MODULE D: FOLLOW-UP AND MONITORING OF PATIENT

AT RISK FOR SUICIDE

Among patients with high suicide risk, particularly those who have attempted suicide, immediate follow-up and
continuity of care are crucial to promoting positive outcomes. Patients leaving the ED or hospital inpatient unit after
asuicideattempt, orotherwise atahighacuteriskforsuicide, require rapid, proactive follow-up. ThisModule focuses
onthe critical steps that should be followed in the immediate and long-term follow-up of patients at high acute risk
forsuicide. A previous suicide attemptis one of the mostimportantrisk factors for later death by suicide. Thisrisk s
particularly high in the weeks and months following the attempt, including the period after discharge from acute care
settings such as EDs and inpatient psychiatric units.

A few studies support continued contact or outreach following a crisis, as recommended in this module. Studied
programs provensuccessfulsentcaring letters following hospital discharge, provided patients an emergency card to
facilitate easy access, or a suicide prevention counselor coordinated care following hospital discharge. However, a review
of other studies foundinsufficientevidence to establish clinical effectiveness for psychosocial interventions as: case
management, intensive inpatient and community care, or assertive approaches. Thus, most recommendations are based
onconsensus of practicing clinicians informed by the results of these studies. Thereis stillaneedfor furtherresearchto
identify specific aspects of these interventions, in particular the populations served by the Military Healthcare System
and the VHA.

ANNOTATIONS
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Annotation O. Follow-up and Monitoring

Follow patients atrisk of suicide regularly and reassess risk frequently, particularly whenthe patient’s situation
changes. Follow-up should commence in the immediate period after discharge from acute care settings. The
frequency of contact should be determined on anindividual basis, andincreased whenthere are increases in risk
factors or indicators of suicide risk. Support should include reinforcement of the safety plan at regular intervals,
including practice and, ifneeded, revisions. Contactand supportcanbe helpfulevenwhentelephone, letters, or brief
intervention providesit.

RECOMMENDATIONS

Follow-Up

1. Establishtimely and ongoing follow-up care for those who attempt suicide and others at high acute risk in
theimmediate period after discharge from acute care settings and identify the responsible provider during
this period.
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2. Patient should be re-evaluated following an inpatient or Emergency Department discharge, as soon as possible,
but not later than 7 days.

3. High acute risk patient should be actively managed to assure adherence and coordinated care.

4. Patientsathighacuterisk should befollowed closely (e.g., weekly for the firstmonth) after they are identified or
after inpatient or ED discharge.

5. Consider contacting the patient before initial follow-up appointment to monitor transition to the outpatient care
plan and to reinforce adherence to the discharge plan.

6. Thefrequencyofoutpatientfollow-upshouldbe determinedonacase-by-casebasis. ltshould be greatestafter
attemptsandrelated behaviors, afterchangeintreatment, or aftertransitionstoalessrestrictive setting of care.
Oncethe patient stabilizes and is engaged in care the frequency of follow-up can be decreased based on:

a. The currentlevel of risk
b. The requirement of the treatment modality
c. The patient’s preference

Duration of Care Focused on Suicide Prevention

7. Patients who survived a suicide attempt or identified as high acute risk for suicide should be monitored for at
leastoneyear. Patientsidentified asintermediate acute risk for suicide (who have never engaged in suicidal
behaviors) should be followed foratleastsix months after suicidalideation hasresolved. Patientswho have
beenidentified aslowacute riskmaybe followed bytheir primary care provider and periodically re-assessedfor
suicide risk.

Annotation P. Reassessment and Monitoring

1. Follow-up appointments should include:

a. Reassessment of: interim events, changes in suicide risk; symptoms of mental disorder; and medical
conditions
Provision of specific treatment targeting suicidality
Continuation of treatment of co-occurring underlying conditions
Monitoring the symptoms of co-occurring conditions
Assessment of adherence and adverse effects
Modification of treatment, as indicated
Support, reinforcement, and update of the safety plan
Addressing patient/family concerns
Determination of the frequency of future follow-up

T Te o oo o

Annotation Q. Adherence to Treatment and Follow-up care Strategies

Assessandaddressaccess-to-care obstaclesmaybecome barrierstofollow-upandprove overwhelmingformany
patients atrisk for suicide. Efforts toimprove follow-up, continuity of care, and preventrepetition of self-harm should
target higher-risk patients prone to disengagement and non-adherence.

RECOMMENDATIONS

1. A follow-up care plan should be developed with input from the patient and, where appropriate, available
supportsystem (e.g., family, unit, friends), toaddressthetreatment of conditions thatmay have contributed to
the risk of suicide.

2. Follow-up care should be coordinated by aninterdisciplinary team and communicated with the patientthrough
a single identified point of contact.
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3. Barrierstoadherencetothecareplanafterdischarge maybe addressedbyfollow-up programsthatincludethe
use of:

Telecommunications (phone, web based, v-tel) [ 1]

Mailing multiple “caring letters”[ I ]

Community workers reaching out to those at high acute risk
Methods to enhance and facilitate access to care (“Green cards”) [ 1]
Home visits to support engagement [ | ]

A facility-based registry of all high acute risk patients [1]
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Patient Who Refuse Care

4. Patients who continue to be at risk for suicide and do not arrive to their follow-up appointment require a
reassessmentofrisk, since notshowingmay demonstrate arisk behavior. The assessmentshouldinclude:
locatingthe patientand establishing contact, reassessmentoflevel ofrisk, reinforcement ofthe safety plan,and
directing the patient to the appropriate level of care.

5. If patient contact cannot be established, available data should be used to reassess the level of risk and
corresponding effort should be made to locate the patientthough direct contacts (e.g., next ofkin), other points
of available contacts (friends, peers, command), or, in cases of high acute risk, local emergency response (mobile
crisis team, law enforcement).

6. Considerthe use of caring letters for suicide attempters who refuse treatment. [ 1]
7. Homevisitmaybe consideredto supportre-engagementof patients at high acute risk who discontinue

outpatient care.[C]

Annotation R. Continuity of Care

BACKGROUND

Continuity of care should be maintained when patients who are, or have been at risk for suicide, transition between
care facilities, as to and from DoD and VA care facilities or between other health systems or provider organizations. Care
for patients atrisk for suicide must pay attention to several potential contexts where there are risks for discontinuities
during transitions between care settings. These may include transitions from:

«  Primary Care to Behavioral Health Specialty care;
«  Emergency Departments to ambulatory services;

+ Inpatientunitstoothersetting (e.g., ambulatoryservices, nursinghomes, rehabilitationinthe community
including domiciliary or other residential treatment settings as for PTSD);

*  Nursing homes and residential care units to ambulatory services.

Amultidisciplinary team approachtothe treatment of suicidal patients maximizes providers’ability to provide optimal
management and services to their patients.

Mechanisms for bridging across transitions and for providing information to new providers mustbe developed ona
system-by-system basis. Sustaining the treatment and safety plans is enhanced during transitions of care when provider-
to-providercontactandafollow-onappointmentwiththe receiving providerare established. Transition supportservices
(astelephone contactwith contracted behavioral health providers) may further enhance transition safety should there
be a delay in follow-on services.

RECOMMENDATIONS

Annotation R1. Coordination and Collaboration of Care

1. Whenpatientsare identified in primary care with intermediate or high acute risk for suicide they should be
evaluated by behavioral health providers. Warm handoffs are helpfulinensuring that patientsreceive the
evaluationstheyrequire withoutinterruption.
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2. Allprovidersinvolvedinthe patient’s care mustactively attemptto connect with othersin the suicidal patients’

chain of healthcare (e.g., primary care) and with the patient’s consent, helping services network (e.g., chaplains)
to ensure timely communication, coordination of care, and aftercare.

3. Aspatients are recovering from crisis and reduce their risk for suicide they may also be transitioning to less

restrictive care settings, astoroutine care by primary clinicians. ltistheresponsibility of the healthcare team to
update the patient’s written Safety Plan over time.
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