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Goal 

Key Partnerships 

Target audiences

Suggested activities 
at the Systems-level

local – l 

Regional – R

Provincial – P 

To increase coordination and collaboration among multiple sectors for the 
timely delivery of suicide prevention, intervention and postvention services 

• Local and regional crisis centres
• Local/community organizations 

providing mental health  
services and supports 

• Community organizations 
• Post-secondary institutions 
• Researchers
• Advocates 
• Regional Health Authorities 
• Crisis Line Association of BC 
• Child and Youth Mental Health 
• BC Partners for Mental Health 

and Addictions Information
• BC Mental Health Information 

Line 

• BC Psychological Association
• BC Association of Clinical 

Counsellors 
• BC Canadian Mental Health 

Association 
• BC College of Physicians
• BC College of Nurses
• BC Medical Association 
• BC Ministry for Children and 

Family Development
• BC Ministry of Health Services
• BC Ministry of Healthy Living 

and Sport 
• BC Mental Health and  

Addiction Services

Families, physicians, health professionals, nurses, mental health workers, 
community organizations, counsellors, alcohol and drug counsellors,  
community health workers, clinical educators, teachers, facilitators,  
administrators, and policy makers

• Engage community and regional mental health services (including mental 
health organizations, health organizations and crisis centres) in a dialogue 
about opportunities for collaboration and partnership to support suicidal 
persons in acute crisis (L, R, P)

• Map out available services through local and regional organizations and 
dissemination of information broadly (L, R)

• In conjunction with risk and clinical assessments, identify other specialists 
and service providers, community supports and caregivers who could be 
involved in a multidisciplinary team (L, R) 

• Discuss service provision with existing assertive community treatment 
teams, crisis stabilization clinics/units to determine which lessons learned 
can be used to inform the coordination of services (L, R, P) 

• Develop suicide response plans for BC Hospital Emergency Rooms as  
suggested by the BC Child Death Review Unit Report, Looking for 
something to look forward to… (2008) (L, R, P) 

FramEWork: Coordination of Services

Suggested  
activities at the 
Program-level 

local – l 

Regional – R

Provincial – P 

• Work with communities and regional health authorities to determine  
the feasibility of expanded services (L, R, P) 

• Exploration of existing continuity of care opportunities among programs 
(L, R, P) 

• Consider incorporating or pilot testing of interdisciplinary teams or  
other service improvement through coordination initiatives (L, R) 

• Consider follow-up mechanisms and outreach that may or may not  
include ACT (L, R)
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Development  
Opportunities

Signs of Success 

examples  
of Programs  

Partnerships and collaborations are imperative among policy makers on the 
coordination of services to promote systems-level changes that would have 
local, regional and provincial impacts. As they exist currently, systems of 
care are fragmented and inconsistent, which ultimately impacts the person 
at risk of suicide seeking care. Case approaches that may improve support 
of a suicidal person include active case management, integrated case  
management and assertive community teams. 

Part of the process involves ensuring that the suicidal person has seen the 
appropriate team of professionals and/or specialists to address suicidal 
behaviour and underlying health concerns in a holistic, trauma informed 
manner. Efforts also need to be made to ensure the person at risk of suicide  
is proactively provided with opportunities to access the needed care.

• Reduced suicide ideation and behaviour 
• Improved navigation of the mental health system among persons at  

risk of suicide and their supports 
• Increased satisfaction with care
• Increased continuity of care
• Improved accessibility of services 
• Decreased waitlists 
• Increased mental health literacy 

• Gateway Crisis Stabilization Program (Williams Lake) 
• Regional Health Authorities, Assertive Community Teams 
• Concurrent Disorders Clinic, UBC
• Youth Concurrent Disorders Teams, North Shore, Vancouver Coastal 

Health and BC Children’s Hospital
• Assertive Community Team Bridging Program, Vancouver Coastal Health
• BC Ministry of Healthy Living and Sport and BC Ministry of Health  

Services -Consulting and collaborating with health authorities on the  
development of plans, policies, strategies and best practices for the  
prevention of mental health disorders and mental health promotion 

• BC Mental Health and Addiction Services for system wide improvements – 
Linking providers across the province to improve quality, safety,  
consistency and accessibility of mental health and substance use services 

• BC Mental Health and Addiction Services – Improving service  
coordination by reducing wait times through collaborative model of care 

• BC Mental Health and Addiction Services for leadership in improving 
mental health literacy

• Some BC communities have developed inter-program, inter-ministerial 
protocols and agreements that ensure timely, effective and coordinated 
responses for children and youth at risk of suicide
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Target audiences 

Developing 

Purpose of this  
template  

Families, physicians, health professionals, nurses, mental health  
workers, community organizations, counsellors, alcohol and drug  
counsellors, community health workers, clinical educators, teachers,  
facilitators, administrators, policy makers

Currently providing programs: 
• What kinds of programs or services are currently provided?
• Who receive current programs or services (e.g. general population, high 

risk populations, co-morbid mental health issues, substance users)? 
• What important exposures in the suicidal person’s life need to be consid-

ered (e.g. violence, abuse, trauma) and addressed in the treatment plan? 
• What are the current service provision issues in the community or region 

(e.g. waitlists, access to specialists)? 
• Which of the following are being provided (e.g. interdisciplinary teams, 

assertive community teams, active case management, crisis stabilization, 
psychiatrist care)? 

• What are the outcomes of current programs or services? 

Considering potential programs: 
• Is the program or service under consideration known to lead to any  

positive changes among suicidal persons? 
• How have programming efforts been received among suicidal persons,, 

families, physicians? 
• Which of the following services are feasible (e.g. interdisciplinary teams, 

assertive community teams, active case management, crisis stabilization, 
psychiatrist care) and would make the most difference for among  
suicidal persons? 

• What kind of resources would be required for training, delivery  
(e.g. staffing, materials, space, equipment, etc)? 

• What partnerships are required to develop the following: (e.g.  
interdisciplinary teams, assertive community teams, active  
case management, crisis stabilization, psychiatrist care, other)?

• What approvals are required to develop further services? 
• Are any certification or accreditation services required? 
 What proportion of the existing caseload are presenting  

with suicidal ideation or behaviour? 

To determine the stage of the current or potential program and  
which considerations might be required to develop implement,  
improve or evaluate coordination of services. These questions are  
key considerations for the program to help plan and move to the  
next stage of the planning cycle.

planning tEmplatE: Coordination of Services
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Implementing 

Improving  

evaluating  

• What would the composition of services look like?
• Who will be responsible for implementing and delivering services?
• How will the services be delivered?
• What is a realistic timeline from the development of services to  

provision of services? 
• How will services target suicidal persons?
• How do potential services fit within existing services already 

being provided? 
• Is there a particular time of day, week, year when it would be easier  

or more difficult to provide services? 
• What learnings do service providers have about other programs that  

could be applied to this program?

• What elements of suicide prevention, intervention and postvention  
could be incorporated into existing programs?

• Have existing programs led to any positive changes in mental health care? 
• Have the existing programs led to any negative changes in mental 

health care? 
• What are strengths of the existing program? 
• What are areas of opportunity for the existing program? 
• Who would make the changes to an existing program? 
• How would changes be evaluated? 

Process considerations are: 
• Can all the details about the program be documented?; who delivered  

it, who received it, when they received it, how it was administered 
• What changes were made to the program in other stages (developing, 

implementing and improving)? 
• Are there opportunities to use research methods in the evaluation process? 

Outcome considerations are:
• What changes could be attributed to this program? 
• Where did the changes occur (e.g. individual, family, group, organization, 

community level)? 
• Did any of the following changes occur?

 Reduced suicide ideation and behaviour 

 Improved navigation of the mental health system among 

persons at risk of suicide and their supports 

 Increased satisfaction with care

 Increased continuity of care

 Improved accessibility of services 

 Decreased waitlists 

 Increased mental health literacy 


