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[bookmark: _Toc193371621]Purpose 
[bookmark: _Hlk181025749]To provide guidance to all Canberra Health Services (CHS) Network staff and students on the initial management, assessment and intervention for a person vulnerable to suicide (e.g. expresses suicidal ideation, and/or exhibits suicidal behaviour or intent).
The procedure outlines the minimum expectations to be followed by staff as a basis for ensuring that, regardless of the context, the interventions for people who are at risk of suicidal behaviours are consistent, integrated and coordinated across the service, irrespective of point of contact.
This procedure is created to align with The National Safety and Quality Health Service Standards (NSQHS) standard 5 Comprehensive Care Action:
5.31 a. Identify when a patient is at risk of self-harm or suicide and 
5.32 The health service organisation ensures that follow-up arrangements are developed, communicated and implemented for people who have harmed themselves or reported suicidal thoughts.
Back to Contents
[bookmark: _Toc193371622]Alerts 
Suicide prevention is everyone’s responsibility.
Exposure to suicide and suicidal behaviours can be personally challenging. Please be mindful you have support in place to manage your own wellbeing and mental health. 
The Voluntary Assisted Dying Act states that voluntary assisted dying is not suicide. Clinical discretion is needed when considering how to respond to individuals experiencing a mental health emergency or individuals in distress. For further guidance to staff on voluntary assisted dying, please refer to the CHS Voluntary Assisted Dying procedure available from the Policy and Guidance Document register.
Back to Contents
[bookmark: _Toc193371623]Scope
The CHS Network includes the inpatient and outpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, University of Canberra Hospital and community-based services.
This procedure applies to all CHS Network staff who may be involved in the initial management, assessment, and intervention for persons vulnerable to suicide. This includes:
Medical officers
Nurses and midwives
Allied health (including Allied Health Assistants, Aboriginal Liaison Officers and Peer Workers) 
Students under direct supervision
Nonclinical staff are required to alert a clinician as soon as suspected suicidal behaviours are apparent. 
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[bookmark: _Toc193371624]Section 1 – Suicide Vulnerability
Suicide Vulnerability Factors 
Suicide is a significant issue in Australia, being the leading cause of death among individuals aged 15 to 442. People with a lived experience of suicidal distress have identified that suicidal distress is usually a product of intersecting and compounding life experiences. The role of healthcare workers is to identify early signs of suicidal distress to reduce further harm3 .
Recognising and responding to suicide vulnerability for an individual can provide an opportunity for suicide prevention. Vulnerabilities can be categorised as static (fixed and permanent), dynamic (changing over time), and future (potential risks)4. These factors can include, but are not limited to:
History of prior suicide attempts
History of complex trauma (including severe physical and/or psychological trauma)
Psychiatric admission (including recent discharge) 
Diagnosed mental illness
History of/current substance misuse
Neurodiversity 
Family history of suicide/recent loss to suicide
Current suicidal ideation/plan/intent 
Recent psychosocial stressors (loss of employment, bullying, homelessness, relationship breakdown, pregnancy and postnatal adjustment)
Major life changes (retirement, veterans, recent diagnosis of a chronic or terminal illness) 
Grief and loss
Chronic pain
High likelihood of future stress
Material and/or holistic barriers to accessing local services 
Access to means 5
In our community, there are some people whose life experiences and the impact of social inequality can increase their risk of suicidal behaviour. This includes Aboriginal and Torres Strait Islanders, the Lesbian, Gay, Bisexual, Transgender, Intersex and Queer plus (LGBTIQ+) community and people from culturally and linguistically diverse communities who may experience greater rates of discrimination, isolation and exclusion6
Aboriginal and Torres Strait Islander people
CHS has dedicated Aboriginal and Torres Strait Islander services available to provide social and emotional wellbeing support. A referral to an Aboriginal and Torres Strait Islander service is recommended upon contact with a service to provide culturally safe support. Please consult your local area processes for referral pathways. 
LGBTIQ+ people
CHS aims to provide a safe space to our community, and this requires non-judgemental and respectful clinicians who are welcoming and supportive for all gender and sexually diverse individuals. This includes correct use of pronouns, preferences and providing a safe environment. Please see the Guidance to support gender affirming care for mental health for more information on safe treatment for the gender diverse community. 
Culturally and Linguistically Diverse people
CHS provides services to a culturally rich community. Utilising appropriate services such as an Interpreter outside of immediate family is recommended. Please refer to the CHS Language Services – Interpreters and Translated Materials Procedure. A person must consent to and have choice about the use of an interpreter.
Referral to Spiritual Support Services may also be appropriate. Spiritual care practitioners and professional chaplains can provide holistic support that addresses the spiritual and emotional needs of individuals vulnerable to suicide. Please consult your local area processes for referral pathways. 
[bookmark: _Hlk172532356]Strengths and Supports 
Suicide vulnerability can be mitigated with appropriate support in place. Formal support includes community mental health services and emergency departments. Informal support include family, friends, and nominated persons and social support such as sporting groups, school community or religious and spiritual institutions 6
An individual’s vulnerability is also influenced by their strengths, resilience, and coping strategies. These strengths can include:
A sense of purpose or unfinished business
A sense of belonging, identity, or religious beliefs
Supportive family, friends, workplace, school, and community
Pets
Effective coping skills and strategies
Material and holistic enablers to engaging support and services 
Warning signs Alert: Vulnerability to suicide can remain high even in individuals who do not explicitly express suicidal thoughts, plans, or behaviours. Those intending to end their lives may conceal warning signs.7

Examples of warning signs:
Talking about wanting to die or expressing a desire to kill themselves
Searching for means to end their life, such as looking for ways to buy a gun or stockpile pills
Expressing feelings of hopelessness or having no reason to live
Talking about feeling trapped or in unbearable pain
Increased use of alcohol or drugs
Withdrawing from friends, family, and social activities
Displaying extreme mood swings, such as suddenly being very sad and then very calm or happy
Giving away prized possessions or making arrangements for family members
Saying goodbye to people as if they won’t be seen again
Engaging in reckless or self-destructive behaviours, such as driving recklessly
Experiencing severe anxiety or agitation 
Showing signs of self-loathing or self-hatred, such as feeling worthless or guilty.
Alert: Asking about suicide and self-harm can be confronting and cause unease. Common misconceptions include clinicians being afraid they will make the situation worse or lead a consumer to consider suicide. This is highly unlikely and those with a lived experience of suicide describe being asked if they are having these thoughts as an opportunity to seek help, feel relief and share their fears. 
Self-Harm 
Self-harm can be broadly understood to mean non-suicidal self-injury. Crucially, self-harm is not with the intent to result in death. People engage in self-harm for many reasons including to manage painful feelings, to punish oneself or communicate a need. Although self-harm is without suicidal intent, those who engage in self-harming behaviours are at higher risk of suicide attempts in the future.  
Self-harm can include:
Cutting
Scratching
Deliberately hitting oneself or a hard surface
Punching, hitting or slapping oneself
Biting
Burning 
Self-harming behaviours may form a coping mechanism and mental health support alternatives may be beneficial. Physical health complications can arise, and medical treatment is necessary to avoid infection. Self-harm can result in accidental death. A low threshold to escalate is recommended if behaviours are increasing in severity, frequency or intent to die. 
For the purposes of this procedure, self-harm is to be considered as an early warning sign of suicide and requires escalation to MHJHADS services for assessment unless the presenting concern is related to wound care. 
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[bookmark: _Toc193371625]Section 2 – Initial Management and Escalation 
All CHS Network clinical staff have a role to play in the early identification of suicide risk and vulnerabilities, which can occur:
In any part of the health system, including where health services are provided in the home or community
At any stage of an individual’s interaction with health and mental health services
 All CHS Clinical staff are required to: 
Lead with compassion
Notice the signs and ask sensitively around thoughts of suicide as there are many barriers to a direct disclosure
Respond respectfully and provide timely referrals to appropriate services 
Provide interim observational management, pending assessment from the appropriate mental health service 
Seek support from management or mental health services when needed 
Please see Attachment 1: CHS Suicide Escalation Flowchart
Immediate Safety Measures 
Reducing access to harmful means is a direct and effective suicide prevention intervention. Harmful means could include immediate access to weapons (knives and/or blades), medications/ drugs or ligature items (ropes). Regardless of staff role, during identified periods of high-risk behaviours involving access to harmful means, the following actions should be completed:
Calling a Code Black by dialling 2222 or activate duress alarm (within Hospital)
Calling 000 or ACCESS Mental Health on 1800 629 354 when working in the community 
If the individual is in immediate danger, do not leave them alone unless remaining in the environment is unsafe
Remove any access to means of harm if safe to do so
Be aware of ligature risks (please see Ligature use, response and risk management MHJHADS policy) 
Follow CHS policy if relevant Searching of a Consumer and/or their property. 
While in the community, be mindful of occupational violence risk and ensure personal safety 
Figure 1: Imminent Risk Flowchart
If at any point, there is an imminent risk 
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Initial Management – Non-MHJHADS Health Professionals 
Identifying and responding 
Identifying when an individual is experiencing suicidal thoughts is the first step in suicide prevention. The use of a Sensitive Practice framework has been adapted to support identifying and responding to suicidal thoughts and actions in a trauma-informed manner. Sensitive Practice recognises there can be barriers to people disclosing suicidal ideation, so it is not a one-off action but a conversation that can be repeated during an episode of care and at subsequent presentations to the service. 
Sensitive Practice aims to facilitate feelings of safety, choice, and control for the person during their interaction with health professionals. It acknowledges that people can discuss their suicidal ideation and be provided with options and choice to accept information and support when they are ready to do so. 
The framework for Sensitive Practice has been adapted from the Royal Women’s Hospital Victoria toolkit: Strengthening Hospital Responses to Family Violence (SHRFV)8.
Consent 
Privacy and confidentiality are to be maintained. Duty of care extends beyond confidentiality when there is a risk present to the wellbeing of a person or others. 
You should inform the consumer of your obligations regarding documentation, confidentiality, and duty of care. For example:
“We take confidentiality and privacy of consumers seriously. Your information will be sensitively recorded on the Digital Health Record (DHR). Your information will not be shared outside the health service unless there is an imminent risk to safety or where we are legally obliged to share information. If I have concerns for your safety, or the safety of others, including the safety of children, I may need to involve services to support you in the best way.  If I need to do this, I will discuss this with you. My preference is to discuss it with you prior to sharing confidential information, however, please note that depending on the nature of the situation, I may inform you of this after the fact”.
Consent from the person should be sought as a priority. This involves being given choice, control and options regarding their support and whom they wish to involve in their care. A clinician can disclose personal health information about a consumer without consent if they believe on reasonable grounds that the disclosure is necessary to prevent or lessen a serious or imminent risk to the life, or physical, mental, or emotional health of the consumer or someone else. (ACT Health Records Act (1997)).  
The clinician must form ‘a belief of reasonable grounds’ and must be done so to ‘prevent or lessen a risk that is both serious and imminent’. This will involve the existence of facts which induce belief on reasonable grounds.
Imminent and serious risk is defined as ‘likely to occur at any moment’.
Any staff member who has concerns about imminent and serious risk to a consumer, child or others should contact Emergency services via 000. In an inpatient setting, a Code Black should be called if a personal threat is identified. A Code Blue should be called in a medical emergency (such as a self-harming laceration, self-strangulation or a suspected overdose). 
If the consumer is under the age of 18, clinical judgement is required when disclosing thoughts of suicide to parents and caregivers. If there is imminent and serious risk, disclosure is required. Where a child or children may be at risk of harm due to a parent’s or caregivers’ suicidal crisis, a Riskman Child Concern Report is also required.
Carers and social support play a crucial role in supporting individuals experiencing suicidal distress. They provide essential information for identifying signs and offering support after a crisis. Engaging with this natural support meaningfully at every stage of the patient's care is important. With the patient's consent, this involves including them in each step of the process.
[bookmark: _Toc36125836][bookmark: _Toc137029378][bookmark: _Hlk27135439]STEP 1: NOTICE THE SIGNS
There are a variety of observable signs, which may indicate that suicidal thoughts are occurring or escalating. Clinicians should become familiar with these.   
Please see Attachment 2: Table of observable signs of suicidal behaviours.
Any sign identified must be considered in the context of each person’s full circumstances. Signs of suicidal ideation do not in themselves confirm the presence of suicidal planning but may raise suspicion that it is occurring. Consultation with a senior clinician or team leader is recommended if ambiguity is present. 
[bookmark: _Toc36125837][bookmark: _Toc137029379]STEP 2: ASK SENSITIVELY (sensitive enquiry)
The primary goal of Sensitive Practice is to facilitate feelings of safety for the consumer, using a person-centred, trauma-informed approach. Disclosing and discussing suicidal thoughts is a significant step toward accessing help. Some individuals may not have previously disclosed these thoughts and disclosure can be accompanied by a range of emotions such as grief, relief, anger or fear of consequences. 
It is helpful to begin with a framing statement before moving on to specific questions. 
For example: 
“We know that having suicidal thoughts can occur when people are under a lot of stress. For this reason, we like to ask if there are any thoughts you are having that may be concerning you...”
Sensitively enquire (ask) about the person’s thoughts around suicide – for example:
“I have noticed (signs) and I am wondering how things are going for you?”
“Are you feeling hopeless or helpless?”
“Have you ever thought about not wanting to be alive?” 
“Have you harmed yourself in the past, or have plans to harm yourself presently?”
“Do you feel safe with the thoughts you have?” 
These questions are intended to be asked during a sensitive enquiry conversation and not used as a set of screening questions on their own.
[bookmark: _Toc137029380][bookmark: _Toc36125838]STEP 3: RESPOND RESPECTFULLY 
Believe and validate the consumer’s experience by using a non-judgemental, supportive, and encouraging method using the L.I.V.E.S approach:
Listen: To the consumer closely, with empathy and without judging, while considering culture.
Inquire: Assess and respond to the consumer’s various needs and concerns (emotional, physical, social, and practical).
Validate: Show that you understand and are compassionate. Validate the current intensity of their thoughts and fears. 
Enhance safety: Discuss a plan to protect them from immediate and further harm, such as referring to another service, removing items of harm they have or talking about other options.  
[bookmark: _Int_qwVxgAcB][bookmark: _Int_OhhuvOlV]Support: Help the consumer connect to information, services, and social support. See Step 5 Referral Options and Pathways.
An empathic and professional response from the clinician can reinforce a person’s understanding that they have a life worth living and there is support available to reduce distress. 
For example: 
[bookmark: _Toc46918400][bookmark: _Toc137029381]“Thanks for answering those questions and sharing your experience with me. I understand that this may be a difficult conversation; you aren’t alone, and help is available for you.” 
[bookmark: _Toc36125840]STEP 4: RESPOND TO RISK/ACTION PLAN 
The following responses may occur:
Suicidal thoughts are not disclosed and not suspected:
The consumer should still be provided with information about available support should they experience suicidal thoughts in the future. 
For example:
“Thanks for answering these questions; if you ever need assistance, please just ask.”
“If things change for you in the future, please know that we can support you, and you can call the 24-hour crisis line at ACCESS Mental Health”.
Suicidal thoughts are not disclosed but are suspected:
If the consumer does not disclose suicidal ideation or thoughts, but a clinician strongly suspects and has concerns for the consumer’s safety, staff must consult with one of the following for advice:
Dial 000 if immediate risk / Code Black 2222
Hospital - MHJHADS Consultation Liaison Service and discuss with a medical officer or treating team 
· Adult: 0466 372 195 CAMHS (17 years and under): 0435 231 925   
Community – ACCESS mental health 1800 629 354 
Escalate to a senior team member 
Suicidal ideation is disclosed and consumer declines support:
There are many reasons why someone might not want support at this stage, including fear of consequences, poor prior service experiences, shame, and repercussions of mental health involvement. Staff must consult with the following for advice:
Dial 000 if immediate risk / Code Black 2222
Hospital - MHJHADS Consultation Liaison Service and discuss with a medical officer or treating team
· Adult: 0466 372 195 CAMHS (17 years and under): 0435 231 925  
Community- ACCESS mental health 1800 629 354 
Escalate to a senior team member 
Suicidal ideation is disclosed, and the consumer welcomes support:
Connecting the person to support services is an important strategy for providing a pathway to safety. Please see Attachment 1: CHS Suicide Escalation Flowchart. 
For example:
“Thanks for answering these questions and for telling me about this. The Mental Health Team can assist us in having further discussions about this and finding the best ways to support you. Are you ok if I contact them?”
[bookmark: _Toc137029382]STEP 5: PROVIDE OPTIONS AND REFERRAL PATHWAYSTo refer to ACCESS mental health 1800 629 354 or use DHR. 
Best practice is to document concerns, plans for support and confirmed contact details of support people. The bare minimum is to provide the contact details for ACCESS for the consumer to self-refer. 

It is important to have a sound working knowledge of the relevant resources in the ACT and to understand what level of assistance a person may require should they choose to do so. A range of internal and external services have been compiled to provide a list of resources for suicidal behaviours and mental ill health. Please see Suicide Prevention HealthHub page. 
Referral pathways exist in CHS across acute allied health specialist services. Psychology, Social Work and Spiritual Support Services offer additional support for those in distress with a specific focus. Each discipline offers specialised services outside of immediate suicidal crisis. Referrals to Allied Health Services are completed by DHR referral pathways. 
Please refer to the Acute Allied Health Services Clinical Prioritisation document for further details on response time for allied health services. 
[bookmark: _Toc36125841][bookmark: _Toc137029383]STEP 6: DOCUMENTATION AND ALERTS
The CHS Clinical Handover Procedure outlines key principles designed to guide and direct staff to implement a minimum standard for written and verbal communication about a consumer’s health care.
Written handover of clinical information can be completed using:
ISBAR (introduction/identification, situation, background, assessment and recommendation) 
Further information on ISBAR can be found in the Procedure link above. 
[bookmark: _Hlk121323843]All disclosures of suicide, including reported thoughts, ideation and plans must be documented in the consumer’s DHR. It is recommended that a separate documentation is completed with the Visit reason listed as ‘suicide assessment/safety plan’ to distinguish in a consumer’s chart review. All consultation with MHJHADS services is to be documented. 
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[bookmark: _Toc193371626]Section 3 – MHJHADS Assessment 
All mental health clinicians undertaking assessment are to:
Have awareness and comprehension of the principles stated in the Mental Health Act 2015. This includes the escalation process for an emergency apprehension and our duty of care to respond to those at risk to self and others 
Undertake a comprehensive mental health assessment (see below) with people presenting with, or identified as possibly having suicidal thoughts or behaviour, seek supervision and support in this responsibility where appropriate
Ensure the patient file includes a current suicide vulnerability assessment tool (SVAT), which includes a formulation and short-term action plan 
Include consultation with supervisors and the consumer’s key carer network where management plans change, to support ongoing communication across the care and social support systems
Perform their duties in line with Attachment 3: MHJHADS Suicide Prevention Framework 
A comprehensive mental health assessment:
Is an opportunity to build therapeutic engagement and show compassion and understanding
Is based on a comprehensive clinical interview conducted by the mental health clinician/s in collaboration with the person at risk of suicide and their family and carers
Includes corroborative history, which is to be obtained whenever possible
Includes assessing suicidal thoughts and behaviour, medical and psychiatric history, psychosocial history, life stressors, drug and alcohol history including current use and withdrawal status, presence of risk factors for suicide including current access to lethal means, a person’s strengths and protective factors, available support and ability to recover in the community
Includes review of current care levels, engagement and observation or status in the community
Includes a Mental State Examination (MSE)
Is to be sensitive to the distress of the person and the fact that the assessment involves significant disclosure. This must be carried out in a manner that is culturally safe, recovery-oriented and trauma-informed
Focuses on treatment planning and risk minimisation, not risk prediction 
Provides an understanding of the person at a point in time. This understanding will evolve and be reviewed over time
The comprehensive mental health assessment is documented in the consumer’s clinical notes. A Suicide Vulnerability Assessment Tool (SVAT) is then completed to formulate vulnerability, risks and develop the short-term action plan. A consumer who is likely to have ongoing contact with MHJHADS will aim to create a safety plan with a clinician when practicable. 
Suicide Vulnerability Assessment Tool (SVAT)
The SVAT provides a template for a comprehensive assessment of a person’s suicide vulnerability. A formulation of vulnerabilities is based on static, dynamic and future factors, as well as the level of current support. This information is used to influence the actions taken and to develop a short-term plan. Please see the DHR tip sheet via F1 for SVAT documentation process. 
Please see Attachment 4 SVAT
The SVAT is to be completed by the clinician who assessed the consumer
The SVAT is to be completed by:
Mental Health Clinicians (Registered Nurse, Social Worker, Psychologist, Occupational Therapist, and other clinicians who have completed the HRIMS suicide assessment required training)
MHJHADS Medical Officers, Psychiatric Registrars and Psychiatrists 
The SVAT is not to be completed by:
Allied Health Assistants (AHAs) 
Assistants in Nursing (AIN)
University Student Nurses employed in designated CHS roles
Administrative staff
Another mental health clinician who has not assessed the consumer 
The SVAT is to be completed with MHJHADS consumers in the below circumstances:
Initial presentation / triage / closure
Emergency Department presentation 
Escalation in risk (expressed suicidal thoughts, plans or intent)
Major stressor
Three-month clinical review 
On discharge from an inpatient setting 
Acute change in mental state 
On closure to a therapeutic program 
The SVAT is completed on each occurrence of the above, including as part of the discharge process from an inpatient mental health facility. Each section of the SVAT is to be completed. Quarterly clinical audits will be in place to ensure compliance and quality of care.
Alert: The SVAT is only to be completed by trained clinicians. Clinicians outside of MHJHADS can be considered for SVAT training on a needs basis. 
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Section 4 – Intervention Alert: Escalated risk of harm to self requires a referral to an MHJHADS service.  

MHJHADS Intervention
Brief interventions refer to activities that can be enacted immediately to help ensure a person is safe and better able to manage suicide risk.
Brief interventions can be used early in the therapeutic engagement process – as early as first contact. This enables timely support to be provided and immediate needs to be addressed, while also promoting ongoing engagement with care.
Brief intervention is to be outlined in a safety plan that incorporates the following activities routinely used when a person is identified with suicidal risk:
Address/restrict access to lethal means
Provide psychoeducation to the person, and their family and carers
Identify contingency plans in the event of acute deterioration using an agreed escalation process 
Identify relevant non-clinical services, both within and outside CHS, that the person can access for future crisis support or short-term help for interpersonal or social issues contributing to the suicidal crisis
Safety planning 
A safety planning intervention is a collaborative process with the person, clinician and family and carers wherever possible. The intervention leads to the development of a tailored, prioritised list of strategies and sources of support a person can use when they experience a suicidal crisis. The safety planning intervention includes identification of warning signs, internal coping strategies, identification of social contact that may distract from suicidal thoughts, access to social support to help resolve the crisis, professional support and counselling on restricting access to lethal means9.
Clear actions, roles and responsibilities for addressing access to lethal means are also to be agreed upon in this process.10 The safety plan is put in place as early as possible and reviewed regularly as circumstances change, including after a crisis or suicide attempt 11
A copy of the safety plan stays with the person and is also documented in their DHR (please see DHR tip sheet for guidance). Providing copies of the safety plan for the consumer to distribute is encouraged and could include carers or other services who may benefit from contributing to the safety plan (E.g. school, private psychologist, NDIS). Clinicians are not to share these documents unless written consent from the consumer is provided. 
Completion of safety plans are recommended for all consumers with ongoing MHJHADS involvement beyond triage contact and is to be reviewed every three months at a minimum. High risk periods following discharge from a mental health unit or custody should consider mandatory safety plan completion on discharge.  Completion of the form can be achieved in a person-centred and recovery-oriented manner.
Safety planning is voluntary, and confidentiality must be maintained if the consumer requests it not to be shared. Lifeline has created an app-based safety plan (BeyondNow) which provides a digital option for storing a safety plan12. BeyondNow can be shared with contacts via the app and is in a similar format to the MHJHADS safety plan. The completion of a crisis plan is encouraged in acute presentations or over the phone. At a minimum include:
Identified people who provide support and contact details (confirm NOK on DHR) 
Strategies that help
Resources provided (such as lifeline, ACCESS mental health, suicide callback service, BeyondNow app) 
The plan if things continue to escalate (such as attend ED or call 000)
Please see MHJHADS Safety Plan for a quick format for DHR use in acute and phone-based safety planning. 
Attachment 5: Safety Plan 
Back to Contents
[bookmark: _Toc180417235][bookmark: _Toc193371628]Section 5 – Aftercare 
Providing support after a suicide attempt is essential to reduce the risk of further attempts. MHJHADS provides clinical support following crisis presentations across the territory in all age groups. Outside of CHS, several non-government organisations provide ongoing mental health support services, such as the Wayback support service, Safe Haven and Head to Health. 
The Wayback Support Service provides targeted mental health support following a suicide attempt and is voluntarily available for individuals consenting over the age of 16. Safe Haven provides an alternative to the emergency department for those experiencing suicidal crisis and is staffed by peer workers. Head to Health provides another alternative to the emergency department by providing assessment, support and referrals in a drop-in centre. 
For more resources and support options, please visit the Suicide Prevention page on Health Hub. 
Please see DHR referral process (F1) for referring to outside mental health agencies.  
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[bookmark: _Toc193371629]Section 6 – Postvention
Unfortunately, suicide can occur. The death of a consumer by suicide is challenging for the treating team and the family and friends impacted. The loss of a family member or friend by suicide is a major trigger for distress due to the complicated nature of suicidal death, such as involvement with police, coroner’s office and settling affairs. The service StandBy is available to offer specific support following the loss of someone to suicide. This service is free and available to family, friends and healthcare professionals impacted by the death. Please see the Suicide Prevention page on Health Hub for more details. 
At a minimum, it is expected that following the report of suicide, an appropriate delegate is identified to contact the family and offer condolences and provide support. The contact is to be clearly documented in the DHR. Please see local area processes for specific guidelines. 
Please see Providing Care after Death Procedure on the Policy Guidance and Documents Register for further details on reporting requirements.
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[bookmark: _Toc193371630]Section 7 – Support for carers 
Carers are fundamental to the wellbeing of those they care for. Carers can be an asset in collaboration with clinical services and a strong advocate for those they support in their care and treatment. Respectful and thoughtful engagement is crucial to support a carer, with consideration for their own wellbeing central to treatment planning. Referral to supportive services such as Carers ACT and online resources such as Minds Together should be considered. Please see the Suicide Prevention page on the CHS Health Hub for more details. 
Sharing information with carers is encouraged with consent, and inclusion in care planning and discharge meetings is highly recommended. Please review local processes for communicating with carers. 
Back to Contents


[bookmark: _Toc193371631]Section 8 – Support for staff 
Working in health care can be highly demanding and very rewarding, whether it is in a health professional, administrative, support or technical role. Health care services can create a ‘calling’ for helping people, a strong sense of purpose and the feeling that the work is being appreciated. However, it can be repetitive, intense, and stressful at times, challenging staff personally and professionally. This can result in negative consequences such as compassion fatigue, vicarious trauma, post-traumatic stress, and/or burnout. 
Regular engagement in clinical supervision is strongly encouraged in clinical roles and provides an opportunity to discuss concerns, events and wellbeing. Please see appropriate procedure or guideline related to specific disciplines. 
CHS aims to provide a physically and mentally healthy workplace with numerous options for support available. Please see Health and wellbeing Health Hub page. 
Staff Suicide Risk 
Psychological Support for Staff – A Manager’s guide has been created to provide instruction when staff members are at risk of suicide or experiencing suicidal crisis. Further details around support options are provided in this guideline. Staff privacy and confidentiality will always be maintained during help-seeking and following disclosure. 
Back to Contents
[bookmark: _Toc193371632]Section 9 – Privacy and Documentation 
The handling and exchange of personal information is regulated by privacy legislation at the Federal, State and Territory level:
Privacy Act 1988 (Australian Government)
Information Privacy Act 2014 (ACT)
ACT Health Records (Privacy and Access) Act 1997 
Notably, health information cannot be released unless:
1. The person or where appropriate, their parent/primary carer or guardian (e.g. where the person is less than 16 years) has consented to its release
1. There is a significant risk to the life or physical and mental health of the person or another person
1. Access is authorised by a court order or statute (e.g. as legislated under the Children and Young People Act 2008)
Every opportunity should be taken to obtain informed consent prior to releasing information about a person’s risk vulnerability.
In accordance with the Health Records (Privacy and Access) Act 1997, consent is not required where serious and imminent risk of harm is indicated. Release of information outlined in point 2 (above), should be documented in clinical notes including a full justification. Additionally, information can be appropriately shared without expressed consent within the treating team for the person, which may include health professionals within and outside of Canberra Health Services such as the General Practitioner. 
Please see Sharing Information with Carers – Mental Health Inpatient Units for clear boundaries of information shared for MHJHADS inpatient consumers. 
Back to Contents
[bookmark: _Toc193371633]Section 10 – Staff training and resources 
Staff training 
Suicide identification, assessment and intervention increase our ability to reduce the risk of suicide. Training requirements are based on role, profession group and work area and is available through HRIMS. Opportunities to advance skills are provided by CHS through Psychological First Aid, ASSIST and Compassionate Foundations HRIMS modules. 
As per Use of Psychological Interventions in MHJHADS all clinicians are anticipated to have a reasonable level of psychological awareness and knowledge to engage and promote the wellbeing of people accessing MHJHADS. Training opportunities for therapeutic modalities are available internally and through accessing professional development funding for Allied Health Professionals and Nursing staff. 
Resources 
Availability of services to assist those with suicidal thoughts exist online and in our local community. Please see the suicide prevention page in HealthHub page for a list of recommended services. HHA key resource in the community is the individual’s General Practitioner (GP) who can discuss options and provide access to a Mental Health Care Plan for subsidised counselling. 
At all times consideration of identified natural and/or social support should be considered and supported. Resources to support family and carers should be made readily available and consultation with carers and supporters is essential for mental health recovery. 
Back to Contents
[bookmark: _Toc176348490][bookmark: _Toc193371634][bookmark: _Hlk43366294]Evaluation
[bookmark: _Hlk170467190]The procedure will be reviewed regularly to meet ongoing suicide prevention frameworks and national standards. 
Outcome
Reduction in readmission following suicide attempts due to suicidal ideation
[bookmark: _Hlk170467240]Appropriate and timely referrals from all areas of CHS are enabled through clear referral pathways
Improvement in staff confidence and capability to identify and respond to suicide vulnerability 
Increased satisfaction from consumers and carers regarding care and response to suicidal thoughts 
Strengthened relationship with community agencies 
Reduction in incidence of self-harm and suicide
Measures
Clinical audit schedule for completion of the SVAT (MHJHADS)
Clinical and quality outcomes are evaluated through patient experience questionnaires, (YES) and consumer and carer feedback data.
Data on referrals between community agencies and CHS 
Outcomes from Morbidity and Mortality (M&M) review committee
Reduction in reported suicides in the ACT
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Policies
· Child Protection 
Clinical Records Management
Family Violence
Information Privacy
Consumer Privacy
Clinical Supervision 
Incident Management
CHS Searching of a Consumer and/or their Property 
Procedures
Assessment of decision making capacity and supported decision making for people being treated under the Mental Health Act 2015 
Emergency Department and Mental Health Interface 
Ligature Use, Response and Risk Management MHJHADS 
Patient Identification and Procedure Matching 
Suicide Prevention and Intervention at the Alexander Maconochie Centre/ACT Court Cell 
Acute Adult Mental Health Services (AAMHS) Operational Procedure 
Mental Health Officer Procedure 
Mental Health Triage Scales – Use within MHJHADS 
Seclusion of Persons Detained under the Mental Health Act 2015 
Sharing information with Carers - Mental Health Inpatient Units 
Clinical Supervision for Allied Health Clinicians 
Clinical Supervision framework for ACT Nurses and Midwives 
Occupational Violence Procedure 
Providing Care after Death 
Grey Response for the Emergency Department 
North Canberra Hospital (NCH) – Emergency Department and Mental Health Interface Guideline 
Consent for Healthcare Treatment
Psychological Support for Staff - A manager’s guide 
Mental Health Officer guidelines 
Perinatal Mental Health Wellbeing 
Use of Psychological Interventions in MHJHADS 
Women’s Health Service- Counselling Services Clinical guidelines 
Acute Allied Health Services Clinical Prioritisation Guideline 
Morbidity & Mortality Committees Guidelines 
Legislation
ACT Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Mental Health Act 2015
Crimes Act 1900
Children and Young People Act 2000 
Health Practitioner Regulation National Law (ACT) Act (2010)
Ombudsman Act 1989
Public Sector Management Act 1994
Working with Vulnerable People (Background Checking) Act 2011
Other
Australian Charter of Healthcare Rights
The National Safety and Quality Health Service (NSQHS) Standards 
The Australian Government’s National Mental Health and Suicide Prevention Plan
National Strategic Framework for Aboriginal and Torres Strait Islander Peoples’ Mental Health and Social and Emotional Wellbeing 2017-2023
The Fifth National Mental Health and Suicide Prevention Plan 
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As per Our Words Matter: Guidelines for Language Use13
Suicide - The act of purposely ending one’s life
Suicide attempt - Any non-fatal behaviour aimed at purposely ending one’s life
Suicidal thinking - Often associated with emotional and psychological pain and people with a lived and living experience have shared feelings of wanting this pain to stop when they are experiencing suicidal thinking
Self-harm - Non-suicidal self-injury
Suicide Prevention - The actions we take to prevent suicide and suicidal behaviours and to support people who have been impacted by suicide. These actions are focussed on reducing risk factors and enhancing protective factors
Postvention - Activities or interventions occurring after a death by suicide to reduce the risk of further suicidal behaviour and to support and assist those bereaved or affected (family, friends, professionals, peers, responders, community and colleagues) to cope with stressors and manage the experience of loss and grief
Aftercare - Services that provide support to people following suicide attempt with the aim of increasing access to and engagement with care to prevent repeated self-harm
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	Potential signs of suicidal behaviours

	Verbal
	· Direct disclosure 
· Indirect disclosure 
· Finalising plans and saying goodbye to friends/family

	Demeanor 
	· Withdrawn
· Avoiding the topic
· Refusing to engage 
· Anxious or agitated 
· In heightened distress 
· Presenting as depressed 

	Social
	· Recent loss of relationship/ job / access to children
· Financial stress
· Decline in functioning 
· Homelessness 
· Isolation
· Limited social supports 
· Parenting stress 
· Bereavement 

	Collateral
	· Suicide note written
· Carer/friends/family or supporters have reported concerns 
· School/ Workplace or community expressing concerns about their wellbeing 
· Post on social media with suicidal thoughts clearly expressed 
· Contact to a suicide prevention service e.g. Lifeline 

	Psychological 
	· Increased self-harming behaviours
· Increased drug and / or alcohol use 
· Poor sleep
· Impaired concentration or long-term planning 
· Distress and impaired decision-making capacity 
· Emotional dysregulation 


[bookmark: _Ref182477947][bookmark: _Toc193371640]Attachment 2: Table of observable signs of suicidal behaviour
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Suicide Vulnerability Assessment Tool
	MRN: XXXXXXXX
Family name: ZZZZZZ
Given names: XXXXXXX
DOB: XX/XX/XXXX	Sex: XXXXX

	Reason for completion of Assessment of Suicide Vulnerability (tick all that apply):

 |_|	Triage/Intake assessment	|_|	ED Presentation/Admission	|_|	Full Assessment
 |_|	3-month Review		|_|	Major Stressor			|_|	Prior to Discharge
 |_|	Suicidal Planning or Intent	|_|	Acute Change in Mental State


	SECTION 1: Comprehensive Assessment of a Person's Suicide Vulnerability

	Static Vulnerability Factors (fixed and historical in nature):

	





	Dynamic Vulnerability Factors (fluctuates in duration and intensity, and present for an unknown length of time):

	





	Future Vulnerability Factors (can be anticipated to a certain degree):

	





	Strengths and Support:

	





	SECTION 2: Formulation of Vulnerabilities 

	





	SECTION 3: Action and Short-Term Plan

	The short-term plan must clearly outline who is taking what action to respond to this person’s care needs:


**Note: If a need for ongoing MHJHADS support is identified, complete a safety plan with the person and their identified support in conjunction with this SVAT form. 
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[image: Safety plan for patient to detail reasons for living, what keeps them well, triggers, warning signs (thoughts, feeling, actions, signs), what makes them feel less distressed and coping mechanisms, what keeps them safe and what they require others to do. This plan is then provided to either the patients family, friend or professional.]
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