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Training Agenda

• Adolescent suicide trends/statistics

• Crisis Intervention principles – working with suicidal 
students

• Differentiation of self injury and suicide

• Assessment of lethality/determine risk and response 
indicated

• 3 key components of completed suicide

• Pros/cons of ‘no- suicide’ contracts

• Documentation/risk management concerns

• Speaking with teachers/parents/guardians of suicidal 
students

• Self care strategies that allow us to care for ourselves and 
show up



Factors Influencing Youth Mental Health 
–World Health Org  2018

‘Good Mental Health ‘– is not merely the absence of mental  
illness but is comprised of many variables 

Self Esteem

Confidence

Coping Skills/ Resilience

Connection/Feeling Loved

Family Stability/Family Loss

Physical Health/Illness

Challenging Behavior

Safety/Abuse



Factors Influencing Youth 
Mental Health

Key facts – World Health Organization 2018

• One in six people are aged 10–19 years. 

• Mental health conditions account for 16% of the global burden of 
disease and injury in people aged 10–19 years. 

• Half of all mental health conditions start by 14 years of age but most 
cases are undetected and untreated.

• Globally, depression is one of the leading causes of illness and 
disability among adolescents.

• Suicide is still the second leading cause of death in 10-14 and 15–24 
year olds.

• The consequences of not addressing adolescent mental health 
conditions extend to adulthood, impairing both physical and mental 
health and limiting opportunities to lead fulfilling lives as adults. 

• Mental health promotion and prevention are key to helping 
adolescents thrive.



Factors Influencing Youth 
Mental Health



Factors Influencing Youth 
Mental Health

• Word cloud insert



Colorado Executive Summary

2018 Colorado Conversations to Inform Youth Suicide 
Prevention: A study of youth suicide in four Colorado 
Counties – El Paso, La Plata, Mesa, Pueblo

Colorado Office of Attorney General under the leadership of Attorney 
General Cynthia Coffman provided funding to Health Management 
Associates (HMA) to conduct the ‘community conversations’ work in 4 
counties with .  Office of Suicide Prevention and  CDPHE also partnered 
and provided guidance. 
42 stakeholder interviews
34 focus groups

To view full report follow this link
https://coag.gov/sites/default/files/final_youth_suicide_in_colorado_repo
rt_10.01.18.pdf

https://coag.gov/sites/default/files/final_youth_suicide_in_colorado_report_10.01.18.pdf


Scope of the Problem
Colorado- Exec Summary

• In 2009 There were 940 suicide deaths in total across Colorado

• In 2016 suicide deaths hit a new high of 1156 (20.3 per 100,000)

• In 2016 Colorado ranked 5th in the nation for suicide deaths and has 
made the top 10 list since 2009.

• Between 2014-2015 the number of hospitalizations in Colorado 
residents ages 10-18 shows that 816 females were hospitalized due 
to a suicide attempt, while 249 males were hospitalized during this 
same period.
• More females attempting but more males successfully completing

• Between 2015-2017 in Colorado there were 222 suicide deaths of 
young people between ages of 10-18
• Of those deaths 67.6% male (150 deaths) and 32.4% female (72 

deaths)



Scope of the Problem
Colorado- Exec Summary

In the 2017 Health Kids Colorado Survey (HKCS)- survey 
conducted every two years…

• 17% of middle and high school youth reported considering 
suicide and 7% reporting making at least one attempt in the 
last 12 months – similar to national data

• LGBTQ+ youth reported 44.8% considered suicide and 19.9% 
attempted suicide in previous 12 months – highlighting the 
health disparities in this group



Scope of the Problem
Colorado- Exec Summary

Risk Factors

• Pressure and anxiety about failing

• Social Media and Cyberbullying

• Lack of prosocial activities

• Lack of connection to a caring adult

• Judgement and lack of acceptance in the community

• Substance abuse/mental health disorders/trauma history

• Lack of behavioral health providers

• Adult suicide in family/community



Scope of the Problem
Colorado- Exec Summary

• Factors that increase protection against youth suicide

• Trained school staff

• Boys and Girls clubs

• Safe2Tell – Crisis Hotlines

• Supportive safe family environment

• Sense of belonging

• Church/Faith based activities

• Case management support – system navigation

• Sports/Band/Clubs – after school activities

• Youth suicide prevention programming

• Groups not tied to academic achievement 

• Nature is a resource although access to hiking, skiing, camping can be 
expensive and hard to access



Scope of the Problem
Colorado- Exec Summary

• Recommendations:

• Prioritize relationship building between adults and youth

• Create a culture of support for youth in crisis/post-crisis

• Implement programs that build resilience and coping skills

• Increase access to prosocial activities in supportive environments

• Increase flexible funding to primary prevention of youth suicide

• Leverage current public awareness campaigns to destigmatize 
getting help for mental health and suicidal ideation

• Create coalitions of providers and foster relationships between 
providers and youth serving organizations

• Train  media professionals on how to cover suicide safely



Adolescent Suicide

Additional Risk Factors:

• LGB Youth  - In past 12 months, 60.4% of LGB youth felt sad or 
hopeless everyday for 2+ weeks compared to 26.4% of 
heterosexual youth 
• In past 12 months, 42.8% of LGB youth seriously considered 

suicide, compared to 14.8% of heterosexual youth

• In past 12 months, 38.2% of LGB youth made a suicide plan, 
compared to 11.9% of heterosexual youth

• In past 12 months, 29.4% of LGB youth attempted suicide, 
compared to 6.4% of heterosexual youth

• In past 12 months, 9.4% of LGB made a suicide attempt that 
required medical attention compared to 2% of heterosexual 
youth.

(American Association of Suicidology 2016)



Adolescent Suicide

Rates are the highest for suicidal ideation/attempts in 
Transgender Youth

• Fifty-one percent of transgender male adolescents reported at 
least one suicide attempt — the highest rate in the study. The 
second highest was among young people who are nonbinary —
those who do not identify exclusively as male or female — at 42 
percent, while 30 percent of transgender female adolescents 
reported attempting suicide. 

(Pediatrics Oct 2018, Volume 142 Issue 4- transgender adolescent suicidal behavior, 
Toomey et al.)



Adolescent Suicide

Turn to neighbor and discuss issues unique 
to your community related to adolescent 
suicide trends and risk/protective factors.

* What worries you the most?

* Name at least one promising practice 
currently taking place in your 
school/community?



Crisis Intervention Skills

Key Principles to working with suicidal patients

• Take time to understand what is going on?

• Provide undivided attention

• Listen carefully and strive to form an empathic bond

• During the process of listening and forming a bond assess risk 
and protective factors

• Focus interventions on process over content

• System management

• Chart documentation/risk management



Crisis Intervention Skills

Counseling Principles Condensed

• Listen carefully (with the 3rd ear)

• Be fully present

• Reflect back the feelings you are hearing

• Emphasis is not initially on problem solving – its on being with 
your patient

• Need nothing from your patient – no attachment to outcome

• Develop secondary professional ego – one that can delay 
gratification and needs no gratification from the patient

• Sequence – Compassion, Information gathering, Problem 
solving



Crisis Intervention Skills

Counseling Principles Condensed

• Be in control without controlling

• If you find yourself asking a lot of “Have you tried this/that?” 
questions you’re probably getting yourself tied up in knots

• When you feel lost or stuck just reflect the last feeling you 
have heard

• Learn the therapeutic value of limits, boundaries, saying no

• Don’t try so hard – if nothing seems to be ‘working’ stop 
trying to ‘do’ and focus on ‘being with’

• Develop inner quietness – learn to be with suffering while 
centered and grounded

• Develop self awareness, especially awareness of your own 
needs, vulnerabilities, sensitives, and triggers



Crisis Intervention Skills

Counseling Principles Condensed

• Don’t be afraid of silence

• Be clear about what your role is and isn’t

• Don’ts

• Ignore, avoid, minimize, make fun of, get angry, judge, impose 
your world view, tell the patient what to do, impose guilt, make 
promises you can’t keep, try to trick them, lie to them, or say you 
understand if you don’t.

• Build your vocabulary of feelings – see chart provided



Crisis Intervention Skills

What a suicidal student may feel or experience

• Can’t stop the pain

• Can’t feel anything

• Can’t get rid of voices telling me to kill myself

• Can’t make decisions

• Can’t stop feelings of hopelessness/helplessness

• Can’t see a way out

• Can’t see a future without pain

• Can’s sleep, eat, work

• Can’t cope with overwhelming anxiety

• Can’t live with the loneliness/isolation

• Can’t live like ‘this’ (whatever ‘this’ is)



Crisis Intervention Skills

Challenges unique to adolescents

• Highly vulnerable to peer influence

• Often feel out of control

• Decrease in dopamine – often report feeling bored/empty

• Struggle with delayed gratification

• Digital relationships

• Hyper-rationalization – overemphasis on pro’s and de-
emphasizes cons

• Impulsivity – most suicidal acts by youth are impulsive and 
unplanned.

• Often eager to imitate role models as they seek to develop 
their own identity.



Crisis Intervention Skills

Additional Risk Factors to be aware of

Recent loss

Access to firearms

Anger/Rage/Revenge seeking

Anxiety/Panic

Insomnia

Withdraw/Isolation

Paranoia

Feeling trapped

Reckless/Excessive risk taking

Legal Problems

ACE score

Drug/Alcohol



Crisis Intervention Skills

Tips for assessing psychological intent

• Ask the question – Are you thinking about hurting or killing 
yourself?

• What does the option of suicide mean to the youth?

• Motive among young people is often interpersonal and 
instrumental

• What is the intended goal of suicide –

• to escape pain

• escape helplessness/hopelessness

• escape emotions and thoughts associated with suicidal state



Crisis Intervention Skills

Tips for assessing suicidal plan

• Presence or absence of a plan?

• Inquire directly about the plan?

• Is there intent to carry out the plan – timing?

• How lethal is the plan?

• Is the plan carefully thought through?

• Are lethal means available to carry out the plan?

• How impulsive is the student?

• Are they under the influence/using drugs or alcohol?

• Are they reporting command hallucinations?

• What does support system look like?

• Is there a precipitating event? – recent loss, rejection, 
humiliation?



Crisis Intervention Skills

Tips for assessing suicidal plan

• Hopelessness is one of the best indicators of suicide risk

• Youth are sensitive to interpersonal pressures/expectations

• Suicidal youth often have conflict with peers and family 
members

• Social media impact – the bathroom wall follows you home

• Have they made a previous attempt?

• What keeps them going?



Crisis Intervention Skills

Clinical Considerations

• Essential for clinician to be empathic and to connect with the 
youths subjective experience of pain

• Pain can be experienced quite intensely

• Explore possible options and alternative coping strategies

• Evaluate negative and positive forces in a youths life

• Ask directly about the pressure and overwhelm they feel

• If chronically suicidal ask them what keeps them going? 

• Ask specifically about the youths perceived ‘fit’ with their 
family

• Is there juvenile justice/child welfare involvement?

• Are they in facility or foster home – risk is high in first 24 hours 
of placement.



Continuum of Negative 
Thought Patterns

Please reference handout provided



Partner Practice

Find partner or group of 3 if one person prefers to just observe 
and practice role play card provide.

• One person is clinician and one person is client/patient

• Practice counseling skills in your response to roleplay practice



Suicide vs Self Injury

“Self Injury is intentional, non-life threatening, self 
effected bodily harm or disfigurement of a socially 

unacceptable nature, performed to reduce 
psychological distress.”

(Walsh & Rosen, 1988)



Suicide vs Self Injury

3 Categories of Self Injury -

• Major Self Mutilation –most extreme and uncommon 
form involving acts of permanent damage or 
disfigurement.  Associated with psychosis or acute 
intoxication.

• Stereotypic Self Mutilation –fixed rhythmic patterns such 
as head banging.  Also associated with autism, 
Intellectual disabilities, psychosis, schizophrenia or 
Tourette’s Syndromes.

• Superficial or Moderate Self Mutilation- Associated with 
emotional distress, not highly lethal, results in relatively 
little tissue damage. Repetitive or Episodic



Suicide vs Self Injury

Basic beliefs about self injury

• Because of stigma, shame, and risk attached to disclosing 
self injury many people who struggle with it are reluctant 
to discuss their experiences.

• Self Injury is more prevalent among females then males 
65-70% female

• There is a high correlation between self injury and a 
history of interpersonal trauma (past or present) i.e. 
sexual, physical, and emotional abuse, neglect, 
abandonment, serious illness, being removed from the 
home, witnessing family violence or chaos, ritual abuse, 
isolation and captivity.



Suicide vs Self Injury

Cont…

• Self Injury is a coping mechanism; it is an attempt to 
survive and manage the affect of an overwhelming 
experience.

• Self Injury spans all races, religions, and socio-economic 
classes.

• Self Injury is generally not life threatening.  Often the 
injury represents the least possible amount of damage 
and represents extreme self restraint.  Many people who 
self injure are able to articulate the intention behind the 
behavior.



Suicide vs Self Injury

• Trauma is an experience that overwhelms ones capacity 
to cope and have a sense of control over ones 
environment.

• When traumatic memories are activated or being relived 
through a flashback experience  the capacity to use 
language is physiologically inhibited.

• Because trauma is stored in sensorimotor form rather 
than intellectually processed material, the effects of 
trauma are often acted out.

• Some research suggests that because the pain affects the 
release of neurotransmitters and stress hormones, self 
injury may be an attempt to manage physiological 
disorganization caused by trauma



Suicide vs Self Injury

3 Symptom Clusters of PTSD

• The Intrusion Cluster- includes nightmares, flashbacks, 
recurrent thoughts and images and reactions to 
reminders of the trauma.

Self Injury is an attempt to stop the intrusion experiences.



Suicide vs Self Injury

• The Avoidance Cluster- includes deliberate efforts to 
avoid thoughts, feelings, behaviors, and environmental 
cues of trauma.  

• Other symptoms within this cluster are emotional 
numbing, detachment from others, loss of interest in 
previous activities and restricted range of affect.

Self Injury is an avoidance behavior.



Suicide vs Self Injury

• The Arousal Cluster – refers to diverse problems such as 
sleep disturbance, interrupted concentration, 
hypervigilance, and frequent intense states of emotional 
arousal.  The emotional arousal of trauma survivors 
includes the primary emotions of fear, sadness, and 
anger with secondary emotions of guilt and shame



Suicide vs Self Injury

• Miller (1994) suggests that many who self injure suffer 
from what she calls Trauma Reenactment Syndrome. She 
suggests that women who have been traumatized suffer 
from a sort of internal split of consciousness.

• When they go into a self-harming episode their 
conscious and unconscious minds take on three roles:
• The Abuser (the one who harms)

• The Victim 

• The Non-protecting bystander



Suicide vs Self Injury

• Self injury can be triggered by thoughts and feelings 
associated with a past traumatic event.

Feeling empty or disconnected from self.

Feeling dissociated or disconnected from ones body.

Feeling lonely and isolated.

Feeling overwhelmed by emotions: terror, anxiety, 

loss, fear, anger, sadness, shame etc.

Feeling emotionally numb. 

Flashbacks, memories of abuse/trauma experience.

Feeling unseen, unwanted, helpless, trapped, violated



Suicide vs Self Injury

Assessment for Self Injury

• For students who are unable to articulate what purpose 
self injury serves ask questions to help them discover the 
meanings.

• When did self injury start?  

• What is the same each time?

• What feels most important about self–injuring?



Suicide vs Self Injury

Administer a checklist to help assess the function of 
self injury for your client.
• ____I need to feel pain
• ____It helps me feel something
• ____Injuring stops feelings
• ____It lets me know I am alive
• ____I need to feel punished
• ____Its soothing and comforting
• ____It gives me hope
• ____It’s mine and no one else’s
• ____It helps me remember
• ____I can’t remember
• ____I feel in control



Suicide vs Self Injury

Common functions of self injury

• Tension Reduction

• To focus the pain and distract from psychic pain

• To provide “relief” or “release”

• To regain a sense of control

• Expression of feelings & needs

• Rage, frustration, hurt, emotional pain, guilt etc.

• Self punishment for having feelings and needs

• In response to triggers



Suicide vs Self Injury

• Reenactment

• To communicate or show the abuse

• To gain mastery of experience

• In response to programming (ritual abuse)

• To manage dissociation

• To keep from dissociating

• To feel re-grounded and present

• Reassurance about being alive

• To keep memories away



Suicide vs Self Injury

Responding to disclosures of self injury – Do’s

• It is important to attend to disclosure with empathy and 
respect.

• Encourage open communication. 

• Validate changes that have already been made (breaking 
the isolation, talking with others etc.)

• Understand the function it serves.

• Attend to the underlying wound for which self injury is a 
“solution”



Suicide vs Self Injury

Responding to disclosures of self injury – DON’T’s

• Label self injury as manipulative or crazy
• Forcing client to stop self injury instead of working to 

understand it
• Hospitalizing solely because of self injury
• Contracting with your client to stop self injury or making 

the cessation of cutting a condition of continued 
treatment

• Withholding clinical attention after client self injures
• Labeling self injury as a suicide attempt.  Only 0.02% of 

self injury results in death.



Suicide vs Self Injury

Assessment Focus

• What was the expressed and unexpressed intent of the 
act?
• Suicide Attempt –To escape pain; terminate consciousness

• Self Injury- Relief from unpleasant affect (anger, emptiness)

• What was the level of physical damage?
• (SA) Serious physical damage, lethal means of self-injury

• (SI) Minimal physical damage, non lethal means

• What is the level of psychological pain?
• (SA) Unendurable, persistent

• (SI) Uncomfortable, intermittent 



Suicide vs Self Injury

• Is there a chronic, repetitive pattern of self injurious 
acts?
• (SA) – rarely a chronic repetition; some repeatedly overdose

• (SI) – Frequently a chronic, high rate pattern

• Do they feel helpless and hopeless?
• (SA) – Hopelessness and helplessness are central

• (SI)- Periods of optimism and some sense of control

• Is there constriction of cognition?
• (SA) – Extreme constriction; suicide is the only way out, tunnel 

vision, seeking a final solution

• (SI) – Little to no constriction; choices available; seeking a 
temporary solution



Suicide vs Self Injury

8 Levels of Care in TX of self injury - Walsh

The Informal response

• Keep suicidal terminology out of it

• Use clients own language as a joining strategy

• Use low key dispassionate demeanor

• Don’t condemn behavior or contract for it to 
stop

• Be respectfully curious “How does cutting help 
you feel better?”



Suicide vs Self Injury

Crisis Intervention

• Levels of physical damage

• Bodily location – Face, eyes, breast, genitals.  
Most people don’t injure face – these four 
areas are the most serious

• Injury to breasts or genitals is almost always 
primitive trauma reenactment

• Most injure wrists, hands, arms, legs



Suicide vs Self Injury

Behavioral Assessment

• Assess environmental elements:

• Aversive family historical events

• Mental illness, DV, substance abuse, suicide in family

• Aversive personal historical events

• Neglect, attachment problems, loss of parent, abuse

• Invalidating environment within family

• Contemporary aversive environmental elements

• Loss, relationship conflicts, peers who self injure

*Assess family and environmental strengths and assets 



Suicide vs Self Injury

• Biological Events

• Biologically triggered mental illness

• Depression, anxiety, bipolar disorder, schizophrenia

• Generalized biological vulnerability to emotion 
dysregulation

• Limbic system dysfunction?

• Serotonin dysfunction?

• Diminished pain sensitivity?

*  Assess biological strengths and assets

• Medications alone are not enough to treat self injury



Suicide vs Self Injury

• Cognitive Elements

• Interpretations of environmental elements

• Pessimistic thoughts, judgments, negative beliefs

• Self-generated cognitions regarding self injury

• “Only self injury helps; I have to do this; I deserve 
this; I hate my body; no one understands how much 
pain I am in…”

*  Assess cognitive strengths and assets



Suicide vs Self Injury

• Affective Elements

• Susceptibility to frequent intense sustained emotions.

• Negative emotions trigger self injury especially anger, 
anxiety, tension, shame, depression, sadness, 
contempt and worry.

• Emotions and/or dissociation related to thoughts, 
images, flashbacks from trauma.

*Assess affective strengths and assets



Suicide vs Self Injury

• Behavioral Elements

• Major behavioral antecedents such as conflicts with 
others, substance use, isolation.

• Preparation for self injury such as choosing a location, 
obtaining a tool, and ensuring privacy.

• Aftermath behaviors such as returning to activities, 
falling asleep, communicating with others regarding 
self injury.

*  Assess behavioral strengths and assets



Suicide vs Self Injury

Replacement skills training

• Negative replacement behaviors – snapping a rubber band 
on arm, art work of self injury marking spot on the skin, ice 
packs, carving into piece of word.  Always ask what could go 
wrong with these replacement behaviors.

• Mindful breathing – skill of deliberate calm
• Visualization – reality based or fantasy based
• Physical exercise – walking, sports, repetitive activity
• Writing
• Artistic Expression
• Playing or listening to music
• Communicating with others

• Transfer misery disclosure to skills practice



Suicide vs Self Injury
How can parents help?

• Listen to your child and acknowledge their feelings are 
valid.

• Be available, non judgmental, and encourage open 
communication.

• Model positive coping skills.

• Don’t avoid the subject of self injury or threaten to 
withdraw love or support from the child.

• Work to understand the function self injury serves.

• Don’t label them as crazy or manipulative.

• Provide distractions if necessary.

• Link child to a trained mental health professional for an 
assessment / treatment. 

• Calm Harm APP – manages self harm 



3 Key Components of Completed 
Suicide – Joiner (2005)

1) Acquired capability to enact lethal self 
injury

2) Perceived Burdensomeness

3) Thwarted Belongingness



3 Key Components of Completed 
Suicide – Joiner (2005)

1st Key  - Acquired capability to enact lethal self injury – accrues 
with repeated and escalating experiences involving pain and 
provocation such as:

• Past suicidal behavior

• Repeated injuries

• Repeated witnessing pain, violence, or injury

• Any repeated exposure to pain and provocation

With repeated exposure one habituates:

• Serves to squelch the powerful instinct to live

• The ‘taboo’ and prohibitive quality of suicidal behavior diminishes 
and so may the fear and pain associated with it



3 Key Components of Completed 
Suicide – Joiner (2005)

• 1st Key - Acquired capability to enact lethal self injury –
cont

• The opponent process may also be involved:

• Opponent process theory (Solomon 1980) predicts 
that, with repetition, the effects of a provocative 
stimulus diminish, and the opposite effect, or 
opponent process, becomes amplified and 
strengthened.

• The opponent process for suicidal people may be 
that they become more competent and 
courageous, and may even experience increasing 
reinforcement, with repeated practice at suicidal 
behavior



3 Key Components of Completed 
Suicide – Joiner (2005)

• 2nd Key - Perceived Burdensomeness

Feeling ineffective to the degree that others are 
burdened is among the strongest sources of all for 
the desire to die by suicide.



3 Key Components of Completed 
Suicide – Joiner (2005)

• 3rd Key – Thwarted Belongingness

• The need to belong to valued groups or relationships is 
powerful, and fundamental and extremely pervasive 
human motivation – when this is thwarted numerous 
negative effects on health, adjustment, and well being 
have been documented

• This need is so powerful that , when satisfied, it can 
prevent suicide even when perceived burdensomeness 
and the acquired ability to enact lethal self injury are in 
place.  By same token, when the need is thwarted, risk 
for suicide is increased.

• Belongingness may be the most malleable



Indicators of Lethality

• See attached handout #

• See Assessment and Management of the Suicidal Patient 
handout



Medical provider flow chart



M1 –Mental Health Hold

• A person is considered to be a danger to self if he or she poses a 
substantial risk of self harm, as evidenced by recent threats of or 
attempts at suicide or serious bodily harm.

• A 72-hour mental health hold can be initiated by an intervening 
professional, including a certified peace officer, medical 
professional, registered professional nurse with training in 
psychiatric or mental health nursing, licensed marriage and family 
therapist or counselor with training in mental health, or licensed 
clinical social worker. 

• Additionally, a hold can be initiated upon an affidavit sworn to or 
affirmed before a judge that establish that a person appears to have 
a mental illness and, as a result of such illness, appears to be an 
imminent danger to himself or herself or others, or gravely disabled.  



M1 –Mental Health Holds

• Suicide Risk Review process occurs in school district to identify 
and evaluate concerns for risk for suicide – develops and 
implements action and intervention plan

• When? – Any time a student talks about harming/killing 
themselves or having thoughts of harming/killing themselves.  
In some cases this is done in the moment and other times its 
completed when the student returns from inpatient 
hospitalization or emergency room evaluation.

• You are not alone!



Safety Contracts

• No evidence that suicide safety contracts work

• Of those who used no suicide contracts over 40% report they 
had a patient die by suicide or make a near lethal attempt 
while under contract

• Contracts assume the person is competent and able to follow 
instructions

• Overvalued in the field, creates false sense of security

• May distract from careful assessment

• Usually motivated by fear of litigation (caregivers stress vs. 
patients)

• Safety plans are something different and can help remind 
students of coping skills/resources/numbers to call if suicidal



Safety Contracts

• This is an area of disagreement among clinicians
• My opinion – The most sustaining thing we can do is provide the 

student with an empathic experience, undivided attention, 
listening very carefully and the quality of our presence.

• Need nothing from your patient
• A suicide contract has the potential to be experienced by the suicidal 

person as something that person needs to do FOR the clinician, a CYA 
effort if you will.

• Just because someone signs a contract does not mean it can not be 
broken and it represents a false sense of security which can be 
dangerous in suicide work.

• If you do have a patient that you know is the type of person who 
always keeps their word/contracts, I do recommend using them, but 
only in those specific cases.

• Agencies tend to like suicide contracts, mostly due to fear of 
litigation, but I question the overall usefulness as an actual preventer 
of suicide.



Suicide Postvention

• Intervention conducted after suicide – largely taking form of 
support for the bereaved

• Friends and family may be at increased risk for suicide 
themselves

• Postvention – coined by Shneidman (1972) – he used to 
describe “appropriate and helpful acts that come after a dire 
event.” 

• In Shneidmans view “the largest public health problem is 
neither the prevention of suicide nor the management of 
suicide attempts, but the alleviation of the effects of stress in 
the survivors whose lives are forever altered.”
• Reduces copycat suicide and complicated grief reactions

• For every suicide death its estimated 147 people exposed (6.9 
million annually. (AAS 2017)



Suicide Postvention

• Suicidal grief

• Can be intense, complex, long term

• Shocking, painful, and often unexpected

• Individual process  - experienced in own way at own pace

• Grief does not follow a linear path – does not always move 
forward direction

• There is no time frame for grief – survivors can’t expect life to feel 
the same again

• Common emotions experience are: shock, denial, pain, guilt, 
despair, disbelief, hopelessness, numbness, sadness, stress, 
shame, anger, rejection, loneliness, abandonment, self blame, 
anxiety, confusion, helplessness, depression, 



Suicide Postvention

• Survivors often struggle with the “Why?” And feelings of guilt 
often ensue as they believe their loved ones suicide could 
have been prevented

• At times if loved one had a serious mental disorder the 
survivor may experience relief – the suffering is over

• Shame/Stigma/Embarrassment prevent people from reaching 
out for support – others may rely on survivors initiative to talk 
about loved one or to ask for help

• When time is right survivors can find joy in life again and 
healing is possible

• Local support groups are a helpful resource to move through 
healing process



Documentation tips

Clear and comprehensive documentation

• Detailed, accurate, and thorough notes are key. 

• Go beyond reporting “no SI/ HI” (suicidal ideation/homicidal 
ideation). 

• Report what the patient said and how she (he) said it. If the 
patient denies current suicidal ideation, ask when her (his) last 
suicidal thought occurred. How did the patient respond to that 
thought? Why? 

• Avoid using a suicide contract—it is not a substitute for a 
thorough suicide assessment; it isn’t a legal document; it does 
not protect against legal liability; and it is ineffective. 



Suicide Aftermath

• Tips When Speaking with Family Members of deceased patient

• Express sympathy and support for the family

• Listen and respond to the emotional needs of the grieving family 
rather than talking

• Focus on the sadness of the death and the needs of the family 
rather than the details of the treatment

• Provide information about suicide in general rather than specific 
information about the client

• Explain confidentiality laws

• Provide any resources or referrals for individual therapy, if needed

• Prepare a list of suicide survivor resources to give to the family if 
they want them

• Avoid engaging in therapeutic work with the family, since this may 
create a dual relationship



Suicide Aftermath

Protecting confidentiality does not end with the clients death-NASW
• HIPAA gives permission for health care providers (including clinical social 

workers) to release information about deceased clients without consent 
or authorization in the following circumstances:

• to notify law enforcement of a death that the health care entity believes 
may have been caused by criminal conduct (45 C.F.R. § 164.512(f)(4))

• to a coroner or medical examiner for the purpose of identifying a 
deceased person, determining a cause of death, or other duties as 
authorized by law (45 C.F.R. § 164.512(g)(1))

• to funeral directors, consistent with applicable law, as necessary to carry 
out their duties with respect to the decedent (45 C.F.R. § 164.512(g)(2).

• Disclosing confidential information about a deceased client under the 
above circumstances is not mandatory. Therefore, seeking written 
consent to the release of the client’s records from the legal 
representative of the deceased client is a valid and ethical approach to 
evidence adherence to legal requirements, even if the information is 
requested by the police, a coroner or funeral director.



GRACE Model– Joan Halifax

• Gather your attention

• Recall your intention

• Attune to yourself/your body first

• Consider what will serve

• Engage and End  

• Standing at the Edge – Finding Freedom where fear and courage meet –
Halifax 2018



Edge States - Halifax

Empathy – Empathic Distress

Integrity – Moral Suffering

Altruism – Pathological Altruism

Respect  - Disrespect

Engagement- Burnout

Being at the edge lets us see both the healthy and toxic landscapes, 
and standing at the edge gives us the big view, and offers us greater 

depth of field.  We easily enough fall off that edge. But by doing so, we 
can learn a lot about ourselves and we can develop strength of 

character by bringing ourselves back to the high edge of our humanity. 
- Halifax



GRACE Model– Joan Halifax

• Gather your attention – pause, breath in, give yourself time to 
get grounded by gathering your attention.   Use this moment 
of grounding to interrupt your assumptions and expectations.

• Recall your intention –Remember what your service to the 
patient is really about: to relieve the persons suffering, and to 
act with integrity and preserve the integrity of the other.  
Recall the felt sense of why you have chosen to relieve 
suffering of others and to serve in this way.   This ‘touch in’ 
can happen in a moment.

• Attune – check in with yourself and then the patient.  First 
notice your own mind and body.  Then sense into the 
experience of the patient.  Sense without judgement – this is 
act of inquiry first involving yourself and then the patient



GRACE Model– Joan Halifax

• Consider – what is going on by observing the present moment 
– What are you sensing, seeing, learning?  What will really 
serve here?  Draw on your expertise, training, knowledge but 
at the same time be open to seeing things in a fresh new way.

• Engage - Enact ethically, end; allow for the emergence of the 
next step

• Part 1 – Compassion emerges from the sense of openness, 
connectedness, and discernment you have created.

• Part 2 – End – mark the end, release, let go, breathe out –
explicitly recognize  internally when the encounter is over, so that 
you can move more cleanly to the next patient or task, this can be 
marked by your attention or outbreath.

• It is difficult to let go of the encounter and move on when we 
don’t acknowledge your own work.



The End/The Beginning

If you have additional questions please feel free to reach out to 
me at:

Jennifer Koch LCSW, SEP

601 Broadway St MC 779

Denver, CO 80204

303-602-8977

Jennifer.koch@dhha.org

Thank you!!!
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