CLINICAL TRIAGE AND WORKFLOW GUIDELINES FOR THE C‐SSRS

Answers on the C‐SSRS provide the information needed to classify someone’s suicidal ideation and behavior, and when combined with clinical judgment, can help determine levels of risk and aid in making clinical decisions about care.

The C-SSRS has operationalized thresholds for imminent risk. No matter where the Columbia is being used, the imminent risk answers are the same. Those answers are a “yes” to items 4 or 5 for ideation severity (There is intent to act) within the past month or a “yes” to having any behavior in the past 3 months.
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These high-risk answers require patient safety precautions until a mental health professional can evaluate the individual for possible hospitalization. Other answers on the Columbia only require referral to outpatient providers and crisis hotlines
This first level screening can be done by anyone (nurses, teachers, clergy, lawyers, parents, etc.) or by self-report.
Below and attached are some examples of workflow.
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Severity of Ideation Subscale - consists of 5 questions that reflect five types of ideation of increasing severity:

· A positive answer to Question 4 or 5 indicating presence of ideation with at least some intent to die in the past one month indicates a severe risk and clear need for further evaluation and clinical management (e.g., triggers immediate referral to mental health services and patient safety precautions).

4 – Active Suicidal Ideation with Some Intent to Act, Without Specific Plan (e.g., I would hang myself [method] and I can’t guarantee that I won’t do it [intent]).

5 – Active Suicidal Ideation with Specific Plan and Intent (e.g., tomorrow at 1:00pm when I know no one will be home [plan], I am going to [intent] take a handful of Tylenol that I have in my medicine cabinet).

Suicidal Behavior Subscale - includes questions about 4 suicidal behaviors and non‐suicidal self-injurious behavior.

· Presence of ANY suicidal behavior (suicide attempt, interrupted attempt, aborted attempt and preparatory behavior) in the past 3 months indicates a severe risk and clear need for further evaluation and clinical management (e.g., triggers immediate referral to mental health services and patient safety precautions).

*Note: Endorsement of other questions on the scale could also indicate a need for further evaluation or clinical management depending on population or context, however a positive answer to Question 4 or 5 in the past month or any behavior in the past 3 months indicate the most severely emergent clinical situation.



STATE‐WIDE ELECTRONIC MEDICAL RECORD SYSTEM
(used by the New York State Office of Mental Health facilities with outpatient services)


The system automatically adds a RED SUICIDE WARNING ALERT to the patient’s record for endorsing a “4 or 5” in the past month or a behavior in the past 3 months; and an ORANGE SUICIDE HISTORY ALERT if there is any lifetime history of ideation severity of ”4 or 5” or any suicidal behavior.
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HOSPITAL SETTINGS FOR THE JOINT COMMISSION REQUIREMENT

A Sample Intervention Matrix
	Suicide Screening
Decision Support Tool

	Screening
	CSSRS Screening Answers
	IMMEDIATE GOAL
	POSSIBLE RESOURCES & INTERVENTIONS*

	High Risk
Suicidal ideation with intent or with intent and plan in past month (C-SSRS ideation # 4 or #5) 
And/Or
Suicidal Behavior within past 3 months (C-SSRS  suicidal behavior)

Defined as: Suicidal Ideation with intent or intent with plan in the past month and/or suicidal behavior within the past three months
	#1, #2 and #3 = YES or NO
#4 and #5 = NO
#6 lifetime = YES
#6 past 3 mos. = YES
-and/or-
#1 = YES or NO
#2 = YES
#3 = YES or NO
#4 or #5 = YES
#6 lifetime = YES or NO
#6 past 3 mos. = NO

	Immediate notification to provider to assess and determine ultimate disposition. Provide safe environment. 
	Provider to assess and determine disposition. Provide appropriate safe environment per Aurora policy. Consider the following support for decision-making: 
AMBULATORY RESOURCES:
· Contact Behavioral Health Call Center: 414-454-6777 for questions, or assistance in next step decision making. 
· Contact local hospital Behavioral Health Intake for assistance, if available (Phone #).
· Send patient to ED via ambulance.
· Collaborative completion of Stanley Brown Patient Safety Plan
· If the patient declines further evaluation, elects to leave, and is believed to be a danger to themselves or others, call 911.  (Patients cannot be legally detained against their will except by police through placement on an emergency detention status.)
EMERGENCY DEPT RESOURCES:
· Complete ED Nursing Psych Assessment 
· Enter Consult Order to BH Intake
· Utilize Tele-Intake services, if onsite Intake unavailable
· Contact Local Crisis Team (Phone #) for evaluation of involuntary detention or diversion service (crisis group home, community safety plan)
· Complete Lifetime/Clinical Columbia Scale, if available
· Collaborative completion of Stanley Brown Patient Safety Plan
MED/SURG RESOURCES:
· Initiate Care Plan for Suicide Risk/Depression
· Complete RN Mental Status Assessment
· Enter Psych/Psych Specialist Consult
· Contact Local Crisis Team (Phone #) for evaluation of involuntary detention or diversion service (crisis group home, safety plan)
· Enter consult to CM/SW
· Consider transfer to BH-specific unit
· Complete Lifetime/Clinical Columbia Scale, if available
· Collaborative completion of Stanley Brown Patient Safety Plan




	



Medium Risk
Suicidal ideation WITH method, WITHOUT plan or intent in past month. (C-SSRS ideation #3)
And/Or
Suicidal behavior more than 3 months ago (C-SSRS Suicidal Behavior)

Defined as: Suicidal ideation with method, without plan or intent, and/or suicidal behavior more than three months ago
	




#1 = YES or NO
#2 = YES
#3 = YES
and #4 and #5 = NO
#6 lifetime = NO
-and/or-
#1 = YES or NO
#2 = YES or NO
#3, #4 and #5 = NO
#6 lifetime = YES
#6 past 3 mos. = NO
	






Provider to assess and determine disposition.  Provider has option to provide safe environment, per clinical judgement and assessment. (Provide policy link here). Obtain or complete further assessment. Behavioral Health Consult, if available.
	Consider the following support for decision-making: 
AMBULATORY RESOURCES:
· Contact Behavioral Health Call Center: 414-454-6777 for questions, or assistance in next step decision making. 
· Contact local hospital Behavioral Health Intake (Phone #)  or local Aurora 
· Contact Local Crisis Team (Phone #) for evaluation of involuntary detention or diversion service (crisis group home, safety plan)
· Outpatient Behavioral Health Center (Phone #) for guidance and/or scheduling assistance.   
· Collaborative completion of the Stanley Brown Patient Safety Plan 
· Consider scheduling follow-up appt. with:
· Behavioral Health  and/or
· Primary Care Physician    
· Provide patient “What to Do in a Crisis” FYWB and crisis phone numbers (Krames) 
EMERGENCY DEPT RESOURCES:
· Enter consult Order to BH Intake
· Utilize Tele-Intake services, if onsite Intake unavailable (Phone #)
· Contact Local Crisis Team (Phone #) for evaluation of involuntary detention or diversion service (crisis group home, safety plan)
· Contact Behavioral Health Call Center: 414-454-6777 for questions, or assistance in next step decision making.
· Contact local Behavioral Health Center for disposition to PHP, day treatment or for guidance and assistance (phone #)
· Collaborative completion of the Stanley Brown Patient Safety Plan
· Consider scheduling follow-up appt. with:
· Behavioral Health  and/or
· Primary Care Physician   
· Provide patient with “What to Do in a Crisis” FYWB and crisis phone numbers (Krames)
MED/SURG RESOURCES: 
· Initiate Care Plan for Suicide Risk/Depression
· Complete RN Mental Status Assessment
· Enter Psych/Psych Specialist Consult
· Enter consult to CM-SW
· Contact Local Crisis Team (Phone #) for evaluation of involuntary detention or diversion service (crisis group home, safety plan)
· Collaborative completion of Stanley Brown Patient Safety Plan
· Consider scheduling follow-up appt. with:
· Behavioral Health  and/or
· Primary Care Physician   
· Provide patient with “What to Do in a Crisis” FYWB and crisis phone numbers (Krames)




	Low Risk
Wish to die (C-SSRS Ideation #1) no method, plan, intent or behavior
Or                                                          
Suicidal ideation (C-SSRS Ideation #2) WITHOUT method, plan, intent or behavior.         
Or                                                      
Modifiable risk factors and strong protective factors.                                       
Or                                                                   
No reported history of suicidal ideation or behavior.
Defined as: Wish to die, no method, plan, intent, or behavior and/or suicidal ideation, no method, plan, intent, or behavior or modifiable risk factors and strong protective factors, or no reported history of suicidal ideation or behavior
	

#1 and #2 = YES or NO
#3 and #4 and #5 = NO
# 6 lifetime = NO


	Provide education and resources.
	Consider the following support for decision-making: 
AMBULATORY RESOURCES:
· Provider may inquire if patient would like any information: crisis information, Coping with a Crisis FYWB, depression ‘what to look for” FYWB, numbers to obtain behavioral health assistance. (Krames)
· Collaborative completion of Stanley Brown Patient Safety Plan
· Consider:
· Referral to Behavioral Health  and/or
· Follow up with Primary Care Physician  
· Contact Behavioral Health Call Center: 877-666-7223 for assistance scheduling 
HOSPITAL-WIDE RESOURCES: 
· Provider may inquire if patient would like any information: crisis information, Coping with a Crisis FYWB, depression ‘what to look for” FYWB, numbers to obtain behavioral health assistance 
· Collaborative completion of Stanley Brown Patient Safety Plan
· Consult with local BH Intake team, tele-intake, or Behavioral Health Call Center, if more guidance needed.
· Consider at discharge:
· Referral to Behavioral Health  and/or
· Follow up appt with Primary Care Physician  






A Sample Intervention Plan
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Step 5:  Suicide Management Plan      I.  INPATIENT                       This Screen pops up for HIGH RISK / INPATIENT   -     Identify individual as High Risk for Suicide   -   Address access to lethal means related to suicidal plan . Please document instructions to team - members, patient, and         family / significant others.   -   Develop a “Patient Safety Plan (Stanley & Brown)”           Note: A Patient Safety Plan is a Best Practice Intervention for suicidal individuals.  A “Patient Safe ty Plan” is different from a “Crisis Plan,”          a “WRAP Plan” or a “contract for safety.”  Contracts for Safety are not considered a best practice in suicide care.    -   Provide psychotherapy to address suicidal thoughts and behaviors.                CBT                 DBT    -   Implement Safety precautions in the physical environment   (e.g., special observation, clothing precautions)     Care Transition to Outpatient    Note: The highest risk of suicide is within the first three days of discharge from inpatient  setting. The  next highest risk of suicide is during the first 30 days post discharge.   -   Set - up Outpatient Appointment  -   “3 & 30 Appointment Guideline” :   If referred to state ops clinic, first appointment  should be scheduled within the first 3 days of discha rge with frequent contacts during the first 30 days of discharge.    -     Attach Patient Safety Plan discharge summary for outpatient provider       If Applicable:   [Y/N] Referral to Peer Specialist. Please ask the client if he/she would like this additional support.    [Y/N]  Warm - Hand Off Protocol    [Y/N]  Structured Follow - up via telephone until the client attends their first outpatient visit      This Screen pops up for   MODERATE RISK / INPATIENT   -   Address access to lethal means related to suicidal plan.   Please document instructions to team - members, patient, and family /  significant others.      - Develop a “ Patient Safety Plan (Stanley & Brown)”         Note:   A Patient Safety Plan is a Best Practice Intervention for suicidal individuals.  A “Patient Safety Plan ” is different   from a  “Crisis  Plan,”   a “ WRAP plan”   or a “ contract for safety .”  Contracts for Safety are not considered a best practice in suicide care.    -   Provide  psychotherapy   to address suicidal thoughts and behaviors.                 CBT                DBT       This Screen pops up for LOW RISK / INPATIENT   􀂃   Discuss information   about warning signs             
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IL_OUTPATIENT
This Screen pops up for HIGH RISK / OUTPATIENT

O Refer to Psychiatrist to determine eligi
O Identify ind

ity for inpatient care

ual as|High Risk for Suicide

O Address access to lethal means related to sui
significant others.

O Develop a “Patient Safety Plan (Stanley & Brown)” on the day when HIGH risk is determined (if not admitted.)

lal plan. Please document instructions to team-members, patient, and family

Note: A Patient Safety Plan is a Best Practice Intervention for suicidal individuals. A “Patient Safety Plan” is different from a ‘Crisis
Plan,”a "WRAP plan’ or a “contract for safety.” Contracts for Safety are not considered a best pracice in suicide care.

0= Provide psychotherapy to address suicidal thoughts and behaviors.
caT
BT

O If appointment is missed, client needs to be contacted on the same day as missed appointment
Oifap
O If applicable, Refer to Peer Services: A peer develops a supportive relationship and provides support. Please ask indvidual if
helshe would lie this additional support

This Screen pops up for MODERATE RISK / OUTPATIENT

O Address access to lethal means related to suicidal plan. Please document instructions to team-members, patient, and family /
significant others. ~See Counseling on Access to Lethal Means

O Develop a “Patient Safety Plan (Stanley & Brown)” on the day when HIGH risk is determined.
Note: A Patient Safety Plan is a Best Practice Intervention for suicidal individuals. A*Patient Sarety Plan” is different from a “Crisis
Plan,”a"WRAP plan” of a “contract for safety.” Conlracts for Safety are not considered a best practice in suicide care.

ble, forward Patient Safety Plan to after-hour contracted call center

0= Provide psychotherapy to address suicidal thoughts and behaviors.
caT
BT

O It appointment is missed, client needs to be contacted on the same day as missed appointment
O I applicable, forward Patient Safety Plan to after-hour contracted call center

O If applicable, refer to Peer Services: Please ask indvidual if helshe viould like this additional support

This Screen pops up for LOW RISK / OUTPATIENT
O Discuss information about warning signs

O Provide National Suicide Prevention Lifeline Number and local emergency contacts.
See hitp:/iwww suicidepreventionlifeline.org/
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Parkland Health System  -   Suicide Risk Identification Levels and Associated Clinical Response        

Risk Identification Level  Clinical Response  –   Inpatient Units  Clinical Response  –   ED  Clinical Response  –   Outpatient  

No Risk Identified   ( all items negative )  No Psychiatric Response Require d   Suicide Screening Complete  No Psychiatric Response Require d   Suicide Screening Complete  No Psychiatric Response Require d   Suicide Screening Complete  

Moderate Risk Identified   ( passive suicidal  ideation/remote hx of  SDV )  No Indication for 1:1   Request Psych Social Worker   Patient Can Leave   Notify Primary Provider   Suicid e Risk After Visit Summary  No Indication for 1:1   Level 3 Psych Activation   Patient Can Leave   Notify Primary Provider   Suicide Risk After Visit Summary  No Indication for  Line of Sight Observation   Notify Psychologist/Social Worker   Patient Can Leave   Notify  Primary Provider   Suicide Risk After Visit Summary  

High Risk Identified   (active suicidal ideation,  plan, intent, recent SDV )  Initiate 1:1   Initiate Suicide Precautions   Consult Psychiatry/Psychology (IP)   Patient Cannot Leave Without  Assessment   Notify Primary   Provider   Suicide Risk After Visit Summary  Initiate 1:1   Initiate Suicide Precautions   Level 2 Psych Activation   Patient Cannot Leave Without  Assessment   Notify Primary Provider   Suicide Risk After Visit Summary  Line of Sight Observation   Notify  Psychologist/Social Worker   Patient Cannot Leave Without Assessment   Notify Primary Provider   Suicide Risk After Visit Summary  
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COLUMBIA-SUICIDE SEVERTTY RATING SCALE
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Ask Questions 1and 2

1) Have vou wished you were dead or wished you could go to sleep and not wake up?

2) Have you had any actual thoughts of killing yourself?

1f YES to 2, ask questions 3, 4, 5, and 6. IfNO to 2, go

ectly to question 6.

3) Have you been thinking about how you might do this?

e.0. " thought about taking an overdose but I never made a specifc plan as to when where or how
Iwould actuall do it...and ] would never go through with "

4) Have you had these thoughts and had some intention of acting on them?

as opposed to "I have the thoughts but 1 defnitely willnot do anything about them.”

5) Have you started to work out or worked out the details of how to kill yourself? Do you
intend to carry out this plan?

6) Have you ever done anything, started to do anything, or prepared to do anything to end your | Lifetime
Iifez

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out plls

but didn't swallow any, held a gun but changed your mind or it was grabbed from your hand, went to the

oof but did't jump; or actualy taok pils, tred to shoot yoursel, cut yoursel,tried to hang yoursel,etc. ot

HMonths

16 YES, ask: Was this within the past 3 months?

esponse Protocol to C-SSRS Screening

ftem 1 Behavioral Health Referral

ftem 2 Behavioral Health Referral

i 3 Beltavioral Heaith Consult (Psychistric Hlusse/Social Worker) and consice: Patient Safety Precautions
ttem 4 Behavioral Health Consultation and Patient Safety Precautions

ttem 5 Behavioral Health Consalftation and Patient Safety Precautions

item 6 Behavioral Health Consuit (Psychistric Nurse/Socil Worker) and consider atient Safety Precautions
ltem 6 3 months aqo o less: Behavioral Health Consultation and Patient Safety Precautions
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Alert and Monitoring System

The Electronic Health Record (EHR) is designed to offer assistance to providers assessing service recipients for high suicide risk. Based on information collected in
the applicable Columbia SSRS tool, a service recipient can be identified as being at high risk for suicide. Those who will be considered at high risk for suicide will
have a positive endorsement of either of the following (research found these to be highly predictive of completed suicides):

A positive endorsement, relative to the past 30 days, in the “Suicidal Thoughts” section of item # 4 (Have you had these thoughts and had some intention of
acting on them?) or item # 5 (Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry out this plan?).

A positive endorsement, relative to the past 90 days, in the “Suicide Behavior” section of item # 6 (Have you ever done anything, started to do anything, or pre-
pared to do anything to end your life?).
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Managing Suicidality: Clinical Pathways in
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Foundational Performance Metrics:
v' Percentage of patients with a positive response to Question 9 (Q9)? on the Patient
Health Questionare-9 (PHQ-9) that receive C-SSRS Screen with Triage Points (C-SSRS

Screen).
v Percentage of patients with a positive C-SSRS screen® that have suicide added to the
problem list.
v Percentage of patients with suicide active on the problem list that have a completed:
Safety Plan.

C-SSRS Lifetime/Recent scale.
Risk Assessment.

Icon Key:
@ Indicates that Clinical Decision Support is in place to support movement along pathway.

Notes:

1. Negative on PHQ-2 is defined as a score of 0; Positive on PHQ-2 is defined as a score
of 1-2.

2. Negative Response to PHQ-9, Question 9 is defined as a score of O; Positive Response
to PHQY, Question 9 is defined as a score of 1-3.

3. Negative on C-SSRS Screen is defined as a response of “No” on Questions 2 and 6;
Positive on C-SSRS Screen is defined as a response of “Yes” on Question 2 or 6

4.  Active or File to History/Resolved is determined in accordance with guidelines included
in Appendix A: Problem List Entry Guidance

° Response Pathway Initiation: Response
N Pathway

Resolution:

Add suicide to the problem list AND Complete Safety
Plan

Response Pathway Assessment:

Complete C-SSRS Lifetime/Recent Scale AND Risk
Assessment

Filed to

history/ —>f

resolved®

Update suicide problem list entry as indicated

Filed to

history/ —=2

resolved®

Active® =®‘7

Gopyrighted 2015 The Institute for Family Healtn ®
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