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St. Joseph Hospital
Our Mission
"St. Joseph Healthcare-committed to wellness promotion and
holistic healing-provides healthcare services which embody
compassion, competence and community."
“These are the words we live by, each and every one of us who
comprise the caring community of St. Joseph Healthcare. We
take our Mission seriously. Those we serve depend on it.”

• Compassion
– The St. Joseph Healthcare team demonstrates
special sensitivity toward all persons, especially
those who are vulnerable and suffering.
Communication · Respect · Open-mindedness
• Competence
• Community

OUR
VALUES

Welcome to our ED
• 18 beds
– 16 with full cardiac monitoring
– 3 critical care rooms
– 2 psychiatric rooms
• 3 bay subacute area
• In 2014, we served 685 suicidal patients (1.8/day)
– 112 in January and February
• In 2015, we served 503 suicidal patients (1.3/day)
– 89 in January and February
• In 2016, (January 4-February 26) we have served 64 suicidal patients
(1.2/day)
• We partner with Community Health and Counseling Services to care
for this vulnerable population.

Why Suicidal Patients?
• In 2011, 224 Maine citizens, 4 each week, died by suicide.
• Maine Suicide Prevention Program Strategic Plan 2012-2017
– “The purpose of the MSPP Strategic Plan 2012-2017 is to
guide Maine’s statewide suicide prevention efforts across
the lifespan. The Plan’s implementation requires the
engaged efforts of state and local agencies, decisionmakers, health care providers, service organizations,
educators, planners, employers, community members, and
others to integrate suicide prevention best practices
within their settings and initiatives. “ (Dr. Sheila Pinette,
Director, Maine CDC)

Why Suicidal Patients?
• Because, I saw a chance to make a change in our practices for
the better
– This came from a LEAN measure to review the pathway for
the psychiatric patient

….. And I RAN WITH IT!

Previous State
Patient presents to ED
with suicidal thoughts

Triage

Placed in a SAFE
room: 11/12 or a
monitored room that
has been stripped

Security or sitter at
bedside for continuous
monitoring

RN assessment
and
6 page packet
completed

Belongings, clothing, &
phone taken from
patient and locked in
box, locked in closet
(ED tech or RN)

Provider MSE, labs,
urine

CHCS consult,
assessment

Disposition

Previous State: Problems
• Increased length of stay for all patients
• Maximum resources utilized
– Security guard or CNA sitter
• Security guards missed 2/3 of their time to round on hospital
due to patient observation
– Lab work collection , processing, and reporting
– Urine collection, processing, and reporting
– Evaluation in ED by mental health worker
• Increase in escalated events resulting in chemical and/or physical
restraints
• Decrease in staff satisfaction
• Decrease in patient satisfaction
• Creates a barrier to therapeutic care

Proposed State

Patient presents to
ED with SI

Triaged

Low Risk

Discharge

Moderate Risk

Phone Consult with
CHCS: Discharge
or Evaluate in ED

High Risk

Follows Current
State Pathway

Proposed State: Benefits

• Decrease the amount of resources used
– Security time
» Decrease security time by 49%
– RN time spent settling patient
» (increase therapeutic RN time)
– CHCS time
• Decrease escalated events
• Increase staff satisfaction
• Decrease LENGTH OF STAY for all patients
– Increase throughput of waiting room patients
– Decrease LWBS patients

How Do We Do This?

Columbia-Suicide Severity Rating
Scale
•

•

What is it?
– Structured assessment of suicidal ideation
 Addressing method, plan, and intent
– Assessment of suicidal behaviors
Key Points:
– Validity, Sensitivity, & Specificity
 “Demonstrated good convergent and divergent validity with other
multi-informant suicidal ideation and behavior scales” (Posner et al,
2011)
 “had high sensitivity and specificity for suicidal behavior classifications
compared with another behavior scale and an independent suicide
evaluation board” (Posner et al, 2011)
– The CDC adopted Columbia definitions of suicidal ideation and behavior.
– Immediate-use ready
 Mental health training not required to administer

Columbia-Suicide Severity Rating
Scale

• Why Ideation and Behavior?
– “Studies of risk factors predicting suicide consistently suggest that
suicidal ideation and a history of suicide attempts are among the
most salient risk factors for suicide” (Posner et al, 2011)
– The first three warning signs are:
1. Threatening to hurt or kill self
2. Looking for ways to kill self
3. Talking or writing about death, dying, or suicide
(Brown GK, Beck AT, Steer RA, Grisham JR, 2000)
– The history of a prior suicide attempt is the best known predictor for
future suicidal behaviors, including completed suicide (American
Psychiatric Association, 2004; Sentinel Event Alert-TJC, 2010)

Suicidal
ideation

Suicidal
Behavior
Protective
Factors
Risk
Factors

•

•

•

Low Risk
– Minimal resources used
– No seclusion
Moderate Risk
– Moderate resources used
– Assess best practice for patient (evaluation in ED or community)
High Risk
– Maximum resources used

What Did it Take?
• EDUCATION- 1 hour of mandatory face-to-face education
• “A qualitative study by Coristine et al, (2007) explored the role of
a registered nurse with two years of crisis intervention training
to provide care for ED patient with mental health complaints.
The benefits attributed to the implementation of the role were
decreased wait times, improved discharge and follow up care”
(Brim, 4, 2012)
• ED triage nurse and psychiatric nurse consultant “found poor
agreement” (Brim, 4, 2012)
– Multiple studies recommended training to improve the
confidence of ED personnel (RN and Provider) in screening
patients for suicide risk
» More accurate risk assessments
» Increased staff satisfaction
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• 41% of SI patients did not need a security guard
watching them
• 31% of SI patients did not have belongings
removed or get placed in a secluded room
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Results

Disposition has remained the same, patients are
still getting the treatment they need without
utilizing maximum resources.

Results
• Decreased LOS for Low Risk patients
– Some discharged within 2 hours
• Decreased escalated events
– 0 escalated events (for SI patients) requiring chemical or
physical restraint
• Increased patient satisfaction
– Allowing low risk and moderate risk patients to keep own
clothing
• Increased staff satisfaction
– “No problems. Slick as shit. Love it” (St. Joes, ED RN)
• Decreased Security watch hours by 56%!!!

Limitations
•
•
•
•

Limited time to collect data
ETOH patients
T-system
Flexibility
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