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| HAVE A PARTICULAR SET OF
SKILLS

5

/
| HAVE ACQUIRED OVER A VERY
LONG CAREER 4 ... ...

BONA FIDE MENTAL
= HEALTH EXPERT

HHHHHHHHHHHHHH

Friday. 4:30 PM. The phone rings.

Your spouse’s boss needs help with his
brother.

He’s been texting family members about
how he would be better off dead.

They’re afraid he might hurt himself.

He might also have a drinking problem and
need detox.

What do you advise?




CALL THE
PSYCHIATRIST/THERAPIST/CLINIC

CALL911




GO TO THE
CRISIS CENTER

GO TO THE
EMERGENCY ROOM

GO TO THE
DETOX CENTER
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A suicidal crisis is
an emergency.

“It’s
easier
to get into

heaven
than access
psychiatric
care.”

It requires a Systemic
response with the

same quality and

consistency
as the response to heart
attack, stroke, fire, and other
emergencies.




* A SYSTEMIC response to
suicidal crisis

e that delivers EVIDENCE-BASED
care to people who need it

* with MEASURABLE OUTCOMES

* in the LEAST-RESTRICTIVE setting
that can safely meet the person’s
needs

* (and by the way, the least-
restrictive settings also tend to be
the LEAST-COSTLY)




The Crisis Continuum

80% resolved 71% resolved || 68% discharged || 85% remain stable

5 on the phone in the field to the community in community-based care

——
= B J ﬂ ”‘) J Decreased Use
_ _A‘% —) — of jail, ED, inpatient

Person Crisis Line Mobile Crisis Teams Crisis Facility Post-Crisis

in Crisis f f f Wraparound
@ S\l N

Easy Access for Law Enforcement = Pre-Arrest Diversion

LEAST Restrictive = LEAST Costly

Schematic designed by Margie Balfour, Connections Health Solutions. Data courtesy Johnnie Gaspar, Arizona Complete Health

co nnect lo ns Data applies to southern Arizona geographical service area, last updated Sep 2019
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Emergency Department

Where?
“PES (Psych ER)”

Locked or Unlocked? . . o
“Crisis Residential
Staffed by?

Environment

, of Care “Diversion Center”
24/7 Staffing? Ligature Safety? “Crisis Respite”

) s,
- WHES

“Receiving Facility”

Ry T
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Level of Care Determination:
Across 6 Dimensions

. Risk of Harm
. Functional Status
. Medical, Addiction, and Psychiatric

Co-Morbidity

. Recovery Environment

(both level of stress and support)

. Treatment and Recovery History

. Engagement and Recovery Status
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Where?

Emergency Room?
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In the ED: To screen or not to screen?

w74} CONNEctions

Joint Commission NPSG 15.01.01, EP 2

BH Facilities: “Screen all individuals served for
suicidal ideation using a validated screening too

|”
L]

Hospitals: “Screen all patients for suicidal
ideation who are being evaluated or
treated for behavioral health conditions as
their primary reason for care using a
validated screening tool.”

What about everyone else?


https://www.jointcommission.org/assets/1/18/R3_18_Suicide_prevention_HAP_BHC_5_6_19_Rev5.pdf

" ED-SAFE study: universal screening
. increased the detection rate:

Universal Screening

20% had _
contact 45% had contact with a

with a BH non-BH provider
provider

connEhEHtslngﬂi D ¢ Gl % T *

)\
AN
80% EDs report
psych boarding
| A\
Only 17% of EDs
have psychiatrists
y_ 5
Only 11% report
any BH on call
y 0
Terrible patient
experience

Boarding times
range from hours
to days

Loss of $2300 for
each boarded
patient

Increased risk of
harm to patient
and staff
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large, diverse public hospital, with the potential of saving many lives, and

does not represent the opening of a Pandora’s box-
--Editorial commentary in The Joint Commission Journal on Quality and Patient Safety
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Screening Tools

S

y RATING SCALE

COLUMBIA-

SUICIDE SEVERTY

o Patient Safety Screener 3 (PSS-3)
To be administered by primary nurse during primary nursing assessment.

7 Things to Consider
Introductory script: “Now I'm going to ask you some questions that we ask everyone treated

here, no matter what problem they are here for. It is part of the hospital’s policy and it helps
us to make sure we are not missing anything important.”

1. Over the past 2 weeks, have y

ou felt down, depressed, or hopeless? ° Q = k
[JPatient unable to complete [Patient refused u I C
the past 2 weeks, have you had thoughts of killing yourself? 1 |
imple to Use and Train
Yes [ONo OPatient unable to complete S p e
If patient responds yes, ascertain whether th: t icidal. i h
: ether they are currently suicidal |ntegrate |nto t e
[ o e, v o i st oty
CYes ONo | o

™ T ~*unable to complete  [JPatient refused WO rkfl OW a n d E H R
3av When did this happen? E ED-S
’ AF| _
] Within the past 24 hoursj/' This too) shou, E SECOND CI ea r p roto CO I S fo r
Wweek administe,
monlhs)e‘3 ~ine ltem 2~ Yl

(including today)
99) OR g "% Ao 3 positive screens, e.g.
| AAssess, hin the pagy g, -

CYes ONo
2. Over

[OPatient refused

CIMore than 6 months ago |

ver made a specific P e

d I would never go

put I ne
king an overdose % ., "~ an
g.g. "I thoug h,f:rgo :rt how T would actually do 1

As opposed t©
pout them. etails of how £

a ut the d:
rted to work out or wor:z‘:;,is Jan?
D e
kill you

Have =
" M!M obtained a gun, 93vé away valu

. ills, un but chang
Examples: .co‘:,eucttg?d?\’t swallow any, held 29
took out pills went to the roof but

from your hand, e tried to hang your®
'

sel
ourself, cut your'
Y“ YES, ask: was this within the
’

ables, wrote
ed your min
ity took pills,

elf, etc.
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ation occur?
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Worst Point ‘ - *Cri
How long 240 did the hin | etemo g

a will or suicide note,
d or it was grabbe!
tried to shoot

e L i T mo * which patients need
;\ atio, Medicg, recorg orS usi all g

further assessment
by social work vs.
T L psychiatrists

-
o
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3
©
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| Um Score ' Agitation, e ST
| (7 for egon™® " aggress —
A ch - i0)
e e G 4 voluntary vs.
-Plan ang 3 ol ’; Current wics
/ it & critcay jy

involuntary

al it
" Suicig, 3
/ € plan
.‘ | ¢ fresent? v
J ore

Positive screens should lead
to a more thorough

risk assessment

“lempt



Suicide Risk Assessment

Effective risk
assessment

involves a lot of
collaboration
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What to do with all of these risk factors?

“IIIIIIIIIIIIIIIIIIIII..

*
<
L4

‘0

H H ‘ L] [ ] o H H
; Static Risk Factors 3 Modifiable Risk Factors A Acute Risk (risk state)
S Ml = ! Acute Stressor/Precipitant due to dynamic/modifiable factors
- Age over 60 . Significant Loss
:  Adolescent/post-puberty E Interpersonal isolation
. C . o Relationship problems v
: aucasian . h
= Native-American . Health Problems o h i isk
. Unmarried E Legal Problems o) Y D S Chronic Ris
= LGBT (Hjﬁ:smg Pt;?blems (risk status) due to
= Prior suicide attempts . € problems ..
:  Childhood trauma: abuse. & : Access tomeans e —————— static risk factors
© neglect, parental loss : Firearms General pop risk
*  Famil F\istor of suicide . Large doses of unrestricted meds - >
%, y ¥ K} Substance use Time
0. “‘ I . .
femmmmmmRmEmmmmmsRaees ntOXIcatlon ‘-.....................................................................
Use of multiple substances Rag ".‘
N L 4 ° .
Withdrawal ' _ : Protective Factors (how can we strengthen?) .
Extended abuse of sedative/hypnotics . children in the home, except among positive social support .
Hopelessness : those with postpartum psychosis positive therapeutic relationship E
Severity of accompanying symptoms - responsibility to others attachment to therapy, social or family .
Depression . pregnancy support :
Anxiety . deterrent religious beliefs, high hope for future :
Psychosis - spirituality and/or belief that suicide is  self-efficacy .
Anger : immoral supportive living arrangements :
Impulsivity - life satisfaction fear of act of suicide .
Agitation . reality testing ability fear of social disapproval .:

*
L 4

positive coping skills

15
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Framework for Suicide
Risk Assessment, Stabilization, & Discharge Planning

Collect info from:
* Self-report
* Clinical exam
* Collateral sources

Interdisciplinary Teamwork

Risk Factors & [Formulation\ (" ) / \
Protective Factors . Treatment Intrinsic Stabilize Re-assessment ﬁ
h ki Plan Psych symptomes, Meds, groups, peer
Static/StabIe > L intoxication, coping skills, support, etc.

focused on

/ Goals _nho
. t? N I I B
Dynamic/ Extrinsic Discharge plan @ me y es
Modifiable Stressors & supports, Follow-up, family &
Factors follow-up, means peer support, means

Dynamic/
Modifiable
N\ Y, N /
Collaboration with community partners can move this line up
16 .
connections
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The Crisis Response Center

Built with Pima County bond funds in 2011
- Alternative to jail, ED, hospitals
- Serving 12,000 adults + 2,400 youth per year
Law enforcement receiving center with NO WRONG DOOR
(no exclusions for acuity, agitation, intoxication, payer, etc.)
Services include
e 24/7 urgent care clinic (adult length of stay 2 hours, youth 3 hours)
e 23-hour observation (adult capacity 34, youth 10),
* Short-term subacute inpatient (adults only, 15 beds, 3-5 days)
Space for co-located community programs
- peer-run post-crisis wraparound program, pet therapy, etc.

Adjacent to
- Banner University Medical Center (ED with Level 2 Trauma Center)
= Crisis call center
- Inpatient psych hospital for civil commitments

-  Mental health court

connections . o e
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Crisis Response Center (CRC) in Tucson, AZ
ConnectionsAZ/Banner University Medical Center




Easy Access for Law Enforcement so we are the
preferred alternative to drop off at jail or ED

Law Enforcement Entrance

‘-

PLEASE .
NO WEAPONS
BEYOND
{'HIS POINT

/ Gated§a1ly |10] g et —
- Crisis Response Center - Tucson AZ
N % connections




The locked 23h obs unit provides a Safe, secure, and therapeutic environment:
e Continuous observation

* Lack of means to hurt oneself or others

* Therapeutic milieu: Open area for therapeutic interactions with others

 As welcoming as possible

Urgent Psychiatric Center
Crisis Response Center, Tucson AZ Phoenix, AZ

e 7, CONNCCLIONS ) | o —



23-Hour Observation Unit

* Interdisciplinary Teamwork
— 24/7 psychiatric provider coverage (MD, NP, PAs)
— Peers with lived experience, nurses, techs, case managers, therapists, unit
coordinators
* Early Intervention
— Median door to doc time is ~90 min

— Interventions include medication, detox/MAT, groups, peer support, safety
planning, crisis counseling, mindfulness

Peers with lived experience

e Aggressive discharge planning are an important part of the
— Collaboration and coordination with community & family partners interdisciplinary team.
* Culture shift: Assumption that the crisis can be resolved “l came in 100% sure |
was going to kill myself
60-70% discharged to the community the following day but now after group I'm
Avoiding preventable inpatient admission, even though most met medical hopeful that it will
necessity criteria when they first presented change. Thank you RSS
members!”

20
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Safety Planning

Carrier &

Account

Safety Plan
Step 1
Safety Plan H )
Warning Signs
/
Name of App:
1 Safety Plan
Phone __333-8666 —— Step 2

l‘v, \. Namel@‘—'l‘i'f;— . (Frank EOE § App Developer: Internal Coping Strategies
| Name_AA ; ;
1“ 2 Pone. 3337000 \ Padraic Doyle
\ ohn JO P —
\ Clinician Name__2X \#_565822:9999 —— . Step 3
\ B ncy Contac! e 2
\ Clinician Pager of Emecgency P Phone_——— \é\/rléers. & | d Social Supports and Social )
\ > Clinician Name_—— Contact u_/// arbarastanleyan Settings >
{ | Glinician Pager °'W Gregory Brown
\ ital ED _ City HOSE:
| § Local HOSP" ess 222 Main St Step 4
\ Local Hospital ED Add" ; Available: P . e >
“ jtal ED Phone 333 K ) Family and Friends for Crisis
"‘ Local HosP e one: 180T TAK iTunes (free of charge) Hel
| ion Lifeline Ph elp
| Suicide Prevention U (4
\ mh palaits Funding: Step 5
| NYS OMH Suicide
\ Prevention Center of Professionals and Agencies
\ p,
\ New York and
\ Columbia University

Safety Plan

CO“I’IECtiO ns Stanley B. & Brown G.K. (2012). A brief intervention to mitigate suicide risk. Cognitive and Behavioral Practice, 19, 256-64.
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After the crisis...

e Step-down programs
— Crisis Residential

(in AZ, "Level 2” or “Brief Intervention Programs”) WELL THAT wns FUN

— Residential substance use treatment

* Post-crisis follow-up

— “Second responders” focused on housing, DCS
involvement

— Peer navigators: 45 days post-crisis peer services,
transportation to appointments, picking up meds,
getting benefits, etc.

— Caring contacts: Follow-up calls and welfare checks
Outpatient services

— Behavioral health homes and specialty/SUD providers WHAT'S NExT?

— Assisted Outpatient Treatment LT 1o [ P A
Special plans for “familiar faces” (high utilizers)

22
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Putting it all together

e ED-SAFE study

* Screening alone did not decrease
future suicide attempts

* But when screening combined with

— Secondary screening tool administered
by a physician

— Safety planning tool

— Follow-up phone calls

e Result was 30% fewer suicide attempts
compared to screening alone ©

Miller IW et al. Suicide Prevention in an Emergency Department Population The ED-SAFE Study. JAMA Psychiatry. 2017 Jun 1;74(6):563-570.

23 .
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Continued Stabilization

Percent of Mobile Team Encounters with NO Inpatient Admission After 45 Days

90% .
Ima Count .
Y All Counties
85%
80% A NN 4N\ N NN A s
- . 10% improvement goal :
75%
Previous Baseline
70%
65%
n mn n OW O O O O O O O O O O O N NN DN DN DN DN D™ 0 o
BRI SRR B B S B B B T B R B
= > 0O Cc O & = > Cc == o a = > 0O Cc 0O &5 &5 > Cc 5 o o> 0O ¢ 0O
S28=22s3383~288288¢g2383~28328=8¢
24
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MORE People Taken to Treatment...

7000

6000

5000

4000

3000

2000

1000

25

Tucson Police Mental Health Transports per Year

Increased Mental Health
Transports =
More people diverted to

treatment instead of jail

Number of patients

600

500

S
o
o

w
o
o

N
o
o

100

527

Most drops are voluntary (light bars), meaning
the officers are engaging people into treatment.

connections
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Crisis Response Center
Law Enforcement Drops (Adults)

465

s

&

Cops like quick turnaround
time (10 min) so that it’s
easier to bring people to
treatment instead of jail.

405 417 408

10

Median turaround time (min)

Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep

Voluntary

B Involuntary  =@=Turnaround time
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... and LESS Justice Involvement

Fewer calls for low-level crimes that tend to land Culture change in how law enforcement

our people in jail. responds to mental health crisis.

TPD “Nuisance Calls" Per Year Tucson Police Dept. .
SWAT deployments for Suicidal Barricade

m 2013 m2014 = 2015

20 - 18
700 614
600 250 15 - -|._ Each one costs
4 i

500 86 ( ) \ $15,000!

400 328 10 - °

300 276

200 167 5 - 4

101 62
100 33
. B 0
Civil Disturbance Drinking in Public Vagrancy 2013 2014 2015 2016
Balfour ME, Winsky JM and Isely JM; The Tucson Mental Health Investigative Support Team (MHIST) Model:
A prevention focused approach to crisis and public safety. Psychiatric Services. 2017;68(2):211-212;
26 https://dx.doi.org/10.1176/appi.ps.68203
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https://dx.doi.org/10.1176/appi.ps.68203

Crisis Stabilization Aims for the
Least-Restrictive (and least costly) Disposition Possible

65%

Discharged to Community
(Diversion from Inpatient)

* People admitted to the 23-hour
observation unit who are discharged to
community-based care instead of
inpatient admission.

* Most can be stabilized for community
dispositions with early intervention,
proactive discharge planning, and
collaboration with families and other
community supports

i as

CRC Dropped
Civil Commitment Applications

209

1972004 95199198

186

179

JAN-16

27
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FEB-16
MAR-16

APR-16
MAY-16

JUN-16

JUL-16
AUG-16
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SEP-16

OCT-16
NOV-16

DEC-16

JAN-17

FEB-17
MAR-17

APR-17
MAY-17

JUN-17

JUL-17
AUG-17

SEP-17

OCT-17
NOV-17

DEC-17

JAN-18

Emergency Applications

Dropped after 24 hours

70%

Converted to Voluntary Status
People under involuntary hold who are
then discharged to the community or

choose voluntary inpatient admission

W
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Connections Crisis Facility KPIs

Urgent Care Clinic: Door-to-Door

Length of Stay

23-Hour Obs Unit:
Door-to-Doctor Time

23-Hour Obs Unit:
Community Disposition Rate
(diversion from inpatient)

Law Enforcement Drop-Off
Police Turnaround Time

Hours of

Restraint Use
per 1000 patient hours

Patient Satisfaction

Likelihood to Recommend

Return Visits within 72h

following discharge from 23h obs

connections
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< 2 hours

<90 min

60-70%

<10 min

<0.15

> 85%

3%

Patients get their needs met quickly instead of going to an ED or
allowing symptoms to worsen.

Treatment is started early, which results in higher likelihood of
stabilization and less likelihood of assaults, injuries and restraints.

Most patients are able to be discharged to less restrictive and less
costly community-based care instead of inpatient admission.

If jail diversion is a goal, then police are our customer too and we must
be quicker and easier to access than jail.

Despite receiving highly acute patients directly from the field, our
restraint rates are 75% below the Joint Commission national average
for inpatient psych units.

Even though most patients are brought via law enforcement, most
would recommend our services to friends or family.

People get their needs met and are connected to aftercare. A
multiagency collaboration addresses the subset of people with multiple
return visits.



Outcome metrics for facility-based crisis services

Excellence in

Timely

Door to Diagnostic Evaluation (Door to Doc)

Left Without Being Seen

Median Time from ED Arrival to ED Departure for ED Patients: Discharged,
Admitted, Transferred

Admit Decision Time to ED Departure Time for ED Patients: Admitted,
Transferred

Safe

Rate of Self-directed Violence with Moderate or Severe Injury
Rate of Other-directed Violence with Moderate or Severe Injury
Incidence of Workplace Violence with Injury

Accessible

Volume/visits
Denied Referrals Rate

Least Restrictive

Community Dispositions

Conversion to Voluntary Status

Hours of Physical Restraint Use & Hours of Seclusion Use
Rate of Seclusion and Restraint Use

Crisis Services

Effective

Unscheduled Return Visits — Admitted, Not Admitted

Consumer Family
Centered

Consumer Satisfaction (Likelihood to Recommend)
Family Involvement

BalfourME, TannerK, JuricaPS, RhoadsR, CarsonC,; CRISES:

Grisis Reliability IndicatorsSupporting Emergency Services
CommunityMentalHealthJoumnal.2015;52(1):1-9

29 . 1/)":_-'?_1,1_‘ plartide/101007{/s10597-Q1 580%
conmnectli
HEALTH
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Law Enforcement Drop-off Interval

Hours on Divert

Provisional: Median Time From ED Referral to Acceptance for Transfer

Post Discharge Continuing Care Plan Transmitted to Next Level of Care Provider
Upon Discharge

Provisional: Post Discharge Continuing Care Plan Transmitted to Primary Care
Provider Upon Discharge



http://link.springer.com/article/10.1007/s10597-015-9954-5
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A continuum of solutions with what you have

Evaluation and Treatment

Treatment as usual >

* No specialty care
available

Typical ED environment>

 Patientin ED on 1:1

connections
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Consultation >

Single consultant (SW or
psychiatrist)

Consults focus on
disposition vs. treatment

Environment of Care

Designated areas >

“Psych safe” rooms
Psych pod

Team Care >

Interdisciplinary team
Comprehensive
assessment, treatment,
and discharge planning

Specialized milieu >

Separate psychiatric
emergency room or
crisis center

Attached or freestanding



Clinical skills matched to the needs of the population that
presents for care in the ED

* Does your ED require nursing staff to know how to check
a fingerstick blood glucose?

 What about the following:

Competency

Risk assessment Columbia-Suicide Severity Rating Scale  Accurate identification of high
(C-SSRS), ED-SAFE risk patients
Verbal de-escalation Crisis Prevention Institute, Therapeutic Decrease assaults, injuries,
Options restraints
Motivational Interviewing Screening, Brief Intervention, and Identify and reduce substance
Referral to Treatment (SBIRT) misuse
- connections
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Strategies for improving aftercare

Discharge planning that goes beyond giving a referral

 Knowledge of and relationships with local resources

* Address barriers to care
— Financial eligibility screening, transportation, etc.

* Followup phone calls
— In-house or partner with a crisis hotline
— Reduces subsequent suicide attempts and improves rates of followup?

* Peer support navigators
— People with lived experience with mental illness and/or substance use

— Improves engagement in the ED and increases rates of followup post ED
discharge with both BH and primary care services?

1. Luxton DD, June JD, Comtois KA. Can postdischarge follow-up contacts prevent suicide and suicidal behavior? A review of the evidence. Crisis.
2013 Jan 1;34(1):32-41.
2. Griswold, KS, Pastore, P, Homish, GG, Henke, A, Access to Primary Care: Are Mental Health Peers Effective in Helping Patients After a Psychiatric

CO n nect io ns Emergency? Primary Psychiatry. 2010 Jun;17(6):42-45.
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Questions?

. i |
Margie Balfour, MD, PhD

Connections Health Solutions

Chief of Quality & Clinical Innovation
Associate Professor of Psychiatry, University of Arizona

NEXT TIME YOURE AFRAID
TO SHARE IDEAS
REMEMBER SOMEONE

margie.balfour@connectionshs.com
SGEONCE SAID IN A MEETINGE

LETS MAKE A FILM WITH A 8
d TORNADO FULL OF SHARKSS

33 .
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