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= Not every model or treatment will be reviewed
comprehensively.

= No model for assessing or managing suicidal
ideation and behavior can supersede clinical
judgment.

® There is no subsitute for clinical consultation.

LIMITATIONS

= We are talking about an emotionally taxing and/or
triggering topic. The topic is meant to provide
guidance.

= The most severe risk is to assume that this talk
holds everything there is to know about
management of suicidal ideation and behavior.This
talk will not accomplish that.
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MATERIALS ADAPTED FROM:
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"~ SPRC - Suicide Prevention Resource Center  {Jniversal Health Services, Inc.
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WEALL HAVE A ROLE.

suicide X & & Q
You're not alone

Help is available

LAl @News [Images [ Videos [ Books i More Tools

Help is available ” s
Speak vith someone today 988 Suicide and Crisis Lifeline Emergency number

98

uicide and Crisis Lifeline
Hours: Available 24 hours. Languages: English, Spanish. Learn more

v Cal E chat | @ Off

& 988 Suicide and Crisis Lifeline

ne.arg

sMs: 988

Resources: Support groups - Immediate help - Treatment for suicidal thoughts

Connect with people you trust

From Intemational Association for Suicide Prevention - Learm more

Ifyou're struggling, its okay to share your feelings To start, you could copy one of these pre-written
messages and send it to a trusted contact

Reach out Contacta loved one Express your feelings
When you get a chance I don't want to die, but | This is really hard for m¢
¢an you contact me? | don't know how to live. to say but 'm having
feel really alone and Talking with you may help painful thoughis and i
suicidal, and could use me feel safe. Are you free might help to talk. Are,
some support to talk? free?
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OBJECTIVES

Ol 03

Understand the Be able to describe Name empirically Describe common
latest stats in the US one model for supported reactions of suicide
assessing suicide risk interventions to survivors
manage suicidal
ideation and
behavior

The terminology ‘committed suicide’,
‘successful/unsuccessful suicide’ and
LANGUAGE ‘suicide gesture’ is no longer used.
AROUND
SUICIDE Use instead: suicidal thoughts (or
suicidal ideation), suicide attempts,
and die by suicide.
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THE FACTS.

Many adults think about suicide or attempt

g@% Nearly suicide.
~— 48,000 12.3 million adults
Americans died by suicide in 2021. Seriously thoughts about suicide.

3.5 million adults

Made a plan for suicide.

= On average, there was

I 3 2 deaths

by suicide per day.

1.7 million adults

Attempted suicide.

CDC (2023) AND AMERICAN FOUNDATION FOR SUICIDE PREVENTION
(2023)

AGE DISPARITIES

Rate per 100,000

10-14 2.8
15-24 15.2
25-34 19.5
35-44 18.1
45.54 18.2 m Rate per 100,000
55-64 17
65-74 15.3
75-84 19.6
a5+ 22.4

0 5 10 15 20 25 CDC (2023)




METHOD OF SUICIDE IN THE U.S. 202 1-2022: cDCVITAL STATISTICS

B Firearm
B Suffocation
H Poisoning

Other

CDC (2023)
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FOR EVERY SUICIDE DEATH, THERE ARE*:

3 hospitalizations for suicide attempts

o0 8 Emergency department visits related to suicide

. 38 Self-reported suicide attempts

265 people who seriously consider
;) suicide

CDC (2022), SAMHSA (2021)
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@ leading cause of death in Missouri

3rd leading
cause of death for ages 10-24

3rd leading
cause of death for ages 25-34

4th leading
cause of death for ages 35-44

Suicide Death Rates

Sth leading
cause of death for ages 45-54

10th leading
cause of death for ages 55-64

18th leading
cause of death for ages 65+

Number of Deaths |Rate per 100,000
. : State Rank
by Suicide Population
Missouri 1,125 18.13 15
Nationally 45979 13.48

See full list of citations at afsp.org/statistics

94.07% of communities did not have enough
mental health providers to serve residents
in 2021, according to federal guidelines.

Almost five times as many people died by
suicide in 2019 than in alcohol related motor
vehicle accidents

The total deaths to suicide reflected a total
of 24,079 years of potential life lost (YPLL)
before age 65.

49% of firearm deaths were suicides.

63% of all suicides were by firearms.

13

during 2018 to 2021):

Highest rates of suicide (and highest relative percentage change

* American Indians & Alaskan Natives had 26% increase
* Non-Hispanic Black or African American persons had a 19.2% increase
* Hispanic persons had a 6.8% increase

BIPOC - BLACK, INDIGENOUS,AND PEOPLE OF COLOR

Non-Hispanic white persons were the only group with an overall

age-adjusted rate decline in 2021 compared to 2018 (3.9% decline)

Stone, Mack, Qualters, 2023

14
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LGBTQ+

Facts About LGBTQ Suicide risk is 3-6X GREATER
YOUth SU'Cide for LGB Adults vs Heterosexual Adults.

LGBTQ youth are not inherently prone to Trevor Project (2022):
suicide risk because of their sexual
orientation or gender identity but rather
placed at higher risk because of how they can reduce risk of suicide attempts among LGBTQ youth by
are mistreated and stigmatized in society. 40%

having at least one accepting adult

15

DID YOU KNOW!?

® 40-50% of suicide deaths have been within one month of a primary care visit.

B The first month after leaving inpatient psychiatric care, a patient’s suicide death rate is
300x higher during the first week &

200x higher during the first month (compared to general population).

GOLDSTEINET AL. (2019) « NATIONAL ACTION ALLIANCE FOR SUICIDE PREVENTION. (2019).

16
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DID YOU ALSO KNOW THAT?

= Suicide is most frequent in the spring and early summer months, as well as fall months.

= |tis MOST frequent in the mid to late morning or afternoon (not late at night or in the predawn
hours)

= SES is not a major factor in suicide risk.

17

TRUE OR FALSE?

We can predict suicidal ideation and behavior.

FALSE

We cannot PREDICT suicide,

but we can help reduce a person’s suicide risk.

18
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A Problematic Cycle
among Providers — b

Negative
patient
I ecRP experience
s Hospitalization
» Mutual trust Positive _ Future
~ePatient : i
-~ empowerment e » disclasiie
' +5td of care & clinical £Xpenence
research

¢ Risk and liability
¢ Potential ethical
' violations

Std of care
not met

Patient is

19
The Risk Formulation Model
(Zero Suicide, National Action
SUICIDE RISK Alliance for Suicide Prevention)
ASSESSMENT
MODELS
Safety Assessment Model
(Lifeline, SAMSHA)
20
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Clinical data
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" Available
Resources Changes
Internal and social
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% planning
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increase risk state

DONINNY T

THE RISK
FORMULATION
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Clinical data

Risk Formulation
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=
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\ ‘ll Past suicidal behavior /

F Long-term risk factors

Impulsivity/Self-Control
{incl. subst. abuse)

i i Recent/present suicide

e idestion, behavior
wiy .
x Stressors/ Precipitants

: Symptoms, suffering,
and recent changes

”". Engagement and
e Aliance

STRENGTHS AND PROTECTIVE FACTORS

Individual

Relationship

Community

Societal

23

4 5 Strengths and
=

\ ‘ll Past suicidal behavior /

Pratective: Factors

K

Impulsivity/Self-Control
{incl. subst. abuse)

i i Recent/present suicide

e idestion, behavior
wiy .
x Stressors/ Precipitants

: Symptoms, suffering,
and recent changes

\ @ @ ropoementand
\ e Aliance

Divorced, widowed, or single status

Living alone (socially isolated)

Unemployed or retired

Bereavement in childhood

24
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4 5 Strengths and
=

\ ‘ll Past suicidal behavior /

Pratective: Factors

MECEUSS |\ pULSIVITY/SELF-CONTROL

>
' * of impulsive decisions

/ 5 Vo bty : Evidence of a historical . .
* of irrational or more reckless

\ @ @ ropoementand
[ =2

wiy .
x Stressors/ Precipitants

: Symptoms, suffering,

pattern: )
types behaviors

and recent changes

Alliance

Adolescents are
vulnerable to “impulsive

suicides” when they live
in a home with easy
firearm access

25
- I — = 9 out of 10 people who attempt suicide and survive will NOT go on to die by
_@ Protective: Factors i _—
suicide later.
F Long-term risk factars | .. . . L.
- But it is still one of the strongest risk factor for suicide.
Impulsivity/Self-Control
{incl. subst. abuse)
Bl Past suicidal behavior
; ; Questions:
ey
/= : = Have you tried, prepared, or started to do anything to end your life?
'. Recent/present suicide
/ ideation, behavior . . .
== itk \ = Have you thought about or physically rehearsed how you might end your life?
\“ Stressors/ Precipitants
= Have you ever had a prior suicide attempt? (if yes, have you had two or more?)
& Symptoms, suffering,
and recent changes
\ & & Engagemant and
08
26
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27

SUICIDE IDEATION, BEHAVIOR

//"” T = Sample questions:
N
= Swengths and . . -
‘/’ _@ BiEhn Euck \\‘ = Have you thought about ending your life or killing yourself?
f \ . .
‘r B Longterm sk factors | = Do you know when or where you might do this?
1

\ ‘ impiidysen ool = When you think about suicide, do the thoughts come and go or are they so intense

incl, subst. abuse] J
\ VA you can’t think about anything else?

N @Il Past suicidal behavior /'

— = Have you practiced __in any way or have you done anything to prepare for your
o death?

Recent/present suicide

e ideation, behavior = Do you have access to !

by . . \ .
( g’ stessorprcptans | = What do you hope will happen?
Symptoms, suffering, !'
\ A and recent changes |
~
\ Engagement and /
% . Alliance /

)

28
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: 6 Strengths and
&2 Protective Factors

F Long-term risk factors

IDENTIFIABLE STRESSORS / PRECIPITANTS

Impulsivity/Self- Control
{incl. subst. abuse)

\ ‘Il Past suicidal behavior /

> = Recently being discharged from the hospital
/R Recentipresent sicde = Marital separation
—a— Kdeation, behavior \
*§ SuessorsPrecitans ® Active Bereavement
P Sisiimintn S = Family conflict
A ~ - : . . ..
\ @ @ [ scmentand / = Loss of social definition

= Rejection by (or loss of) a significant person
= Victim of bullying

= Performance anxiety (i.e.,“l am only loved for what | do” mindset)

2/22/2024

29
- Strengths and
-@ Pratective: Factors
F Long-term risk factors
evmp. CLINICAL PRESENTATION
{incl, subst. abuse)
! \ ‘ll Past suicidal behavior
S >SED = Mental Health Conditions, such as depression, substance use problems, bipolar,
V.. schlzophrgnla, person.alllty tralts of aggression, mood changes, poor relationships,
f —e— idestion, behavior conduct disorder, anxiety disorders
wiy .
Stressors/ Precipitant . . IR . . .
S = Serious physical health conditions, including pain
\ = Traumatic Brain Injury
~
\ @ @ Eropgement and
N\ B Alliance
30

15



5 6 Strengths and

\ ‘Il Past suicidal behavior  /

Pl Protective Factors

COMMENT RE: STATS FOR MENTAL HEALTH &

F Long-term risk factors

SUICIDE

Impulsivity/Self-Control
{incl. subst. abuse)

Mational Viclent Death Reporting System

Method Paychological Autopsy
" § Recent i sulcie
L 4 I.(E;:tim"ge:::w::"“ i Source of 3-5 Family members Medical Examiner, Police record, recent
: : Information and fnends, lifetime medical record
I ) it
"" Stressors/Precipitants medical records,
police records,
A Symptoms, suffering medical records, all
ar 3 available sources of
information
”". Engagement and
e Aliance s . =4t e
90% with MH Condition  54% Mo Known MH Condition
Tool Structured standardized  One Question: Current mental health problem

interview by clinical yes/ne or unknown

intarviswer

Substance use not considered & MH condition
[25%)

Conditions included  Broad range of mental

health conditions
Harkavy-Friedman, J. (2020)
Accounted for in Considered no mental health condition

diagnosis

Missing Data

2/22/2024

31
L ntaand = We want to collaboratively understand a patient’s experience of suicide through
trengths an .
B orectne Factors the eyes of the patient.
F Long-term risk factors
Impulsivity/Self-Contral . .. . . . .
fincl. subst. abuse) = |tis critical to reinforce help seeking behaviors and empower our patients:
b ._.“ P = You (the patient) are the expert on what you are thinking and feeling.
o m— > = This is a problem - like any other problem - that we can address.
B Recent/present suicide . . . . .
¥ Cleation behwwer = Help is available, it works, and is a good thing to seek.
whos . | . . . s -
} L = The most important goal is to decrease distress (de-activating suicidal mode)
A Symptoms, suffering,
and recent changes
~
32

16



PISANO, MURRIE, SILVERMAN (2016)

Clinical data

g Strengths and
w2 Protective Factors

F Long-term risk factors

Impulsivity/Self-Control
(incl. subst. abuse)

D’\”M?G,ﬁé -3}50“'\‘

N\ 4EN Past suicidal behavior

,/i Recemipmsentsuicide“
J/ —e— ideation, behavior

¥
hx{ Strassors/ Precipitants

A Symptoms, suffering,
and recent changes

\ .’-" Engagement and
N R Alliance

IMwnag Ot

Risk Formulation

.////////II,///

Risk Status

Relative to others in
a stated population

Changes

ONINNY

Changes that
rengthfito support could quickly
¥ aii treatment " increase risk state

Risk State

Relative to self at
baseline or selected
time period

2/22/2024
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Risk Status

Relative to others in

a stated population

D,
7
Z

Risk State

Relative to self at
baseline or selected
time period
il

RISK STATUS

Risk status involves
synthesizing the patient’s
clinical data relative to
others in a similar
population

The more patients you see
over time within a specific
population, the more sense
of a comparison baseline
you may be able to get for

this.

J

34



Relative to others in
a stated population

u

Risk State -
Relative to self at u

baseline or selected

time period -

: Xw,.,”/’///% u
u

u

u

u

sk states FACTORS THAT MAY IMPACT RISK STATUS

Positive social support
Spirituality

Sense of responsibility to family
Children in the home, pregnancy
Life satisfaction

Reality testing ability

Positive coping skills

Positive problem-solving skills

Positive therapeutic relationship

2/22/2024

T — — . —
Clinical data Risk Formulation
’é’ Strengths and \
/ Pratective Factors b
— \ =
2
F Long-term risk factors s
g
Impulsivity/Self-Control c . .
k\ (incl. subst. abuse) g Relative to others in
\ & a stated population A
\.Il Past suicidal behavior Foreseeab Ie ;
\ Changes 2
e * z
Changes that %
& " s could quickly (]
ecent/prasent suicide . increase risk state
! —e— ideation, behavior % Risk State L
/ \
\ =
\i’ Stressors/Precipitants o Felative to satfat
g hase!wno or selected
A Symptoms, suffering, f s peded
and recent changes =
\ = n >
Engagement and
.J Alliance
Pisano, Murrie, Silverman (2016)
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Risk Status

RISK STATE

Relative to others in
a stated population

= This is the person’s risk compared to themselves at baseline or another
meaningful point in time

Risk State

Relative to self at
baseline or selected
time period

2/22/2024
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Clinical data Risk Formulation

f//"' 1\\

/
/" 6 Strengths and
/. w2 Protective Factors

\%
[ = isk f \z
ong-term risk factors o
5
\ Impulsivity/Self-Control c . .
\ (incl. subst. abuse) g Re\atwe;jtn cthf:rs "
& a stated population .
Available

\
\\.Il Past suicidal behavior
\

-l » -
A Recent/present suicide\\

Resources Changes

Internal and sacial

strengths to support
safety and treatment
planning

Changes that
could quickly
rease risk state

DNINNY I

Risk State

J/ —e— ideation, behavior ; %
/ \
¥ \ & :
“’ Strassors/Pracipitants l'l ) Relative to self at
g baseline or selected
Q Symptoms, suffering, f ms; paned
and recent changes | =
\ J 2
J
/

\ .fi Engagement and
Alliance

N
N

Pisano, Murrie, Silverman (2016)
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Tt & 3@

¥
A

wr Alliance

Pisano, Murrie, Silverman (2016)

Strengths and
Protective Factors

Long-term risk factors

Impulsivity/Self-Contral
(incl. subst. abuse}

Past suicidal behavior

3 Recent/present suicide
ideation, behavior

Strassors/Precipitants

Symptoms, suffering,
and recent changes

4
se Engagement and

Clinical data Risk Formulation

Relative to others in
& stated population

Available
Resources

Foreseeable §
Changes

)

Internal and social Changes that
strengths to suppo could quickly
\ safety and treatme:

planning

.“\\\}W

Risk State

Relative to self at
baseline or selected
time period

ONINNY T
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Clinical data

Strengths and
Protective Factors

Long-term risk factors

Impulsivity/Self-Control
(incl. subst. abuse)

Past suicidal behavior

S o= »
. Recent/present suicide
—e— ideation, behavior

U4
-
-

Stressors/Precipitants

Symptoms, suffering,
and recent changes

Engagement and

AAynag OV

Risk Formulation

Risk Status

Relative to others in
a stated population

MNingnz 280%

Available
Resources

Risk State

Relative to self at
baseline or selected

ONINNVY1d
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SUICIDE RISK ASSESSMENT — NATIONAL SUICIDE PREVENTION
LIFELINE

= Suicidal Desire

= Suicidal Capability

= Suicidal Intent G ot Pt N

= Buffers/Connectedness

National Suicide Prevention Lifeline
1-800-273-TALK (8255)

41

42
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EMPIRICALLY SUPPORTED INTERVENTIONS

= Cognitive Behavioral Therapy for Suicide Prevention (CBT-SP);
= Collaborative Assessment and Management of Suicidality (CAMS);

= Collaborative Safety Planning Intervention (SPI)

43

relapse prevention approach.

Based on Stress-Diathesis model of suicidal behavior.

Manualized treatment with the specific aim at risk reduction &

COGNITIVE Randomized controlled trial research shows a 50% reduction in
BEHAVIORAL suicide attempts after the |0-session intervention
THERAPY FOR
SUICIDE s
PREVENTION ~ ~ &
(CBT-SP) é{g? é%ﬁs

&

44
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COGNITIVE BEHAVIORAL THERAPY FOR SUICIDE PREVENTION (CBT-SP)

-H Virtual Hope Box
= Phase |:Acute

= |nitial Phase

Remind Me

Distract Me

Relax Me Coping Tools

VIRTUAL = Chain Analysis, Safety Planning, Psychoeducation, Developing Reasons for Living and Hope,
HOPE BOX Case Conceptualization
9
~ N
N
2

45

COGNITIVE BEHAVIORAL THERAPY FOR SUICIDE PREVENTION (CBT-SP)

= Phase |:Acute (continued)

= Middle Phase

= |ndividual Skill Modules, Family Skill Modules

= End of Acute Phase

<
. , 9
= Relapse prevention task - ~ &
N
. . (2 o .L
® Phase 2: Continuation &g Y
L S <S5
R < L (§
o ke

46
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COGNITIVE BEHAVIORAL THERAPY FOR SUICIDE PREVENTION

(CBT-SP)

= Training in CBT-SP:
= Center for the Prevention of Suicide: Cognitive Therapy
for Suicidal Patients

m  https://www.med.upenn.edu/suicide/training.html ‘Scientific and Clmical Applicatiae:

= Publications:

= Cognitive Therapy with Suicidal Patients: Scientific and Clinical Applications
Amy Wenzel, Ph.D.; Gregory K. Brown, Ph.D.; and Aaron T. Beck, M.D.

47

= Framework ( philosophy of care ) in which patient and provider
work together to assess suicidal risk.

= This assessment information is used to plan and manage suicide-
specific “driver-oriented” treatment.

COLLABORATIVE = Evidence shows reduction in Sl, increase in hope/reasons for
ASSESSMENT AND living, decreases to PCP & Emergency Department settings

MANAGEMENT

OF SUICIDALITY
(CAMS)

fert SANE-cave

48
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f CAMS-care

COLLABORATIVE ASSESSMENT AND MANAGEMENT OF SUICIDALITY (CAMYS)

Early identification of risk

Collaborative assessment using SSF

Collaborative treatment planning

Clinical tracking of suicide status

Clinical resolution of suicide status

49

L LEIL 1 L A EA R R Ay YA R P

PR
Rank Then rankitems in order of importance 1to 5 (1= most important to 5= least importance)

1) Rate psychological pain {hurt, anguish, or misery in your mind:
not stress; not physical pain):

Low pain: :High pain

2 What ! find most painful is: no job, isolated

2) Rate stress (your general feeling of being pressured or overwhelmed):

Lowstress:| 1 2 3 (4) 5 |:High stress
What | find most stressful is: uncertain about future

|t-

3) Rate agitation (emotional urgency; feeling that you need to take action;
not irritation; not annoyance):

Section BClinician):| QUTPATIENT TREATMENT PLAN (Refer to Sections A & B)

Problem  Problem Goals and objectives Intervention Estimated #
# description | Evidence for attainment  (Type and frequency) = sessions
. Crisis response plan
1 5?{3:;::: Outpatient Crisis card / avoid bridge/ infrvj:eeks
p safety read Choosing to live
2 unemploy- i A vocational assessment
ment findajob = counseling Aeeks
social = Probl lve t
3 = % T social support i I 4weeks
isolation social support
\.‘M/_ MO ____ Ppatient understands and commits to outpatient treatment plan?
vie wetd

SUCTION B (L ICIan):

(¥)N Suicide plan

@N Suicide preparation
(YN Suicide rehearsal
(Y)N History of suicidality
* Frequency
* Duration

= Single nttemnt

‘When not sure

Where: jump off bridge

How: jump (N Access tomeans

How: maybe use rifie Y®Access tomeans

Describe: wrotenote tobrather _ (N0tnoW)

Describe: picked spot an bridge to jumj

Describe: as a teen had significant suicidal thoughts

1-2 perday per week per month
seconds __ 30 minutes | hours
Nescrihe: N/a

AMS- care

FEVEariuno S CiCh

50
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COLLABORATIVE ASSESSMENT AND MANAGEMENT OF SUICIDALITY

(CAMS)

L Training: THIRD EDITION
®m  https://cams-care.com/training-certification/cams-trained/ The CAMS TR
= Book:

Managing
Suicidal Risk

A Collaborative
Approach

= Managing Suicidal Risk, A Collaborative Approach, 3" Edition. David A. Jobes.

David A. Jobes

Foreword by Thomas E. Joiner

51
. I ——
= Brief intervention where the patient + provider collaboratively
develop a prioritized list of coping strategies & supports.
= Evidence suggests SPI is associated with 45% less suicidal
behaviors over a 6-month follow-up.
COLLABORATIVE
SAFETY
PLANNING
INTERVENTION
(SPI) (s
52
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COLLABORATIVE SAFETY PLANNING INTERVENTION (SPI)

¥ :
.2 Danger of acting on
-4 suicidal feelings
Stanley-Brown
Safety Planning Intervention
Stanley & Brown (2017, 2021) TIME

53

COLLABORATIVE SAFETY PLANNING INTERVENTION (SPI)

I.Conduct a 2. Review the 3. Provide a 4. Describe the
Risk Suicide Risk =4 Rationale fora a4 Development

Assessment Curve Safety Plan of a Safety Plan

5. Complete 6. Explain How 7. Discuss the 8. Conduct a
the steps of the sd  To Use the [ Details of the g Follow-up
Safety Plan.* Safety Plan Safety Plan Review
Stanley-Brown
Safety Planning Intervention
54
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COLLABORATIVE SAFETY PLANNING INTERVENTION (SPI)

Step 3. Utilize social Step 4. Contact family
contacts as a means of members or friends
distraction from who may help to
suicidal thoughts. resolve the crisis.

Step |.Recognize Step 2. Employ
warning signs of an internal coping
impeding suicidal crisis. strategies

Step 6. Make the
environment safer I:?y
reducing the potential

use of lethal means.

Step 5. Contact mental
health professionals or s
agencies.

Step 7. ldentify
reasons for living
(optional).

Stanley-Brown

Safety Planning Intervention

55

COLLABORATIVE SAFETY PLANNING INTERVENTION (SPI)

= Training:

m  https://suicidesafetyplan.com/training/

56
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WHAT DO TREATMENT APPROACHES HAVE IN COMMON?

= Risk assessment
= Collaboration between provider & patient

= Suicide as a state of ambivalence between living and dying — where the person does not really want to die
but the person cannot see another solution to the pain and suffering they are experiencing

= Written safety (crisis response) plan

57

Safety plan (crisis response plan) which includes:
= Written instructions to follow during a crisis, a decision-making aid
= reducing access to lethal means
= Emotion regulation skills (distress tolerance, relaxation, mindfulness)
= Cognitive restructuring
= Behavior Activation

= Involving others to help

SAFETY PLAN

58
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Relapse Prevention Plan ! My safety Crisis Plan
Recognize your warning signs and use your coping skills to keep yourself safe and healthy

Triggers and Stressors
(Behaviors, situations and circumstances that put you at emotional risk)

Warning Signs

(Your behaviors signals that show youre growing more and more at risk)

Call someone and ask for help.

Warning Signs to Always Ask for Help
« Thoughts that you might be better off dead
 Thoughts about hurting yourself or someone else
* Makinga plan to hurt yourself or someone else

My Coping Skill:

What I can do to be calm and stay safe IN THE MOMENT:

That can my support person do to help me

My goals for healthy behavior (reasons to keep myself safe):

and/or having difficulty using my coping skills:

People to callif | am concerned about suicidal thoughts

Reminders

‘Take medications as ordered — do not

v

Call my therapist,

1 can reach them at:

My follow-up appointment is on:
Call my psychiatrist,
I can reach them at:
My follow-up appointment is on

Suicide Crisis LifeLine - Text or Dial: 988

SLBMI after hours exchange: 314-534-0200
Text HOME to 741741 (www.crisistextline.org)
www.988lifeline.org

Behavioral Health Response ACI Hotline:
1-800-811-4760 or 314-469-6644

s o11

change the dose or time uniess directed by
your physician.

v

If you experience side effects from your
medications — notify your outpatient
provider or PCP

For ChildrenfAdolescents — Medication
sshould be kept out of reach and in a secure
place

v

> Keep all aftercare appointments as
scheduled — take your copy of aftercare
plan to your appointment

do | have access to lethal/illicit medications

(initial) | do not have access to prescription medication (for use other than prescribed) nor

(initial) | do not have access to weapons nor do | have access to other means of self-harm.

(initial) | attest that the above information is complete and accurate.

Patient: Date:
(signature)
Support Person: Date;
(signature)
Supy o Patient:

port
Patient declined to have a

support person involved in the development of safety plan.

59

ACUTE SUICIDAL CRISIS

m  Acute suicidal crisis:

10 minutes

of attempting

External stress + Internal symptoms = escalate rapidly from Sl to an attempt

m 48% of people who had a suicide attempt start thinking about that attempt within

60
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CALM — COUNSELING ON ACCESS TO LETHAL MEANS

u 22% of people who attempted suicide make another nonfatal attempt over a 5-year period.
m4.2% of people who attempted suicide eventually die by suicide at the end of a 10-year period.
What does that tell us?

Means Matter.

61
CALM — COUNSELING ON ACCESSTO LETHAL MEANS
= Means reduction — reduce peoples access to methods used for suicide
How a person attempts suicide matters.
= The BEST time to use CALM is before an Acute suicidal crisis
= Who benefits from CALM?
62
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CALM — COUNSELING ON ACCESS TO LETHAL MEANS

= Routinely discussing with all patients at risk of suicide about access to Firearms and Medications used for
poisoning / overdose.

= |f Sl focuses on a method other than firearms or medication, then also discussing ways to reduce access to that method as well.
= Recommendations for Firearms:

= Store firearms away from the home

®  (second best) securely lock firearms in the home or disassembling guns and locking a critical component.
= Recommendations for Medication:

= Safely dispose medications no longer in use.

= Keep only small quantities of over-the-counter medications on hand

= Lock abuse-prone medications

= Ask doctor, pharmacist, or poison control scenter for help determining safe quantities for their prescriptions.

63
CALM — COUNSELING ON ACCESSTO LETHAL MEANS
= Family involvement: Families counseled to remove or secure lethal means are far more likely to do
so than those who are not counseled.
= Addressing Mixed Messages
= From the client
= From the family members
64
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= Training:

CALM — COUNSELING ON ACCESS TO LETHAL MEANS

= https://zerosuicide.edc.org/resources/trainings-courses/ CALM-course

65

WHENTO

HOSPITALIZE!?

Use hospitalization judiciously and
appropriately for imminent risk (desire,
intent, capability).

Hospitalization is important for when the
patient requires this level of care for

safety.

Respect your patient’s autonomy. Avoid
power struggles.We can’t talk someone
out of suicide.

Collaborate with other providers involved
in the patient’s care (PCP, Psychiatrist) and
consult.

2/22/2024
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TELEHEALTH —
ADDITIONAL
CONSIDERATIONS

Safety planning (and
documentation) can and
should occur through
telehealth.

Send the completed Safety
Plan to them during the
session and make sure they
receive it.
Share your screen & complete

the Safety Plan Template with
your patient.

Encourage your patient to
take a picture of it for easier
access and involve their
support person(s) if possible.

68

“There are three components to a good assessment: Listen,
Listen, and Listen.”

Jack Klott (Suicide & Psychological Pain)
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“If you act like you have 15 minutes to hear a person’s story, it will

take you a lifetime to get the whole picture, but, if you act like you

have a lifetime to hear a person’s story, you will get everything you
need in |5 minutes.”

—Monty Roberts (The Man Who Listens to Horses)
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RESOURCES ON SUICIDE RISK FORMULATION MODEL:

= Klott, J.K. (2012). Suicide and Psychological Pain: Prevention That Works. Published by Premier Publishing &
Media.

= Pisani, A.R., Murrie, D.C., & Silverman, M.M. (2016). Reformulating Suicide Risk Formulation: From Prediction to
Prevention. Academy of Psychiatry, 40: 623-629.

= Toolkit: Identify | Zero Suicide (edc.org)
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Impact to Clinicians
Deb Elliott-DeSorbo, Ph.D.

2/22/2024

38



2/22/2024

Disclosures/Limitations/Risk

» Disclosure: | do not have any financial interest, affiliation
or conflicts of interest associated with the material in this
presentation

» Limitation 1: Data lags

» Limitation 2: Info shared might
not be reflective of everyone's
experiences

» Risk: might be triggering...

S

Objectives

Explain how clinician
survivors of patient
suicide can be assisted
by administration and
colleagues

Describe common
reactions of clinician
survivors of patient
suicide
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Data

» 48,000 deaths by suicide in 2021

» 15,000 clinician survivors of suicide/yr Approximately 1 in 5
psychotherapists and 1 in 2 psychiatrists lose a patient to
suicide over the course of their careers
> Up to 51% of psychiatrists and 22% of MH professionals lose

clients to suicide during their career

« Interns, residents and other novice clinicians have been
found to experience higher rates of suicide among their
clients than more seasoned clinicians (they often work with
very high-risk clients.)

 Annnd no one talks about it

CDC, Coalition of Clinician Survivors & New Yorkers Advancing Suicide Safer Care

Being a Clinician Survivor

Research shows that losing a Reactions include anxiety, fear,

Many consider leaving the | client to suicide is the “most shock, horror, deep sadness,
field profoundly disturbing event of regret, anger, hypervigilance,

professmnaall 02%53)9" e el numbness and/or disbelief

Can impact us
physically, Up to 1/3 experience
emotionally, severe distress for
behaviorally and more than a year
socially

Coalition of Clinician Survivors & New Yorkers Advancing Suicide Safer Care
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Effects on clinical work

« Loss of confidence, competence (especially related to
pts with SI)

« Difficulty trusting pts & our own clinical judgement

» Hypervigilance and/or minimization of suicide potential

» Intellectualizing loss

« Calling out sick, neglecting clinical duties

» Impairment of empathic responses, defensive
avoidance of pt’s pain
- 2> Symptom qf Burnout

Coalition of Clinician Survivors & New Yorkers Advancing Suicide Safer Care

Disenfranchised Grief

The extent to which therapeutic relationship may be acknowledged
is compromised by confidentiality/legal issues

- Limited access to grief rituals that facilitate healing and
validate grief (funerals, memorial attendance, shared spaces)

- Scarcity of available places to process loss with others who
are familiar with its sequelae

- The loss often brings negative/unsupportive reactions from
colleagues

- There is also stigma around suicide and professional
vulnerability

- These factors combined are likely to lead to personal and
professional iiﬂa tion

Coalition of Clinician Survivors
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Legal/Ethical challenges

» Suicide malpractice is a leading cause of legal action
against all mental health providers

» Confidentiality restricts the acknowledgement and
processing of patient/client loss

» Dealing with surviving family is often confusing and
anxiety provoking with little available guidance

» Fear and presence of legal actions complicate and
extend the grief process

Issues of Diversity

=

Years in field Our own belief systems

Training

S
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Myths Regarding Clinician Survivors of Suicide

Clinician grief is a sign
of enmeshment or
countertransference

Clinical training
always provides the
necessary tools to
manage grief

A grieving clinician
cannot help clients

New Yorkers Advancing Suicide Safer Care

Being a Clinician Survivor

» Things that can help
> Process with a trusted colleague, especially others who were
involved in pt’s care
> Avoid isolation
> Engage in self care (no seriously!)
> Consider counseling or spiritual guidance for yourself
> Watch your use of substances

S

Multiple sources
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Personal Account

A Clinician's Journey of Loss, Grief, Healing and a Search for Meaning
by Judith F. Meade, LPC, LMFT

S

Coalition of Clinician Survivors

Changing the Culture

In 2019, SLBMI launched its Peer Support Initiative for
Clinician Survivors of Suicide

* In the event that a clinician has a patient die by suicide, the CEO asks
that clinician if they wish to speak with a colleague who has had a patient
die by suicide

« If that person is interested, Jessica contacts the program administrator
who share names of peers who have volunteered to be there for others.

* The peer provides support. This is not therapy, there is no
documentation, just a conversation with a peer

Program has been well received
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Programming at St. Louis Behavioral Medicine Institute

Center for OCD Dialectical : :
and Anxiety Child, Adolescent, Behavior Therapy PE::,t":gn? 'ﬁ:;ﬂggss
Related Disorders and Family Program (includes IOP ]90'_ adults & IOP
(includes PHP & Program IOP for adults & IOP for adolescents)
IOP for all ages) for adolescents)

Program for
Psychology and
Religion

Gender Affirming Generalist Health Psychology
Program Program Program

Radically Open
: Reproductive Dialectical :
PSIY: h:::‘:y Mental Health and Behavior Therapy Provgét:rliiggport
9 Wellness Program Program (includes

IOP for adults) P~

Saint LL.ouis

BEHAVIORAL MEDICINE

Institute

St. Louis Behavioral Medicine Institute

Intake:
314-289-9411 or
SLBMI.Intake@uhsinc.com

Website:
www.slbmi.com

=T

45



QgE;I’IONS
@)
S » & .
W °
@)
0

THANKYOU!

Jessica.Gerfen@uhsinc.com CEO, SLBMI
Deb.Elliott-DeSorbo@uhsinc.com Director: Health Psych, Training, Gender Affirming Program
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-« CDC }2023, Aug 10). Suicide Data and Statistics.
https://www.cdc.gov/suicide/suicide-data-statistics.html

« Coalition of Clinician Survivors (n.d.) Clinician Suicide Grief.
https://www.cliniciansurvivor.org/

« Coalition of Clinician Survivors (n.d.) A Clinician's Journey of Loss, Grief,
Healing and a Search for Meaning htips://www.cliniciansurvivor.org/Judith

» Hendin H, Lipschitz A, Maltsberger JT, et al. Therapists’ reactions to
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