings (e.g., ‘this person is just trying to get attention’) which threaten

the therapeutic relationship. People with chronic suicidality may have an
underlying mental health condition (e.g., borderline personality disorder),
are frustrated with a lack of response to ongoing interventions or treatment,
or are using suicidality as a way of communicating distress (Kutcher & Chehil,
2007; Paris, 2002).
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In contrast to persons with acute suicidality (with or without major depressive
episodic symptoms), the management of chronically suicidal persons requires
a different set of principles. Clinical approaches for treating acute suicidality
among persons with mood disorders are rarely appropriate for chronic
suicidality. Unless in a psychotic state or following a serious suicide attempt,
hospitalization of chronically suicidal persons has little value in preventing
suicide in this population, and may have unwanted negative effects (e.g., cycle of
repeat admissions; Paris, 2002). Partial hospitalization in a highly structured
day program is an effective alternative where access to a specialized psychiatric
team is possible, and at the very least, provides respite to the family and any
outpatient therapists (Bateman & Fonagy, 1999). Dialectical behavioural
therapy (DBT) has also been shown to be an effective intervention for
managing persons with recurrent suicidal behaviour in the community
(McMain, Links, Gnam, Guimond, Cardish, Korman, Streiner, 2009).

Recommendations from the literature and from stakeholder interviews
suggest that it may also be necessary for mental health professionals to
tolerate suicidality over extended periods and allow (with good clinical
judgement) persons to remain in the community under a ‘certain degree of
risk’ (Maltsberger, 1994; Paris, 2002). This balance should err on the side
of caution, be grounded in an established therapeutic relationship, and use
ongoing monitoring to assess for heightened acute risk.

The establishment, reliance, and ongoing review of a person-centred safety
plan are particularly important for persons with chronic suicidality. In the
short term, hospitalization of a person with chronic suicidality may be a means
to establish immediate safety and a treatment plan; however, over the long-
term, establishing and addressing underlying causes for chronic suicidality
(on an outpatient basis) may assist in developing alternative solutions to the
problems underlying the suicidality. As demonstrated in treatment of persons
with borderline personality disorder, once treatment begins to work, chronic
suicidality gradually remits (Najavits & Gunderson, 1995).
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Protective factors

Protective factors are those that may mitigate risk of suicide (Nelson,
Johnston, & Shrivastava, 2010; Sanchez, 2001); see Box 1 below.

Box 1. Examples of Protective Factors (Sanchez, 2001; United States Public Health
Service,1999)

* Strong connections to family and community support

+ Skills in problem solving, coping and conflict resolution

* Sense of belonging, sense of identity, and good self-esteem

* Cultural, spiritual, and religious connections and beliefs

* |dentification of future goals

* Constructive use of leisure time (enjoyable activities)

* Support through ongoing medical and mental health care relationships

* Efective clinical care for mental, physical and substance use disorders

* Easyaccesstoavariety of clinical interventions and support for
seeking help

* Restricted access to highly lethal means of suicide

The identification of protective factors is a necessary component of suicide
risk assessment in order to identify potential strengths and resiliency that

can be used to buffer suicide risk. Recognizing protective factors can be a
means to encourage hope among persons at risk. Responsibility and love for
one’s family or children, strong ties to friends or the community, or personal
hobbies or interests may foster a sense of self-worth and should be considered
during suicide risk assessment. However, the protective nature of some factors
may be temporary (e.g., a person may not attempt suicide while their children
are still living at home). Protective factors should never supersede evidence of
warning signs when assessing risk. The presence of protective factors does not
reduce the risk associated with the presence of severe warning signs. Instead,
these factors should be used in the care process with the person to attempt to
alter risk.
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The mere absence of warning signs and potentiating risk factors can also be
thought of as a protective factor

Itis important to recognize that the absence of these factors can be strengths
which may assist in coping with other risk factors or warning signs. In fact,
several experts interviewed emphasized the use and leverage of protective
factors in a strengths-based approach to assessing and monitoring risk of
suicide, particularly for persons receiving community-based care (See Reason
for Living Inventory in Section II for an example of a tool that can help gather
information on protective factors). Further, it is important to discuss both

the available internal (e.g., person’s skills, coping mechanisms) and external
(e.g., strong family or community supports, cultural or religions networks;
Grotberg, 2002) supports. Asking the person to identify with positively worded
statements (e.g., “I can take care of myself”, “I have people

I can talk to”, etc.) might also help to shift the focus from the person’s distress
and suicidal ideation to areas of strength and support.

2. The Principles that Guide the Assessment Process

Providers need to recognize, organize and act on potentiating risk factors and
warning signs. This process is complicated by the context and complexity of
providing care to persons at risk of suicide. For example, in almost all health

care settings, care providers are faced with numerous challenges including:

* time available to appropriately assess a person;

® the availability, experience, and support of other care providers or clinical

team members;
¢ the sophistication of health information systems;
¢ the availability of appropriate services for high-risk persons;

® ongoing management of admissions and discharges; and

staff shift changes and internal transitions in care.

These challenges are compounded by the urgency and consequences
associated with the person’s condition. Timely, informed decisions need to
be made regarding a person’s safety and the risk that the person may pose to
himself or herself while in the care environment as well as when outside of
that environment.
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The primary principle for maintaining
aperson-centered risk assessment

is the establishment of a therapeutic
relationship with the person, based
on active listening, trust, respect,
genuineness, empathy, and response

to the concerns of the individual.
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PRINCIPLE ONE - THE THERAPEUTIC RELATIONSHIP

The danger emerging from the challenges briefly described in the preceeding
paragraph is that the suicide risk assessment process may become automated,
or focused solely on triage or service need rather than on recognizing and
intervening with the person’s distress. Therefore, the primary principle

for maintaining a person-centered risk assessment is the establishment of

a therapeutic relationship with the person (APA, 2003). This relationship
should be based on active listening, trust, respect, genuineness, empathy and
responding to the concerns of the person (RNAO, 2009). Maintenance of
openness, acceptance, and willingness to discuss his or her distress can help
minimize feelings of shame, guilt, and stigma that the person may experience.

The way that questions are asked may help convey a sense of empathy and
normalization, and help the person feel more comfortable. This may be
particularly important among youth, who may be afraid to disclose their
feelings for fear of repercussions. One approach is to let the person know that
it is not uncommon for some people to think about hurting themselves when
in distress, and then ask him or her if that is how he or she feels. The person
may then feel reassured that he or she is not alone in his or her feelings, and
that the clinician is there to listen and provide support.

Establishing a good therapeutic rapport can improve the suicide risk
assessment process

The development of a therapeutic relationship may take time and span
multiple visits, although this rapport begins to be established at first contact.
Several strategies can be carried out to develop therapeutic rapport with the
person to improve the suicide risk assessment process (Heaton, 1998).

Box 2. Successful strategies for building the therapeutic rapport (Heaton, 1998)

* Askthe person how he/she wants to be addressed

* Provide the person with an explanation of your role and the purpose of
the assessment which will minimize feelings of uncertainty and anxiety

* Listen empathetically

* Take the time to consider the person’s story

* Highlight the person’s strengths

* Meetthe personinacomfortable and private environment



Section I: Overview of Suicide Risk Assessment Principles, Processes, and Considerations

The clinician should:
Building rapport should beginin the
* Listen empathetically to the person and use a calm tone of voice in first moments of contact between the
conversation. Often, when in crisis, the person may not know how to act. clinician and person and continue

Therefore, modeling behaviour (e.g., quiet and even tone of voice) may throughout the risk assessment

help the person understand what is expected, as well as assist in de-

. . . rocess; this can reassure the person
escalating the situation; P D P

and improve his or her engagement.
e Take the time to consider the person’s story so that he or she does not
feel dismissed. It is helpful for clinicians to remember that the person in
crisis is more than a cluster of behaviours; consequently he or she should

be seen as a person first, and as a person in crisis second; and

e Help the person to see his or her strengths (e.g., reinforce that the choice
to seek help was a good one), validate his or her feelings, and help him or
her to regain control.

The setting in which the assessment is completed should be comfortable and
private to help the person feel safe and open to discussion. External stimuli
during a crisis can be overwhelming. A waiting area with some privacy, away
from noise and perceived scrutiny, can assist in decreasing any anxiety and
distress. If the person is so distressed that he or she is crying, ask the person if
a curtained area or a place thatis safe (i.e., free of environmental risks) and
relatively quiet would be more comfortable, allowing the person time and
privacy once moved. Checking in to ensure that the person is comfortable
with the immediate physical surroundings will not only help to de-escalate the

situation, but also increase the therapeutic rapport (Bergmans et al., 2007).
PRINCIPLE TWO - COMMUNICATION AND COLLABORATION...

Effective communication and collaboration are crucial for ensuring that
suicide risk assessment remains thorough, consistent, and effective in
addressing a person’s risk throughout his or her journey through the system
(e.g., from the emergency room to the community, from one professional
to another). Communication and collaboration are essential for obtaining
collateral information about a person’s distress and maintaining his or her
safety. To support the person throughout his or her recovery process, it is
essential to maintain good communication and collaboration:

*  With the person;
*  With the person’s informal support network; and

*  Within and between the care teams supporting the person.
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FACT: The perceived poor attitudes from
staff regarding suicide-related behaviour
may discourage individuals at risk from
seeking help. Less than 12% of persons
with a history of suicide considered the
mental health system as a first line of help
in times of crisis (Alexander and colleagues
(2009)). Critical attitudes from staff can
increase the level of distress. For instance, a
negative experience in hospital can lead to
further self-harm, in addition to attempts by
individuals to self-treat wounds in order to

avoid the emergency department experience

altogether (Harrison (1995)).
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..With the person

Many persons seeking mental health services and coming into contact

with mental health staff feel that their experience was negative. Cerel and
colleagues (2006) reported that among persons in the emergency department
following a suicide attempt, fewer than 40% felt that staff had listened to
them or taken their injuries seriously; more than half felt directly punished or
stigmatized by staff.

Providing care and treatment for persons with suicide-related behaviour is
emotionally demanding and care providers should keep in mind that they
themselves might require support. Some health care professionals may have
intense personal reactions to a potential suicide, making it difficult to remain
empathetic, accepting, and open-minded. Persons who engage in repetitive
self-injury can provoke frustration in the inability to “cure the person”
(Bergmans et al., 2007). Understanding one’s own personal views

on suicide and self-harm will assist in maintaining a caring, respectful

and non-judgemental attitude (Pompili, 2011), while understanding the
perspective of the person at risk can aid in developing more meaningful,

person-centered interventions.

Though larger systemic issues can also affect the therapeutic relationship,

it is essential that clinicians remain aware of how their personal feelings of
being overwhelmed or frustration may impact that relationship. Where care
providers experience these feelings, they should seek help and support.
These coping strategies will ensure that the person at risk continues to feel

supported and to feel heard.
..\With the informal support network

Families, friends, and other informal supports provide an invaluable

resource for persons in distress. When appropriate and with the person’s
permission, family, friends, and others should be involved in risk assessment
and treatment of self-harm and suicide-related behaviour. Families and other
informal supports may also be a source for collateral information through
their suspicions or spotting of signs of suicide-related behaviour prior to the
formal involvement of mental health treatment. Communication to families
of all aspects of risk, assessment, monitoring, and interventions is essential for
maintaining a person’s safety. The family should be involved in the monitoring
of the person, preventing access to means, and encouraging compliance with

the treatment recommendations.
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While efforts to include informal supports in the process of risk assessment
and treatment can enhance the overall care provided, this involvement is
not always maximized. Some family members describe having very little
opportunity for genuine participation in mental health care and treatment
at either a systemic or individual level, and have little encouragement to do
so (Goodwin & Happell, 2007). However, a person-centered approach to the
treatment of suicide-related behaviour views family members as partners in
providing care for the person (Buila & Swanke, 2010).

In other instances, family members may be in denial about the experience
and hope that it will go away. Thus, where appropriate and available, family
members should be included in discussions about safety management and
crisis situations that emphasize non-judgement and normalizes their feelings,
and acknowledges that support is available.

The involvement of family and informal support during suicide risk
assessment is determined by several factors. If a person is acutely suicidal,

the first responsibility is to protect his or her safety, which may involve
breaching confidentiality as required by law and ethical codes of conduct.
These laws and codes may be established by the governing jurisdiction,
professional practice, and organizational policy. A breach of confidentiality
may be required to share information with family or gather information from
family to ensure the safety of the person (APA, 2003). This is a very complex
situation that should be carried out in consultation with legal, ethical, and
risk management experts. While carrying out consultations on breaching
confidentiality, implement a strategy for promoting the person’s safety within

current means.

In some circumstances, the risk for self-harm or suicide is perpetuated by
conflicted family relationships (e.g., an abusive parent, divorce, bullying) or a
dysfunctional home environment. In this context, the person’s safety should
be the main priority which may require (depending on the severity of the
circumstances) the involvement of children and youth protection services,
the temporary removal of the person from their home environment, or a
simple referral to a family therapist for counselling. Occasionally, a person’s
culture or religion will hinder or prohibit the discussion of suicide, creating

a challenge for familial involvement in suicide risk assessment. Under these
circumstances, the person’s right to privacy should be respected and balanced
against the need for safety if the risk of suicide is present.

Suicide Risk Assesment Guide | 15



Documentation is key to suicide

risk assessment.

Clear notes are needed for:

Level of risk (based on warning
signs, potentiating risk factors and
protective factors);

Person’s thoughts and observed
behaviours;

Psychiatric history;

Previous treatments;

Plans for treatment and
preventive care;

Concerns expressed by the
informal support network; and
Current and previous suicidal
behaviour (timing, method, level of

intent and consequences).

This is by no means an exhaustive list.

As well, organizations should develop

standard protocols for identifying the

location of information in the person’s

record related to suicide risk.
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..Within and between the care teams supporting the person

Communication and collaboration in suicide risk assessment and prevention
are fundamental processes both within and between care settings. The
documentation and sharing of information within and between clinical units
and care settings should be a standardized process to improve the ease of
information flow and consistency in knowledge about a person’s risk.

Discussion among care providers within settings should include a formal
review of the person’s status, levels of distress, and determination of risk.
Information yielded from this review should be documented and clearly
communicated among all persons involved in the person’s care. Granello
(2010) indicates that care teams should use collaboration, corroboration,
and consultation in the risk assessment process. Collaborating with other
team members and persons aware of the person’s status will help ensure

key information about risk is not missed. Corroboration of the risk assessment
information with others familiar with the person’s status will help inform the
level of risk by providing information on the prior frequency of mental
status, suicide thoughts, and behaviours. Consultation with other team
members or clinical experts is important for making a final designation

of risk and determining appropriate actions for risk mitigation. Even

among expert clinicians, collaboration with others is an essential process

of risk determination.

Communication and collaboration is also essential for understanding risk
and preventing suicide at points of transition between shifts, programs, and
care settings (sometimes called “hand offs” or “transitions in accountability”),
a time when suicide risk may be highest (Ho, 2003). In Norway, national
guidelines on suicide recommend a chain of care that includes ongoing
assessment and communication of suicide risk be developed for persons
transitioning between care environments following a suicide attempt.
However, few organizations actually meet these guidelines (Mork et al., 2010).
Thus, it is important at the level of care settings to establish specific processes
to ensure communication of suicide risk and prevention within and between
care settings.

PRINCIPLE THREE - DOCUMENTATION IN THE ASSESSMENT PROCESS

Documentation is a key process for ensuring the efficacy of suicide risk
assessment. After initial and ongoing assessments, chart notes should clearly
identify the person’s level of risk (based on warning signs, potentiating factors,
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and protective factors) and plans for treatment and preventive care. Chart
notes should be augmented with structured assessments, including relevant
risk assessments, previous psychiatric history, previous treatment received,
and concerns expressed by family or friends. In settings where behaviours
can be easily observed (e.g., hospital), documentation should also include
information about the person’s specific thoughts and behaviours to further
help appraise risk.

Documentation should include information about current and historical
suicidal and purposeful self-harming behaviour. Even if the behaviour
occurred several years previously, it is necessary to explore the circumstances
around that incident and the person’s reaction to it, in case a similar situation
arises. For both current and historical suicidal behaviour, details about timing,
method, level of intent, and consequences of the behaviour should

be documented.

A pull out reference is available in Appendix E.
Documentation should include:

1. The overall level of suicide risk
The level of risk should be clearly documented along with information to
support this assertion. This can include information about:

® The types of assessment tools used to inform risk assessment;

e Details from clinical interviews and details from communication with
others (e.g., the person’s family and friends, other professionals);
i.  The circumstances and timing or the event;
ii. Method chosen for suicide;
iii. Degree of intent; and
iv. Consequences.

2. Prior history of suicide attempt(s) and self-harming behaviour.
This should include:

e The prior care plan/intervention plan that was in place;

® The length of time since previous suicide attempt(s) or self-harming
behavior(s);
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¢ The rationale for not being admitted to a more intensive
environment or discharged to a less restrictive environment, and what
safety plans were put into place; and

¢ Details about family concerns and how these were addressed.

3. Details about all potentiating risk factors, warning signs, and
protective factors

4. The degree of suicide intent
The degree of intent may include, for example, what the person thought
or hoped would happen.

5. The person’s feeling and reaction following suicidal behaviour
For example, sense of relief, regret at being alive.

6. Evidence of an escalation in potential lethality of self-harm or
suicidal behaviours
Document whether the person has begun to consider, plan, or use
increasingly lethal means (e.g., from cutting to hanging, seeking a gun).

7. Similarity of person’s current circumstances to those surrounding
previous suicide attempt(s) or self-harming behaviour(s)

8. History of self-harm or suicidal behaviour(s) among family or friends
or significant loss of family or friends
This should include anniversary dates of these events as risk may be
elevated at these anniversary points.

Organizations should also develop standard protocols for identifying the
location of documentation regarding suicide risk within the persons’ record.
The location of documentation should be consistent and easily identified by

others within the organization or those involved in the care of the person.
Documentation during transitions

Studies have shown that persons who have been discharged from in-patient
psychiatric care are at particularly higher risk of suicide than the general
population (Ho, 2003; Hunt et al., 2009; Goldacre et al., 1993). The transition
from the safety of the hospital setting back into the community is a vulnerable
period. Discharge planning may improve this transition to the community and
reduce the risk for suicide once the person has left in-patient psychiatric care.
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Box 3. Key aspects of documentation during transitions

* Riskindicators thatimmediately inform care providers of the person’s
heightened risk

* Use of physical or virtual indicators (e.g., brighter chart, warning on
electronic record) thatindicate the person’s heightened risk

* Information on prior monitoring, assessment timelines, and
recommendations for future monitoring (which are based on knowledge
of the person and understanding of his or her chronic and acute needs)

* Information on plans to mitigate risk that have been established between
the person and his or her care team (i.e., crisis plan, supports and safety
plan, and concerns or considerations of the informal support network).
This allows providers in different care environments to follow a consistent

risk prevention strategy

A thorough suicide risk assessment is essential when considering the timing of discharge.

If the crisis has not been addressed, the person has not fully de-escalated,

or the person cannot (or will not) agree to formulate a safety plan, try to
negotiate a safety plan with the person. Suicidal ideation, low mood or
hopelessness should not be present at time of discharge. Offer concrete
choices (e.g., “Do you think staying in hospital would be helpful, or would
returning home with a family member feel safer?”) to provide autonomy to
the person to choose the treatment/discharge option that feels most safe
for him or her. Relying on how the person has previously managed in the
community (or while in hospital) is not a fail-safe indicator of how he or she
will respond when back in the community. The person will need preparation
for reintegrating, crisis contact numbers, and a timely appointment with a
professional to address these items. Persons who self-discharge following

a suicide crisis should be red-flagged for close monitoring. Follow-up
appointments should incorporate the same suicide risk management
practices as those used for discharge planning (Bergmans et al., 2007; Hunt
etal., 2009).

Persons in hospital or the emergency department for suicidality should be
discharged with a specific safety plan on how to stay safe once he or she
returns to the community. Strategies for staying safe, early warning signs,
grounding techniques, coping strategies and crisis contact numbers that were
discussed during the intervention should be included in the safety plan.
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Writing this plan on paper with the person will help them avoid returning
into crisis once they leave the safety of the hospital (Bergmans et al., 2007)
and also provides something tangible to review if feelings of distress begin to
mount. Support persons, such as family or friends, should also be involved

in the details of the safety plan with clear documentation of who needs to be
contacted if a crisis seems imminent. Sharing the safety plan with the person’s
care team will also increase collaboration and continuity of care in the event
of a re-admission.

PRINCIPLE FOUR - CULTURAL AWARENESS

Clinicians and health care professionals performing suicide risk assessments
need to be aware of culture and its potential influence on suicide. In some
cultures for instance, suicide is considered taboo and is neither acknowledged
nor discussed. This creates a challenge not only for the clinician assessing for
suicidality, but also for the person of that culture who may be struggling with
suicidal thoughts and unable to discuss or disclose those thoughts or feelings
to members of their same ethnic community. It should be considered a sign
of strength for persons whose culture does not accept or discuss suicide to
disclose suicidal ideation.

Intra-cultural beliefs regarding suicide can be further confounded by age
(e.g., youth, adult, elder), sex, and/or religious beliefs. It is important to
consider and be aware of this diversity in beliefs and the potential impact on
risk of suicide. Whenever possible, talking with the person, family, or others
about specific cultural beliefs toward suicide will aid the risk assessment
process and help develop an approach to prevention with the person that is in
line with his or her beliefs.

SUMMARY OF KEY PRINCIPLES

The principles outlined above, and others, can be used to help overcome
some of the challenges associated with conducting a thorough suicide risk
assessment. Granello (2010) developed a set of principles for maintaining a
thorough person-centred assessment that can incorporate the use of a suicide
risk assessment tool, clinical interview, or both (see Table 1 on next page).

A pull out reference is attached in Appendix F.
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Table 1. Guiding Principles for Suicide Risk Assessment (adapted from Granello, 2010).

Suicide Risk Assessment: Explanation

1. IsTreatmentand Occursinthe ® The process of the risk assessment, itself, could be a therapeutic process
Context of a Therapeutic for persons, helping them feel that that their story can be heard in a safe and
Relationship confidential environment.

¢ Empathy and helping the person feel valued in the assessment process
is important.
e This process can help establish the therapeutic relationship with the person.

2. IsUnique for Each Person ® Regardless of risk profile a person may have unique circumstances that
precipitate suicide ideation or behaviours.

¢ To help the person, it is important to learn about these circumstances from
the person’s perspective.

3. IsComplexand Challenging * Suicide thoughts or behaviours may be an attempt to escape distress rather
than a direct desire to seek out death.

¢ The distinction between wanting to escape vs. wanting to die may create
opportunities for intervention.

¢ FEach person may have their own specific reasons for escape or distress that
may fluctuate over time.

4. lsanOngoing Process ® Ongoing assessment is needed due to the fluctuations of risk factors and
warning signs over time.

¢ Important assessment points include times of transition, elevated stress, and
changes to supports.

* Assessments can use brief questions about frequency and timing of ideations
(e.g., last day, week, month, etc.) to determine the acuity or chronicity
of ideation.

5. Errsonthe Side of Caution e Assessment of risk needs to balance between identifying all possible persons
at risk of suicide (sensitivity) while identifying only persons actually at risk
of suicide (specificity).

* While over estimating persons who may be at risk (false positives) may be
burdensome, underestimating those actually at risk (false negatives) can
be detrimental.

* Risk factors and warning signs are to be used to balance this assessment,
but cautious clinical judgement is required to ensure safety.

6. IsCollaborative and Relies on ® Multiple sources of information can provide corroboration to the
Effective Communication risk assessment.

® Collaboration and consultation with other clinical team