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An implementation guide for
SUICIDE

community organizations




Having a plan in place before implementation is crucial to ensure that your project is
successful. Now that you have worked your way through the planning phase of the PDSA
(Plan, Do, Study, Act) cycle, you are ready to move into the implementation work. During
the “Do” phase of the Toolkit, you will focus on carrying out your plan, documenting your
observations, and recording important data. In this section of the Toolkit we will be focused
on creating, deciding, and developing and will cover the following:

« Policy and/or Procedure(s) outlining the Suicide Care Management Plan, which may include:
« Suicide Risk Assessment
« Suicide Screening
« Full Suicide Risk Assessment
« Interventions
« Suicide Prevention Algorithm or Triage Tool
« Community Based Crisis Resource list
« Crisis Management and De-escalation (embed in education plan)
« Coping Plan and Safety Plan
« Referral to/Support Evidence Based Treatment
- Engaging Natural and Peer Supports
« Supporting Transitions in Care
« Implementing Caring Contacts
« Documentation
« Reviewing Suicide Related Incidents
« Postvention Support
« Implementing Suicide Prevention Staff Education
« Implementation Considerations
» Going “Live”
» Change Management
« Evaluation
« Sustainability Plan
« Building a More Suicide Safe Community
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Resources to have on hand (or screen):

+ A copy of the Toolkit: Plan 1.0 and Plan 2.0 sections

« A copy of your Project Plan

« Your completed Organizational Self Study & Workforce Survey
- Zero Suicide Toolkit website': zerosuicide.edc.org/toolkit

Policy and/or Procedure(s) Development

In the Zero Suicide framework, the “Lead” and “Improve” elements review the importance

of developing or improving policies and procedures. Suicide prevention is everyone’s
responsibility, and there is a role for all staff at your organization to assist in preventing deaths
by suicide. Creating or enhancing a suicide prevention policy and/or procedure with a quality
and safety blueprint will have a significant impact for your organization, staff, and clients.

You will recall from the Organizational Self Study (OSS) and the Workforce Survey (WFS),
whether or not your organization is lacking a suicide prevention policy or procedure.

We frequently hear from staff that even if they are trained in suicide prevention, they are
“uncertain” about what their organizations expectations are, or how they are to enact suicide
prevention in their particular workplace. A policy and/or procedure will formalize processes
and help ensure that staff are:

« Aware of the importance of suicide prevention
« Clear on their role in addressing suicide

- Taking the appropriate action to ensure that clients are supported as per organizational
expectations

Some organizations may be able to create one corporate policy that will meet the needs
for all staff, while others may have to consider unique program/department elements and
develop one or more procedures.

St. Joseph’s is a multi-site, tertiary care organization with many speciality areas.
To meet the needs of this organization, a corporate policy and several program
level procedures were created.

Niagara Region Mental Health (NRMH) offers free counselling, treatment, and
case management services for youth, adults, and seniors with serious and
persistent mental illnesses across the Niagara Region. To meet the needs of
this program, a policy and procedure were created.
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Developing a policy and/or procedure(s) can seem like a big job, and it is! But it also adds
tremendous value to the implementation process. For example, as you/others start to
develop the policy and/or procedure(s), you may recognize that there are roles or aspects of
the project implementation that still require some thought, or process development. Before
you get started, it is important to first familiarize yourself with the policy and/or procedure
development process in your organization. Some questions you may ask are:

« Who will draft the content?

« Which stakeholders need to be involved in developing the draft?

« Is there a particular template | need to follow?

« How are policies/procedures approved and how long does it take?
« Where will the policy/procedure be kept?

« At what intervals will the policy and/or procedure be reviewed?
Who will be responsible for this?

« How are new/revised policies and/or procedures communicated to staff?

You may wish to review NRMH policy (Appendix N) as an example as you begin to generate
ideas in developing your own.

The policy and/or procedure(s) you revise/create should include key elements, such as:

+ Purpose

« Suicide Care Management Plan roles and responsibilities of staff (leaders and direct care
staff) including:

« Suicide Risk Assessment
« Suicide screening (standardized tool, frequency, documentation)
« Full suicide risk assessment or formal suicide risk assessment (if applicable)
« Interventions
« Suicide Prevention Algorithm or Triage Tool (Appendix O & P)
« Crisis management and de-escalation
« Coping Plan and Safety Plan
« Referral to support/ evidence-based treatment
- Engaging natural and peer supports
« Supporting transitions in care
« Implementing caring contacts
« Reviewing suicide related incidents
« Postvention support
« Documentation expectations
« Required and supplemental education for staff
« Key definitions
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« Supporting details
« Recommended listed appendices (if applicable):
« Screening tool(s)
» Suicide prevention algorithm or triage tool
« List of local community resources (for staff and patients- both crisis and non-crisis)
« Coping Plan and Safety Plan
« Caring contact template

A critical component of policy and/or procedure development is diverse stakeholder
engagement to elicit varying perspectives. Involving your Zero Suicide project team, leaders,
and staff who will enact the policy and/or procedure(s) is important in making decisions

and exerting influence. Consider who you will engage, and how you will engage them. One
method is to work with a core group to develop a draft policy and/or procedure(s) that you
later send to diverse stakeholders to elicit feedback. You can then collate this feedback, and
address any outstanding concerns or decision points in a meeting together. Setting deadlines
for policy completion (tip: give yourself more than the anticipated amount of time) will

help encourage decisiveness, however, ensuring quality of completion should take priority.
The policy and/or procedure(s) should be finalized and accessible to staff prior to “go-live”
(approximately 48 hours) of the project implementation.

Do not be surprised if you meet challenges as you develop your policy and/or procedure(s) -
thinking through the change management that accompanies the Zero Suicide framework in
your organization will often spark hesitation and resistance.

St. Joseph’s completed a phased approach to roll out the Zero Suicide Initiative,
beginning with mental health areas, and later extending to some non-mental
health care programs. Despite having implemented Zero Suicide in over 10
different program areas, developing a procedure with a non-mental health
outpatient team took several months as stakeholders ventured into new territory
implementing Zero Suicide in a virtual referral-based program. Developing the
program-specific triage tool (i.e. expectations of clinicians working with clients

at differing risk levels) created many questions as they considered organizational
support and processes, staff roles and responsibilities, and broader navigation of
community support.

@ Important note: As you develop your policy and/or procedure(s) you will need
to circle back to the Plan 2.0 section of the Toolkit where you were introduced to

suicide prevention elements/processes, such as: 1) suicide screening, 2) full suicide
risk assessment, 3) suicide prevention algorithm or triage tool, 4) Coping Plan and
Safety Plan, 5) referral to support/evidence based treatment, 6) engaging natural
and peer support(s), 7) supporting transitions in care, 8) implementing Caring
Contacts, 9) reviewing suicide related incidents, and 10) postvention support.
During the development of your policy and/or procedure(s) you will be tasked with
making decisions about these elements/processes, and adopting/adapting them
as needed for your organization. The policy and/or procedure(s) in conjunction
with these additional strategies and tools will serve as the structure or backbone
of your project implementation.
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Below are some tips and strategies for your development of each of these policy and/or
procedure(s) sections. Please note that these are not exhaustive lists of what you should
include, but rather some key points we felt might guide you.

Policy and/or Procedure(s) Development
Suicide Care Management Plan

When developing the Suicide Care Management Plan outline in your Policy and/or Procedure,
include the roles and responsibilities of staff and leaders:

« Screening tool criteria and when the client will be engaged in a Suicide Care Management
Plan

« Process for same day access to a mental health professional for a formal suicide risk
assessment and risk formulation

« Requirements and protocols for safety planning, crisis support planning, and lethal means
restriction

« Frequency of client interactions/visits for a client on a Suicide Care Management Plan,
including what to do when a client misses a scheduled interaction/visit/service

« The process for communicating with a client about what it means to have a Suicide Care
Management Plan (see Adding a Pathway to Your Treatment Plan from Centerstone)

« Requirements for continued contact with and support for the client, especially during
transitions in care

- The referral process to suicide-specific, evidence-based treatment (i.e. mental health care)
« How documentation of progress and risk level reduction will occur

- Criteria and protocols for closing out a client’s Suicide Care Management Plan (i.e. when
there is decrease in suicide risk level and the client no longer requires suicide related care)

- Consider how management will review charts to determine that policies and protocols are
being followed

Suicide Risk Assessment
Suicide Screening

Based on the planning and rationale you provided in the Plan 2.0 section of the Toolkit,
identify the screening tool(s) selected for use in your organization:
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Refer to the Plan 2.0 section of the Toolkit as you outline the specifics of suicide screening (e.g.
who will be screened, when, frequency, etc.) in your policy and/or procedure(s). Remember all
that work you did in your planning... it is paying off now! Remember, it is helpful to include
screening tools in the Appendices of your policy and/or procedure(s).

Checkpoint:
Screening tool(s) selection []

Full Suicide Risk Assessment

Consider what your organization’s expectations are in terms of staff completing a full suicide
risk assessment. You will likely have thought about this as you read through the associated
section of the Plan 2.0 section of the Toolkit.

What education related to a full suicide risk assessment are staff required to have? Where
will they document their judgment of the client’s risk? If the client requires a formal medical
suicide risk assessment/risk formulation by a regulated/trained health professional, what
are the expectations of staff in assisting the client to receive this? Is there someone in your
organization that can do this? What will this process look like, and what care can be offered?

Checkpoint:
Full suicide risk assessment processes (if applicable) []

Interventions
Suicide Prevention Algorithm or Triage Tool(s)

If you have opted to create an algorithm or triage tool(s) which outline the interventions staff
are responsible for, we recommend developing this now and attaching this to your policy
and/or procedure(s). Ideally this a brief (e.g. 1 page), accessible, and visually appealing tool.

Further, due to the uniqueness of each client and experience, it is important to include a note
on the algorithm or triage tool(s) that states something similar to: “The listed interventions
are not an exhaustive list”. This promotes staff critical thinking, and accounts for the reality
that there can be unique situations that require unique interventions. Further, you might
determine that not every area of the organization can utilize the same algorithm or triage
tool, and opt to create specific triage tools based on specific areas within the organization.
See Appendix O and P for examples of triage tools at St. Joseph’s (note: these triage tools are
based off of the risk levels outlined in the Columbia Suicide Severity Rating Scale, but recall
that staff risk formulation also takes place in determining risk level).
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If care is provided virtually to clients, there are other unique considerations, outlined in the
resources below. Appendix P provides an example of St. Joseph'’s adapted triage tool for
providing virtual care.

Zero Suicide Website: Telehealth and Suicide Care During COVID-19 Pandemic
SPRC Website: Treating Suicidal Patients During COVID-19: Best Practices and Telehealth

Checkpoint:
Development of the suicide prevention algorithm or triage tool(s) []

Creating a Community Based Crisis Resource List

Connecting both staff and clients to community-based crisis resources is essential for suicide
prevention work.

For immediate risk to self or others, Emergency Medical and Police Services is necessary. If the
person is at immediate risk, 911 (Canada) should be contacted. Ifimmediate risk is managed,
it may be necessary to connect the person with local crisis resources. In Niagara and London,
ON., for example, COAST (Crisis Outreach and Support Team) provides outreach and support
for residents in the community who are experiencing a mental health crisis. Other local crisis
teams may include outreach by a Mental Health Association (e.g. Canadian Mental Health
Association).

Looking for an existing list of community mental health resources or creating a list is helpful
at this stage - it can be shared with staff to use as a resource, as well as with clients and their
support person(s). It may be helpful to join up with a local public health agency, or use an
example (see Appendix Q) and adapt it to fit the needs of your organization with resources
local to you. You will want to include resources for varying risk levels (low to high risk).

Checkpoint:
Local Community Service Resource List complete []
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Coping Plan and Safety Plan

Coping Plan

Recall from the previous section of the Toolkit that a Coping Plan is a personalized, 1-2-page
document that a client can create and utilize prior to experiencing a suicidal crisis. Coping

Plans can be created with
input from clients, families,
identified supports, or
community partners.

Current research tells us
Coping Plans are an effective
way to highlight the client’s
own abilities to cope and
reinforce personal strengths.
They also encourage
connecting with appropriate
resources and to escalate to
more intensive services as
needed?.

Coping strategies: Behaviors, thoughts, and emotions that\
you use to adjust, minmize, or tolerate stressful situations.

Are all coping strategies helpful?

A client may identify adaptive or maladaptive coping
strategies, and with consent, we an support clients in
identifying helpful coping strategies.

Brainstorm:

What are some adaptive coping strategies that would
be helpful for the population you work with in your
organization?

What coping strategies would be considered maladaptive?

A Coping Plan should include or identify:

« Things the client can do independently to cope or strategies that have helped them
overcome stressful situations in the past

« Future goals
« Personal strengths

« Actions that bring the client hope or pleasure

« People the client can talk to or spend time with that have been helpful previously

- Potential triggers such as dates/events that may interfere with wellness, past experiences,

and what staff can do to help

« Potential warning signs that the client identifies such as thoughts, feelings, behaviours,
and/or physical signs (e.g. headaches, or changes in sleeping patterns)

« Ways to make the environment safe (e.g. lethal-means restriction)

- Identifying professionals currently supporting the client (e.g. case worker, substance use

counsellor, or psychologist)
« Crisis service information

What do you do with the Coping Plan once complete?

« Both the client and staff member should have a copy of the Coping Plan that is signed

and dated by both parties

« Ensure the CopingPlan is embedded into team communication and/or documentation

(e.g. client file)

« The Coping Plan should be updated with the client as needed; they may identify or learn to
use new coping skills, as well as potential changes to their supports

ZERO SUICIDE in Your Community: An implementation guide for community organizations



Safety Plan

Safety planning is a critical component of suicide prevention for clients experiencing
suicidal ideation or behaviour. Safety Plans are to be co-developed with the client, and your
organization should determine at what risk level, a Safety Plan is encouraged. For example,
at St. Joseph’s, all clients complete a Coping Plan (Niagara Region Mental Health uses a Crisis
Plan), and those who are high risk for suicide complete a Safety Plan.

If the client is not experiencing an imminent crisis, a staff member may work with the client
(and family/support person) to develop a Safety Plan that is informed by the client’s level of
risk and their personal goals for recovery. It is adapted to the setting in which the client is
receiving care (e.g. inpatient or community settings)*.

The most commonly used (and validated) Safety Plan is the Stanley-Brown Safety Plan (open
access on the Internet and endorsed by the Suicide Prevention Resource Centre). There are
also Safety Plan apps available to support clients if this is their preferred way of accessing
their Safety Plan (on their phone, tablet, or other electronic devices). Note that many of these
applications are based off of the Stanley Brown Safety Plan, however they may have been
adapted and have not been formally studied. See Appendix H for an example of St. Joseph'’s
Coping and Safety Plan. You may wish to adopt an existing Safety Plan, or adapt one to meet
the needs of your organization.

The Safety Plan should include:

« Client’s support system

« Contact persons (including formal and informal supports)
« Self-regulation measures (coping)

« Personal warning signs

« Reasons for living (what keeps the client alive)

« List of local crisis services

« Restricting access to lethal-means

As part of lethal-means restriction, a staff should review the client’s prescribed
medications to determine if there is a risk of the medications being used to
overdose. Are there measures to put in place to reduce access to the medication
(e.g. weekly blister pack, lock box)? It is important to engage with any formal or
informal supports who can assist in these life-saving interventions. Staff are able
to learn more about lethal means restriction as outlined in the education plan

Grom the Plan 2.0 section of the Toolkit. D

Checkpoint:
Coping Plan and/or Safety Plan selected/developed []
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Referral to Support/Evidence-Based Treatment

If following suicide risk screening a client is deemed to be at high risk for suicide behaviours,
same-day access to a mental health professional for a formal medical suicide risk assessment
is required. This may lead to the client receiving evidence-based treatment specific to
suicidality.

For continuity of care, consider if you have a Regulated Health Care Provider (RHCP) or trained
Mental Health Professional in your organization who can complete this assessment within
their scope of practice? If you do not have a RHCP available to complete the formal suicide
risk assessment, you will need to determine a pathway to assist client’s access to a formal
suicide risk assessment. It is during a formal suicide risk assessment that it will be determined
whether or not evidence-based treatment specific to suicide is required. Considering how
you can support clients in receiving this treatment is also important. You may be able to
network and collaborate with organizations that partner in mental health care and create

a Memorandum of Understanding (MOU) to help support soft and caring transitions to
assessment and treatment.

Your pathway to refer client to a formal suicide risk assessment and evidence-based treatment
(if required) can include the following services:

« Primary Care Provider
- Emergency Department
« Crisis Centre/Mobile Crisis

« Another mental health care access point the client is already connected to service

Examples of how your organization can support evidence-based treatment specific to suicide:

« Awareness of Dialectical or Cognitive Behavioural Therapy skills and encouraging clients to
use the skills to prevent further suicidal crisis

« Discussing and supporting client goals with evidence-based treatment

+ Connecting with the treatment provider when necessary and with consent
« Providing support with transportation to access treatment

« Reviewing documents such as a Safety Plan created in treatment sessions

If evidence-based treatment is taking place at your organization, remember that a guiding
principal to evidence-based treatment specific to suicide is providing the least restrictive care
in the least restrictive environment.

Checkpoint:
Referral Pathway to Assessment and/or Evidence-Based Treatment developed []
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Engaging Natural and Peer Supports

Connection with others is at the heart of suicide prevention. What natural resources have you
identified (outside of professional services) in your community? Consider the natural supports
your clients could access and the unique supports and resources the client already has.

Recall from the Plan 2.0 Toolkit section that

peer support is an important component (Natural supports: Refer to the support h

in suicide prevention. At this time, you and assistance that naturally flows from the

should have identified the following: associations and relationships that are typically

« Is your organization going to provide developed in natural environments such as the
peer Support? If SO, what does this famlly, SChOOI, Work, and Community. These are
look like? different from formal or paid for supports from

« What peer support is available outside orggnizations: Thes.e IifEEte inform.:al, and
of your organization and what is your °rd'”afy RS 1Z5 e cpmmgnlty assets
method for connecting clients to peer are an |mportant ZEIE ) Talntalnlng e
supports? \[mproving mental health. y

« Referral to formalized peer support
services - 211ontario.ca may be useful in Ontario

« Informal peer support - checking in or informal connections with others

» Self-led peer support resources - Your clients will find it helpful to have a resource list for
those with lived experience with suicide

Checkpoint:
Engagement with Natural and Peer Supports [

Supporting Transitions in Care

Transitions in care, notably from inpatient to outpatient services, can pose a high-risk time for
suicide behaviours®.

Recall from the Plan 2.0 Toolkit section that there are recommendations for the referring staff
member to complete.

What can your organization do to be an effective referral source?

- Collaboratively revise the client’s Safety Plan before discharge/referral

« Ensure the client has connected virtually/in person with the staff member assuming care
for the client

« Call the receiving staff member to provide pertinent documentation or communication/
report before the first appointment (within organizational/professional standards)

« Contact the client 24-48 hours after they have had contact with the new provider
and document this contact

« Consider how an electronic documentation system can support client safety, such as
communicating client risk status and flagging no-show appointments
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Other important elements of supporting safe transitions in care include1:

« Work to promote rapid referral/access if possible (avoid long wait times or service access)

- Consider how you can engage crisis services (e.g. crisis centre) to help augment care
transitions if there are resource challenges. More information about the use of crisis services
to augment care is provided on the Zero Suicide Toolkit website: Transition > Role of Crisis
Services.

« Brief client education about their condition and available services (system navigation)
« Encourage the support of support person(s) during care transitions if consent is provided

« Provide the client with a copy of their Safety Plan and ensure it is relevant and appropriate to
the patient’s suicide risk level

« Provide caring contacts

Determine what elements of supporting safe care transitions are appropriate for your
organization.

Checkpoint:
Supporting Transitions in Care []

Implementing Caring Contacts

Having learnt and brainstormed about how caring contacts may fit within your organization,
it is time to develop a method for how caring contacts will be made. Recall that caring
contacts are considered as either phone calls, or“non-demanding” means such as sending

a post-card or automated e-mail/text message. In your policy and/or procedure(s), you
should include who will provide the caring contact, when this will be provided, the means of
communication, and what the communication will entail.

If you are choosing a standardized caring contact message either by phone/non-demanding
means, it is time to draft this! Ensure to include multiple stakeholders (including client input
from those who will receive these contacts), and the staff who will be delivering them.

A caring contact message should include:

Phone Calls:

- Express care, concern, and encouragement

- Review discharge plan for understanding and allow the client to ask questions
- Review Safety Plan, Suicide Care Management Plan, and crisis services

« Help with problem solving for practical post-discharge challenges such as attending
appointments and filling prescriptions

Refer to the Plan 2.0 section of the Toolkit to see an example of St. Joseph’s caring contact
phone call message
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Non-Demanding caring contacts (e.g. postcards, automated text/e-mail messages, etc.):

« Postcards
« Automatic text/email messages
- Brief encouraging notes or messages

Examples and templates for non-demanding caring contacts:

. Zero Suicide Website: NetCare Caring Cards & Ideas.pdf (edc.orq)
- Zero Suicide Website: nowmmattersnow.pdf (edc.org)

How do you intend to deliver caring contacts (e.g. phone call, automated e-mail)?

What will be your organizations process for delivering the caring contact?

Determine a template you will use, or draft your caring contact message below:

Checkpoint:
Caring contact process and message developed []

Reviewing Suicide Related Incidents

Now is the time to determine how a self-harm or suicide related incident review will take
place within your organization. This information should be clearly articulated in your policy
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and/or procedure(s) including who will be involved, the timeframe in which the review will
occur, and how any recommendations for improvement that are an outcome of the review
will be implemented.

It is recommended that a standardized process be utilized for each event. Consider adapting
a current review process template within your organization, or a root cause analysis template
available on the Internet. You may wish to make this template transparent to your staff by
including it as an Appendix in your policy and/or procedure(s).

Example:

The Joint Commission- Root Cause Analysis & Action Plan

Appendix V: Root Cause Analysis and Corrective Actions (Non-healthcare)

Checkpoint:
Incident review process/template determined []

Postvention Support

The Zero Suicide framework ascribes to the aspirational goal of zero deaths by suicide,
however suicide is complicated and individual to each person. Despite the policy,
procedure(s), work plans, tools, and safeguards in place, we will still lose people to suicide.

It is important that there is a no blame culture in the workplace for individuals doing this
important work (remember:“Just Culture”). It is critical that staff know that implementing
these tools, and talking to clients about suicide can be life-saving, however a death by suicide
is not anyone’s fault.

Identify three action items that will be implemented to improve Just Culture within your
organization as you go live with your initiative:

1.
2.
3.

Postvention is a term that is often used when talking about suicide prevention, and refers

to activities which reduce risk and promote healing after a death by suicide. Following a
death by suicide, staff and other clients will need additional support to work through their
grief, and an important part of a policy and/or procedure is to include how those who have
been touched by a loss will be supported. Those who have lost someone to suicide are at an
increased risk for suicide themselves®, and having support and resources available/accessible
to staff and other clients is critical. Postvention is prevention!

At Niagara Region Mental Health, part of the organization’s postvention support
includes a‘Lavender Alert’ — where staff can access timely support following a
critical incident or loss (Appendix R). This includes a list of the postvention support
that staff can access in the policy and/or procedure(s).
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Documentation

List documentation expectations of staff depending on their role within the organization. If
you have an existing documentation policy and/or procedure, you may wish to refer staff to
this.

Checkpoint:
Documentation expectations articulated []

Required Education for Staff

List all required education for staff based on their role within the organization.
Checkpoint:
Required education determined and listed []

Key Definitions

Clearly define all key definitions throughout the policy and/or procedure(s) to reduce
ambiguity amongst staff.

Checkpoint:
Key definitions complete []

Appendices

0 Checkpoint:
Relevant appendices are attached, linked, or staff

are directed to where these resources can be found []

You have done a lot of work in this portion of the Toolkit - namely outlining the
additional suicide prevention elements/processes that your organization will adopt.
Take time to integrate this information into your policy and/or procedure(s).

Checkpoint:
Suicide prevention policy and/or procedure(s) complete []
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Implementing Suicide Prevention Education for Staff

In order to be comfortable and confident in suicide prevention and intervention, staff must
be well trained. Thinking back to the Workforce Survey results and the Education Plan you
created in the Plan 2.0 section of the Toolkit, it is now time to implement training. Note that
some training will be post-dated for the future, and therefore, you may wish to “go live” with
the implementation once the majority (if not all) staff are trained. From an adult learning
perspective, the time between training and implementation should not extend beyond 1-2
months. For example, if you are able to register 90% of your staff for an ASIST course and
organization specific training through September and October, you may be prepared to
“go-live” on November 1st.

Recall that your staff may require training from both external parties (e.g., LivingWorks) and
your own organization (e.g. Learning the Basics About Suicide presentation from the Toolkit -
Plan 2.0 section [Appendix K]; screening tool(s), policy and/or procedure(s)).

General tips for completing staff training include:

« Create a schedule for staff training and include back up training dates for those that are
unexpectedly absent

« Monitor the budget (if applicable) and timeframe for completion

« Follow up with staff on their experience (did this meet their needs?) (See Appendix S for
NRMH Zero Suicide Training Evaluation)

« Revisit staff members’ perceptions of confidence and comfort (does anyone require
additional coaching?). Note: It is recommended that the Workforce Survey is administered
at least once every 3 years, ideally once every 12-18 months, to either a sample of staff
members, or the broader group of those who completed this the first time.

Tips for organization specific training:

- Identify one or more trainer(s) for organization specific training

« Consider the appropriate group size for training sessions

« Consider the length of time required - should this be in one session, or multiple?
- Create a safe space and maintain confidentiality

- Pay attention to staff who may be triggered or require support during training

« Breaks and self-care are important for staff

« How often will you offer the training? (Consider new staff onboarding)
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Implementation Considerations
Go-Live Date

Your “go-live” day is typically the day in which the organization chooses to officially implement
suicide prevention processes/procedures. You may have been looking at your implementation
timeline and wondering if this day would ever come. During “go-live,” the policy and/or
procedure(s) take effect. This is a very exciting time, and is the outcome of your project team’s
hard work. At this point, there will also be some anticipated nerves. Despite your planning
and preparation, risk mitigation, and staff training, turning processes into action can unveil
unknowns and be met with change resistance. This is a normal part of every project, and the
essence behind using a PDSA framework to inform your work.

Tips for a successful go live:

« Communication plan (e.g. posters to introduce the launch date)

« Prepare cheat sheets (Frequently Asked Questions [FAQ]) & quick reference guides)
- Generate energy and involve your influential staff in planning the go-live date

« Conduct a dress rehearsal prior to go-live & make system/process adjustments

+ Host a meeting with the implementation team prior to the go-live date to run through final
readiness and last-minute questions

« Have a forum/means for staff to be able to express feedback about the initiative once it has
gone live

- Create incentive or reward/recognition for quick wins if this makes sense for your
organization

Finally, it’s time to implement all of your hard work. Take a deep breath, be present and
available for staff if issues as they arise, and stay determined to work through them. Some
challenges are to be anticipated. Stay positive and engaged in your own learning as you move
through this phase of the implementation!

Change Management with Staff

Staff may have lots of questions about your established processes, especially if talking

about suicide with clients is a new process for your organization. Change management

can sometimes pose a challenge with staff, and essentially refers to how staff adopt new
processes and use them to deliver quality services. One of the most important elements of
change management is to be participatory and engage staff through the change process. This
concept has been woven throughout the Toolkit, and having staff on your project team helps
to include all levels of participation in decision making. Another key element of successful
change management is celebrating and reinforcing what is being done well. These wins help
the project gain influence, momentum, and perseverance.
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Other strategies to support effective change management include:

- Effective communication and education plans
- Stay focused on the reason- “the why” for the change (i.e. client safety, organizational values)

- Engage the leadership of those with influence and close proximity to the team (e.g. change
agents such as a team lead, educator, someone other staff “follow”)

« Aim for standardization (equity) but acknowledge unique program differences/needs

« Help reflect on implementation processes and manage loss (e.g. familiar processes that give
them confidence and security) by using open discussion sessions and 1:1 meetings

- Set and manage expectations of staff, including defining tasks well
« Be proactive to manage risk, but if issues arise, respond to them quickly
- Identify and address attitudinal barriers early on

« Build a culture of innovation and continuous quality improvement, making change the norm
- consider including Zero Suicide as a standing agenda item for discussion at team meetings

« Be ready to rescue the implementation if it is starting to lose momentum (e.g. completing
an in-person “blitz” or “refresh” to staff and even making these annual during September-
Suicide Prevention Month)

Examples of some of these strategies in motion include hosting change management focus
groups with staff and developing FAQ documents (see examples in Appendix T) to respond
quickly to implementation questions.

Beginning Evaluation: Data Collection

Having a data-driven approach to quality improvement throughout your suicide prevention
implementation is essential. Recall the evaluation plan you developed in the Plan 2.0 section
of this Toolkit (you may have used the “Zero Suicide Data Elements Worksheet”). Depending
on the specific methods and data you determined to collect, you may already be engaged

in this process. For example, examining the number of suicide screening tools completed

on the go-live day, the quality of screening tool completion, documents being stored in the
appropriate locations, etc. You may also wish to collect implementation data. For example,
what are the questions staff are asking? What are the issues that arise and how have we
resolved them?

It may seem tedious, but this data collection will inform strategies for quality improvement.
We will discuss this in more detail in the next section of the Toolkit entitled: Study.

ZERO SUICIDE in Your Community: An implementation guide for community organizations



Building Suicide-Safer Communities

Suicide prevention is everyone’s responsibility. Your organization plays a key role, along
with other health care providers, mental health workers, family members, friends, and other
community organizations. We are all responsible for helping our communities to become
more suicide safe, and we can all make a difference in improving suicide prevention. No
action taken to prevent suicide is too small to make a difference’.

Around the world, individuals, cohorts, and communities are working on suicide prevention
at regional, provincial/state, and national levels. There are many communities of practice

(e.g., Zero Suicide listserv), coalitions, and councils dedicated to improving suicide prevention.
We encourage you to seek out local and national opportunities to network and learn from
one another- connection is key!

Canadian Association for Suicide Prevention

Niagara Suicide Prevention Coalition

London Middlesex Suicide Prevention Council

@ As you work through your project implementation, begin to think about how you can be
a leader in suicide prevention in your community. How can you influence and support other
groups and organizations to help save lives?
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Do
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Niagara %/4/ Region Public Health & Emergency Services
Policy

Policy Number

Policy Title Suicide Risk Assessment

Revision Date(s) July 2020

POLICY STATEMENT

Niagara Region Public Health and Emergency services is committed to ensuring ensuring
the safety and wellbeing of clients, in order to achieve maximum wellness, Niagara Region
Mental Health staff who are working with clients in the community at risk for suicide will utilize a
standardized, evidence based suicide risk assessment.

APPLICATION

All Niagara Region Mental Health staff providing front line support to clients will be required to
complete training in Applied Suicide Intervention Skills training (ASIST) and the Columbia — Suicide
Severity Rating Scale.

The Columbia-Suicide Severity Rating Scale is intended to be used by individuals who have
received training in its administration.

SUPPORTING DETAILS

Suicide risk assessment should be viewed as part of a therapeutic process that creates an
opportunity for discussion between the client and the clinician. A focused risk assessment can
reveal the underlying factors mediating or mitigating risk and support a continued therapeutic
rapport with the client to discuss his or her ideations, plans, and behaviours related to suicide; and
his or her strengths and supports to moderate risk.

The suicide risk assessment tool is a source of information that is used to determine a person’s risk
of suicide. It does not replace clinical judgment. All assessments should remain person-focused
and be incorporated within a therapeutic relationship, using empathetic, warm, and objective
assessment.

Suicide Risk Assessment Tool (SAFE-T Protocol with Columbia C-SSRS Suicide Severity
Rating Scale Lifetime Recent embedded:

Suicide risk assessment tools are only to be used as part of a comprehensive assessment and
should not be used in isolation. The SAFE-T Protocol and Columbia — Suicide Severity Rating
Scale cannot predict who will or will not attempt or complete suicide. The assessment tool helps
gather information during an interview. Assessment tools can never replace clinical judgment.

SAFE-T Protocol with C-SSRS Lifetime Recent embedded — The SAFE-T Protocol offers a
thorough assessment of the nature and extent of suicidal thoughts and behaviors.
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Policy

The more extensive items contained in the SAFE-T interview are likely to yield the detailed
information needed to develop a full picture of a client’s suicide risk. The items include the
following:
¢ |deation: frequency, intensity, duration—in last 48 hours, past month, and worst ever
o Plan: timing, location, lethality, availability, preparatory acts
o Behaviors: past attempts, aborted attempts, rehearsals (tying noose, loading gun) vs. non-
suicidal self-injurious actions (clinicians to complete C-SSRS Lifetime Recent for
comprehensive behavior/lethality assessment where necessary)
¢ Intent: extent to which the client, one, expects to carry out the plan and, two, believes the
plan/act to be lethal vs. self-injurious. Explore ambivalence: reasons to die vs. reasons to
live

The Columbia — Suicide Severity Rating Scale rates an individual's degree of suicidal ideation on a
scale, ranging from "wish to be dead" to "active suicidal ideation with specific plan and intent." The
scale identifies behaviors which may be indicative of an individual's intent to complete suicide. An
individual exhibiting even a single behavior identified by the scale is 8 to 10 times more likely to
complete suicide.

The questions contained in the Columbia-Suicide Severity Rating Scale are suggested probes.

Ultimately, the determination of the presence of suicidal ideation or behavior depends on the
judgment of the clinician administering the scale.

DEFINITIONS [ see the bottom of this document for applicable definitions

ACCOUNTABILITIES

1.0 Suicide risk assessment is an ongoing process. Staff are expected to:
e Screen for risk and focused suicide risk assessment — using the Columbia — Suicide
Severity Rating Scale C-SSRS) screening tool/s
¢ Integration of the information from the risk assessment into the ongoing plan of care
e Ongoing monitoring and re-assessment

¢ Collaborative coping and suicide management planning, including lethal means
counselling

In conducting Suicide Assessments the clinician must:
o Be aware of warning signs, potential risk factors, and protective factors
e Integrate information from clinical interviews; consider other sources of
information about the client, and use clinical judgment to determine overall risk
e Document all findings

The following roles will have the associated accountabilities:

ROLE ACCOUNTABILITIES

1. Management e Oversee the development of policy, procedures and guidelines to
support the Suicide Care Management Plan

e Ensure staff are oriented to this policy
e Ensure communication to all staff if any changes are made to the

policy
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e Ensure staff are using consistent practices within their respective
services

e Ensure support is provided to staff who have experienced a
suicide death of a client

e Ensure staff have appropriate training to talk to clients about
suicide risk ie SafeTalk and/or ASIST and C-SSRS training

e Ensure staff have opportunity to debrief following a suicide risk
assessment or intervention with a client

e Ensure suicide care planning is embedded in the electronic health
record

e An Implementation Team is established, with specific tasks
e Each team member acts in Champion role for each service team

e Provide regular input and advice on the Suicide Care
Management Plan

e Participate on evaluation and quality improvement efforts

e Support the development of an evaluation plan to access the
impact of the Suicide Care Management Plan Initiative

e Support Zero Suicide training to new staff

2. Implementation
Team

CONSEQUENCES AND MONITORING X No additions beyond the section outlined in the Public

Health Policy 11-070.1 Developing, Approving Monitoring and Storing of Policies, Procedures and
Guidelines.

RELATED DOCUMENTS [ Not Applicable

Policies o

Procedures ¢ Responding to suicide risk
Guidelines .

Other e C-SSRS screening tools

HELPFUL LINKS [ Not Applicable

E-Learning Module for C-SSRS - 1 hour C-SSRS Online Training Module Link

REFERENCES [ Not Applicable

Accreditation Canada Required Organizational Practices Handbook 2015

Registered Nurses Association Ontario (2009). Assessment and Care of Adults at Risk for
Suicidal Ideation and Behaviour. Retrieved https://rnao.ca/bpg/quidelines/assessment-and-
care-adults-risk-suicidal-ideation-and-behaviour
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Columbia — Suicide Severity Rating Scale Web-Based Training, Dr. Kelly Posner, Kelly Posner
Gerstenhaber, Ph.D. - Founder and Director of The Columbia Lighthouse Project

Chapter

Implementation Date

Maintained By

Approved By

DEFINITIONS [ Not Applicable

Suicide: Death caused by injuring oneself with the intent to die.

Suicide Attempt/Behaviour: A self-injurious act done with at least some intent to die as
a result of the act. There does not have to be any injury or harm, just the potential.

Suicide Ideation: Thoughts about suicide; thinking about, considering or planning
suicide.

Suicide Intervention: A direct effort to prevent an individual from attempting to take their
own life intentionally.

Suicide Risk Indicators: Refer to an individual’s unique warning signs, clinical
presentation, history, psychosocial factors, and reasons for suicidal ideation. Risk
indicators can be associated with an increased risk for suicide at one point in time and
can either be modifiable or non-modifiable.

Suicide Protective Factors: Refer to factors that may help to mitigate the risk of suicide.
Assessing protective factors help to identify potential strengths that can be used to help
reduce suicide risk.

Suicide Risk Assessment: Suicide risk assessment is a process of estimating the
likelihood for a person to attempt or die by suicide. The goal of a thorough risk
assessment is to learn about the circumstances of an individual person with regard to
suicide, including warning signs, risk factors, and protective factors. The goal is not to
predict suicide, but to appreciate the basis for suicidality and to allow for a more informed
intervention.
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Guidelines for Interventions for Columbia Risk Levels for Inpatient Mental Health

Risk Stratification

MODERATE

e Suicidal ideation WITHOUT plan, intent,
or behaviour (C-SSRS Screener #2 or 3)

OR

e Suicidal behaviour more than 3 months
ago (C-SSRS Suicidal Behaviour) but not
currently assessed

OR

e Multiple risk factors and few protective
factors

Possible Interventions

*Consider constant observation
*Notify team of change in status
*Assess with team cancellation of passes/LOA if any ordered
*Consider belongings and room search in accordance with SJHC policy
*Document in patient record
*0Ongoing suicidal assessment as needed with any clinical indicators such as:
Change in treatment or medications
Collateral information
Team discussion
Change in clinical presentation
*Collaboratively develop/update Coping Plan
*Psychoeducation (coping skills, stress management, symptoms
management etc.)

*Continue to assess daily with since last visit/shift Screener
*Continue to assess q shift or as needed with any clinical indicators such as:
Change in treatment or medications
Collateral information
Team discussion
Change in clinical presentation
*Notify team of change in status
*Consult with team re passes/LOA privileges
*Consider belongings and room search in accordance with SJHC policy
*Complete Columbia Lifetime/Recent Tool if risk level increases from low to
moderate or moderate to high in since last visit/shift Screener
* Document on the patient record if there has been a change in risk level
*Psychoeducation (coping skills, stress management, symptom
management etc.)
*Collaboratively develop/update Coping Plan

LOW

*Wish to die (C-SSRS Suicidal ideation #1) no
plan, intent or behavior

OR

*Suicidal ideation more than 1 month ago
WITHOUT plan, intent or behavior (C-SSRS #2)

OR

*Modifiable risk factors and strong protective
factors

OR

*No reported history of suicidal ideation or
behaviour

*Complete the Columbia since last visit/shift Screener Q daily

*Look for changes in presentation that may indicate need for earlier
assessment

* Assess environment for safety via regular environmental scans
*Psychoeducation (coping skills, stress management, symptoms
management etc.)

* Collaboratively develop/update Coping Plan

*Columbia Lifetime/Recent Tool to be used when risk level increases. This
version of tool captures more information regarding severity of suicide risk

Note: This table provides potential interventions, but is not a mandatory or exhaustive list. It is meant as a

tool/guideline only.
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Zero Suicide Guidelines to Determine Level of Risk and Develop Interventions to Lower Risk Level

Risk Stratification

Triage

Possible Interventions

e Suicidal ideation with intent or
intent with plan (C-SSRS Suicidal
Ideation #4 or 5) not previously
assessed

OR

e  Suicidal behaviour (C-SSRS Suicidal

Behaviour) not previously assessed

Flex up care and determine need for
Suicide Management Plan

Inform physician and discuss need for
urgent/earlier appointment

Physician to evaluate for potential
hospitalization; if patient requires
admission, begin admission process
Collaboratively develop Suicide
Management Plan

Discuss sharing of Suicide
Management Plan with support
person(s)

If patient does not show for an
appointment, attempt contact
within scheduled appointment time
Optimize pharmacological
treatment

Family/significant other
engagement

Psychotherapy (CBT, DBT)
Psychoeducation (coping skills,
stress management, symptom
management, etc.)

Telephone follow-ups

e Suicidal ideation WITHOUT plan,
intent, or behaviour (C-SSRS
Screener #2 or 3)

OR

e Suicidal behaviour more than 3
months ago (C-SSRS Suicidal
Behaviour) but not currently
assessed

OR
e  Multiple risk factors and few
protective factors

Clinician will consider risk and
protective factors and determine
appropriate treatment setting

Collaboratively develop/update
Coping Plan

Optimize pharmacological
treatment

Psychotherapy (CBT, DBT)
Psychoeducation (coping skills,
stress management, symptom
management, etc.)
Family/significant other
engagement

Utilize crisis beds

e Wish to die (C-SSRS Suicidal
Ideation #1) no plan, intent, or
behaviour

OR

e  Suicidal ideation more than 1
month ago WITHOUT plan, intent,
or behaviour (C-SSRS Screener #2
or3)

OR

e  Modifiable risk factors and strong

protective factors
OR

e  No reported history of suicidal

ideation or behaviour

Requires outpatient mental health care
(already receiving)

Ensure Coping Plan is up to date
Ensure Recovery Plan is up to date

Continue with current management

Note: This table provides potential interventions, but is not a mandatory or exhaustive list. It is meant as a tool/guideline only.

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869

Renowned for compassionate care, St. Joseph's is one of the best academic health care organizations in Canada dedicated to
helping people live to their fullest by minimizing the effects of injury, disease and disability through excellence in care,

teaching and research.

HEALTH CARE
LONDON

€ S'IQSEPLL

sjhc.london.on.ca
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St. Joseph’s Triage Tool (Adapted for a virtual care setting)

RISK STRATIFICATION

MODERATE

Suicidal ideation WITHOUT
plan, intent, or behaviour (C-
SSRS Screener #2 or 3)

OR

POSSIBLE INTERVENTIONS

*Not all possible interventions will apply in every situation, this is not an exhaustive list

Collaborate with the patient to promote immediate safety.

High Risk- Imminent:

Discuss environmental safety and restriction of lethal means with the
patient.

Engage personal supports who are physically with the patient, if
appropriate (i.e. with consent) and not already done. Consider if the
personal support can safely transport the patient to the closest
Emergency Department (ED).

If the patient requires transportation to the ED, remain on the phone
with the patient and call the local crisis service (note: some have
mobile outreach available) or if there is a risk of violence to self or
others (e.g. firearm) have another staff member call security at ext.
55555 to activate an emergency service (911) response.

Remain on the phone with the patient (See Appendix D: “Maintaining
Patient Phone Contact During Imminent Suicide Risk”), providing
empathic support and planning to maintain safety with the patient
while waiting for crisis or emergency services. The clinician will remain
on the phone with the patient until emergency or crisis services have
assumed patient support (i.e. have engaged the patient on the
telephone) or are physically present with the patient.

High Risk- Not imminent:

Depending on risk formulation and clinical judgment, connect the
patient to the local crisis service (with consent) or initiate emergency
response. If a patient does not consent to connect (warning sign) to a
local crisis service, explore this with the patient and consider initiating
emergency response.

Consider completing immediate safety planning if appropriate
(Appendix F: GAAT Suicide Management Plan)

Referral to the local Behavioural Support Ontario (BSO) mobile team
Contact the local BSO mobile team to provide warm handover
(supportive transfer) and review GAAT initial assessment and
intervention

Communication:

Notify primary care provider/ care team of elevated risk and care plan/
outcome once patient has been transferred and/or risk is managed
Debrief with health care team and leader as needed

Discuss the immediate environment to ensure patient safety.

Collaborate with the patient to promote immediate safety:

Initiate referral to local BSO mobile team

Provide patient with supportive listening/ counseling
Encourage patient to make an appointment with primary care
provider while waiting for initial BSO mobile team visit
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e Suicidal behaviour more than
3 months ago (C-SSRS Suicidal
Behaviour) but not currently
assessed

e Engage family/significant other, with patient consent, as appropriate:
communicate level of risk and plan of care, assist in means reduction

Communicate risk level with the Provider / Health Care Team:
e Notify primary care provider/ team of elevated risk by phone and/or
fax encouraging a plan of surveillance

Provide patient with information on community Mental Health/Crisis

services:

e Provide information for local community mental health/crisis services
(Appendix C).

LOW

C-SSRS Suicidal Ideation #1

e Wish to die - no plan,
intent, or behaviour
OR

e Suicidal ideation more than 1
month ago WITHOUT plan,
intent, or behaviour (C-SSRS
Screener #2 or #3)

Discuss the immediate environment to ensure patient safety.

Collaborate with the patient to promote immediate safety:
e |Initiate referral to local BSO mobile team
e Provide patient with supportive listening/ counseling

Communicate risk level with the Provider/ Health Care Team:

e |dentify risk level on the first page/ cover sheet of the triage/referral
tool when referring to local BSO mobile team

e Contact local BSO mobile team to provide warm handover

Collaborate with the Health Care Team to provide patient with

information on community Mental Health/Crisis services:

e Provide information for local community mental health/crisis services
(Appendix C)
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Supports & Services

Niagara 4/ Region

Canadian Mental Health Association - Safe Beds
Program: A voluntary, non-medical facility that offers
crisis counselling and a safe therapeutic environment for
short-term stays. 905-641-5222

Community Outreach and Support Team (COAST):

COAST provides services to people in the Niagara region

who are in crisis and have a mental health concern.
1-866-550-5205

Distress Centre Niagara:
Provides a free, confidential, 24-hour distress line.

St. Catharines/Niagara Falls 905-688-3711
Port Colborne/Wainfleet 905-734-1212
Fort Erie 905-382-0689
Grimsby/West Lincoln 905-563-6674

Gillians Place - 24/7 Support Line:

Immediate phone support, emergency shelter or longer

term support in creating a new, abuse-free life.
905-684-8331

French services: 1-877-336-2433

Niagara Health Mental Health and Addictions
Program: St. Catharines Site Emergency Department
(1200 Fourth Ave.) 905-378-4647 ext. 49613
niagarahealth.on.ca/site/mentalhealthservices

Niagara Region Sexual Assault Centre (24-hour):
sexualassaultniagara.org 905-682-4584

Victim Services Niagara - Victim Crisis Assistance
Ontario: A service providing on-scene early intervention
and crisis intervention to victims of crime and tragic
circumstances.

Crisis Phone: 905-682-2626

Office Phone: 905-688-4111 ext. 5084

Bridges Community Health Centre: Primary health care,
illness prevention, and community development.

bridgeschc.ca
Port Colborne location 289-479-5017
Fort Erie location 905-871-7621

Centre de Sante Communautaire: Services for French-
speaking clients including primary care, prenatal,
nutrition, youth programs, settlement services, programs
for victims of violence, addiction and mental health
counselling.

cschn.ca 905-734-1141

Health Bus Outreach: For populations in Niagara who
cannot access traditional health services.
Call or text 905-401-4074

Niagara Falls Community Health Centre: Multi-service
health centre that provides free primary health care and
community development services.

nfchc.ca 905-356-4222

Niagara Region Public Health
905-688-8248 or 1-888-505-6074

Quest Community Health Centre: Provides primary
health care and community capacity building.
questchc.ca 905-688-2558

Telehealth: Free, confidential telephone service. Get
health advice from a registered nurse.  1-866-797-0000

Counselling and Support Services

Canadian Mental Health Association:
Walk-in counselling: cmhaniagara.ca/ourservices/
immediate-services/walk-in-counselling

Urgent Support Service:
cmhaniagara.ca/urgent-support-services  905-641-5222

Community Support Services of Niagara: Helps seniors
and adults with disabilities live independently in their
own homes. 1-866-283-1931

Consumer Survivor Initiative: Advocates for people who
have used mental health services. 905-732-4498

Design For A New Tomorrow: Support for individuals
who have experienced abuse. 905-684-1223

Family Counselling Centre Niagara: Drop-in and
immediate support for personal crisis.
fceniagara.on.ca 905-937-7731 ext. 3345

Family Support Network of Niagara: Support and
education for families who have a relative with mental
health issues. 905-894-6808

Fort Erie Native Friendship Centre: Provides Indigenous

people access to appropriate services for their mental,

emotional, spiritual and physical well-being.
905-871-8931

Gateway: Provides programs to support people living
with mental illness. 905-735-4445 or 1-877-735-4445

Mental Health & Addictions Access Line 24/7 support
1-866-550-5205

Niagara Gatekeepers: Phone referral service for at risk
seniors to stay safe and independent at home.
905-684-0968

Niagara Life Centre: Family support centre and

counselling.
St. Catharines 905-934-0021
Fort Erie 905-871-0236
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Counselling and Support Services Cont'd

Niagara Region Mental Health Early Intervention in
Psychosis Program: For individuals 14-35 years old who
are experiencing a first episode of psychosis.
niagararegion.ca/health 905-688-2854 ext. 7262

Niagara Region Public Health, Community Programs
for Seniors: Programs to help older adults remain safe
and independent at home.

905-984-2621 or 1-877-212-3922

Niagara Region Public Health, Healthy Babies Healthy
Children: A free home-visiting program that assists
expectant mothers and new parents who need support.
(Niagara Parents) 905-684-7555

Niagara Region Public Health, Mental Health Referral
Line: Confidential treatment and counselling.
(Monday to Friday) 905-688-2854 ext. 7262

Niagara Region Public Health, Niagara Parents:
Connect with a public health nurse.
niagararegion.ca/parents

Email: parents@niagararegion.ca
Twitter/Facebook: @NiagaraParents
(Monday to Friday, 8:30 a.m.-4:15p.m.)  905-684-7555

Niagara Regional Native Centre
nrnc.ca 905- 688-6484

Oak Centre: Community mental health program.
905-788-3010

St. Joseph’s Healthcare, Women’s Health Concerns
Clinic: Assists in the diagnosis and treatment of women
18 years+ with mental health challenges who are
pregnant or up to 9 months postpartum.

1-905-522-1155 ext. 33605 (Hamilton)

Start Me Up Niagara: Addiction, mental illness, poverty,
homelessness and unemployment support. 905-984-5310

Alcohol, Drugs, Tobacco and Gambling

Addiction Recovery Services: St. Catharines and Port
Colborne. Members of Addictions Ontario.
niagarahealth.on.ca/site/addictionrecoveryservices

1-866-311-9042

Al-Anon Family Groups: Program for anyone affected by
someone else’s drinking.
al-anon.alateen.on.ca

Alcoholics Anonymous

905-328-1677

ARID Recovery homes: Provides a comfortable room
and basic needs in a home-like environment for up to 9
months.
aridhomes.ca

905-227-1113

Community Addiction Services of Niagara:
Assessments, treatment planning, counselling, and
referrals.

cason.ca 905-684-1183

905-682-7211

Men's Detox Centre

Narcotics Anonymous

niagarana.com 1-888-811-3887

Segue Clinic: A community-based addiction treatment
centre specializing in opioid use disorder.
segueclinic.com

905-688-1827

Tobacco Hotline: Quit smoking support and reporting

a smoking or vaping complaint.

niagararegion.ca/health (search quit smoking)
905-688-8248 ext. 7393 or 1-888-505-6074 ext. 7393

Women'’s Addiction Recovery Mediation (WARM):
Programs for women experiencing addiction and families
affected by addiction.
ywcaniagararegion.ca/womens-addiction-recovery-mediation
905-988-3528 ext. 4022

905-687-9721

Women's Detox Centre

Self-Help Apps and Online Support
for Mental Well-being
These self-help apps are not a replacement for assessment/

treatment but may help you while waiting for appointments
or while on a wait list.

Beyond the Silence App: Information and support for
managing mental health at work. beyondsilence.ca/app

Big White Wall: An online mental health and wellbeing
service offering self-help programs, creative outlets and a
community that cares. bigwhitewall.ca

Bounce Back: A free online program designed to help
adults and youth 15+ manage symptoms of depression
and anxiety. bouncebackontario.ca

Mind Your Mood: Track your moods and get a’‘mood
report! mindyourmind.ca

MindsShift: Strategies based on cognitive behavioural
therapy to help you learn to relax and be mindful, develop
more effective ways of thinking, and use active steps to
take charge of your anxiety.
anxietycanada.com/resources/mindshift-cbt

Mother Matters: Women'’s College Hospital: 8-week
online support group for women with mood/adjustment
challenges following the birth of their baby. Registration
is limited.

womenscollegehospital.ca (search Mother Matters)

My Anxiety Plans: Free on-line anxiety management
program based on cognitive-behavioural therapy.
maps.anxietycanada.com/

Niagara Region Public Health, Mental Well-being:

Mental health training, workplace mental health, suicide

prevention/life promotion, and online tools.
nigararegion.ca/living/health (search mental wellbeing)

Smiling Mind: Daily meditation and mindfulness
exercises from any device. smilingmind.com.au

Still not sure who to call?
Call INCommunities at 211. This is a free, confidential,
24-hour line. They can tell you who to call.

niagararegion.ca/health
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What is Lavender Alert?

You can use Lavender Alert as a means of accessing support during a critical incident — if you
are feeling particular stress, are going through a crisis or loss.

The purpose of Lavender Alert is to provide you with accessible, timely support when you need
it.

You create the support that would be most helpful to you — individually, peer supported, or
group debriefing.

It is normal to be impacted by stressful events. The Lavender Alert system has been proven to
help lower distress during a critical incident.

Situations or Circumstances Prompting a Lavender Alert

e Unexpected or critical death

e Highly engaged family members
e Moral distress

e (Crisis event

e Attachment to client

e Ethical dilemma

e [ssue related to staff support

e Triggering event

e Otherissues

If this support could be helpful to you, please proceed to page 2 for next steps.
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Steps of the Lavender Alert Protocol

1. Options for support include individual, peer facilitated, and group debriefing.

a. Individual: You would work through the protocol (or parts of your choice) on your own.
Peer Facilitated: With the support of 1 or more peers, work through the protocol,
including the Focused Conversation together.

c. Group Debriefing: With support of NRMH Management, a group debriefing can be
organised to process a critical event as a team.

2. Complete the Focused Conversation individually, with peers, or as a group. (See Page 3)

3. s further support needed? (See Page 4)

It may be that the support from the Focused Conversation is sufficient to lower your distress.
However, additional support may be needed. If so, please look through Tab 3 for suggestions
about additional supports. This may include developing a plan for self-care, follow-up with
Homewood Employee Health (EAP), community crisis lines, and other local resources.
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Focused Conversation

Opening
Name the

expectations of the
conversation

We will spend
5-7 minutes
debriefing.

Ground rules:
e No speaking
over one

another

e No right
reaction/
answer

e What is said
here stays
here (unless
needs to be
brought to
management)

Objective
What are the facts
around the event?

What are the
details of what
happened?

What do you
remember most
about the event
and/or client?

Reflective

Focus internally to
feeling, moods,
emotional tones

What impact has
this event had on
you?

How do you
foresee this
impacting the
rest of the team?

What was most
stressful for you
during this
event?

What has
challenged you
with this event?

Interpretive
Focus on meaning
and purpose people
ascribe to situation

What questions
are coming to
mind?

How has caring
for this client
changed you?

Closing

Focus on resolution,
implication, and
action

How do we
support each
other through
this?

What do you
need from each
other to
continue to do
your work?

What would
make these
situations less
stressful for you?
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Is Further Support Needed?

Employees of Niagara Region Mental Health have 24 hour access to Employee and Family

Assistance Program services through Morneau Shepell at 1-844-880-9142.

Welcome to the Employee and Family Assistance Program (EFAP) Site

Niagara Region recognizes that Employee and Family Assistance Program (EFAP) services are
important to the health and wellness of our employees and a cornerstone of our People First
strategy. We are very excited to partner with Morneau Shepell who have been a leading
provider of EFAP, Workplace Mental Health, and Wellness services in Canada for over 37 years.

The EFAP offers you immediate, confidential and complimentary access to support. Having an
EFAP ensures our employees have a trusted place to turn to for expert help and support work,

health or life issues arise.

What's included?

Short-term Professional Counselling provides
support for personal and emotional issues.

Specialized Counselling and Online Programs to assist

with career challenges, managing stress, and more.

Family Support Services provides access to child
and eldercare resources.

Naturopathic Services provide consultation with
Naturopathic Doctors.

Legal Support Services provide consultation with
professional lawyers to answer legal questions.

Nutritional Services offer consultation with Registered

Dieticians on any nutritional matter or concern.

Financial Support Services provide consultation
with financial professionals to answer financial
questions.

Health Coaching by Registered Nurses can provide
information and advice.

Seeking access to the EFAP is 24/7/365 - by telephone or online:

¢ Call the Shepell Care Access Centre toll free at 1-844-880-9142

¢ Via www.workhealthlife.com for:
e ‘Online Access' to request services;

e ‘First Chat' to type/text a real-time conversation with a counsellor or;
e ‘E-Counselling' to exchange written messages online with a counsellor

7 ways to access, allows you accessibility and choice.

My EAP mobile application provides on-the-go support with a timely selection of articles,
videos and direct access to e-counselling. Download today at www.workhealthlife.com/myeap.

Visit workhealthlife.com to register and learn more about our EFAP with Shepell and gain
access to 700+ health and wellness expert articles.
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Self Care Tools and Additional Resources

e Pleasant Events List (enclosed)

e Normal Stress Response (handout)

e Crisis Resources
= COAST: 1-866-550-5205
= Niagara Region Sexual Assault Centre Crisis line: 905-682-4584
= Niagara Distress Centres: Beamsville/Grimsby 905-563-6674

Niagara Falls 905-382-0689
St. Catharines 905-688-3711
Welland 905-734-1212

¢ Mindfulness exercises
o Relaxation exercises
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Suicide Care Management Plan Columbia Training Day

Evaluation

Your feedback is valuable to help improve future training sessions and assess staff’s
preparedness for implementing the SAFE-T Protocol with C-SSRS. Please complete this short
evaluation form and leave it on the table for collection.

Select the option in the left-hand side of the table that best represents your level of knowledge
of each topic BEFORE attending this training. Select the option in the right-hand side of the
table that best represents your level of knowledge of each topic AFTER attending the training.
(It doesn’t matter whether your knowledge has stayed the same, or changed.)

BEFORE THE WORKSHOP AFTER THE WORKSHOP
© — o —

o c o c

5 &£ 38 & 2 5 = 3 8§ 2

e £ 8§ = 8 e £ 8§ = 8
s s

Zero Suicide Initiative

Therapeutic Relationship / Trauma
Informed Lens

Warning Signs

Risk Factors

Protective Factors

Risk Formulation

MSE

Documentation

C-SSRS Tools

Safety Planning

Lethal Means

ZERO SUICIDE in Your Community: An implementation guide for community organizations

O
o
o
o
O

@)
o
)
o
o

207



C-SSRS Implementation

Begin administering the C-SSRS with:
O Intensity of ideation section

O Suicidal ideation section

O Suicidal behavior section
O

Lethality of behavior

If a person denies having any wishes to die or non-specific thoughts of killing him/herself, then:
O the assessment is finished

O administer the suicidal behavior section next

O administer the intensity of ideation section next

O ask about any specific thoughts of killing him/herself involving a method

The intensity of ideation section of the full C-SSRS:

O is not rated unless the severity of suicidal thoughts contains at least a method
O includes questions about frequency and predictability of thoughts

O israted on a two-point scale
O

is rated with respect to the most severe type of ideation

The C-SSRS ideation subscale defines the types of ideation of increasing severity from one to

five.
O True
O False

A young man denies suicidal thoughts but his friend tells you that the man had said he wished
he was dead and mentioned writing a goodbye Facebook post. The suicide risk assessment
record based on the C-SSRS will say:

O Recent suicidal ideation (intent unknown)

O No recent suicidal ideation or behavior

O Recent suicidal ideation and preparatory behavior
O Recent suicidal ideation and non-suicidal behavior
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A man you are interviewing tells you that he recently made a suicide attempt after purchasing a
gun, writing a suicide note and giving some of his valuables away. This would be categorized
as:

Suicide attempt
Preparatory behavior and suicide attempt
Two preparatory behaviors and suicide attempt

O O OO

Three preparatory behaviors and suicide attempt

A girl tells you about a time she cut herself intentionally with a razor blade. You have
determined that she was doing this only to get attention and had no intent to die when she did
this. You would leave the Actual Attempt section blank.

O True
O False

Please rate the following questions using the scale as described:

As a result of attending this Strongly Disagree Neutral Agree Strongly
training... Disagree Agree

... | am more familiar with
organizational procedures related to

> : . O O O O O
suicide screening and risk
assessment.
... | am more confident in my ability o o o o o
to screen clients for suicide risk.
... | am more confident in my ability
to conduct a suicide risk @) o @) o O

assessment
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Overall, | am satisfied with the overall training session (e.g., size of class, time spent covering
content, handouts [if applicable], etc.).

O Strongly disagree

Disagree

Neutral

Agree

O O O O

Strongly agree

Please provide any additional comments:
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Zero Suicide Initiative

Best Practice Updates & Frequently Asked Questions:
Q1 2020

St. Joseph’s Health Care London (St. Joseph’s) strives to deliver safe and
excellent care for our patients, clients, and residents (hereafter referred to as
patient). This resource has been developed to remind/inform staff of best
practice, and to answer some of the frequently asked questions as they relate to
the Zero Suicide Initiative.

“What people living with
suicidality need is the best
we have to offer” - Dr. Jobes

1. What is the Zero Suicide Initiative and why is it important?

Death by suicide is the ninth leading cause of death in Canada. It occurs across the lifespan, with an average of
ten people dying by suicide per day.! The ripple effect is significant, as 7-10 people are profoundly impacted by
each suicide loss.

Zero Suicide is a system-wide quality improvement initiative that sets a bold goal of reducing suicide and
attempted suicide by wrapping care around the individual and outlining processes for determining and assessing
suicide risk, risk protocol formulation, and evidence based follow up and treatment. The Zero Suicide model helps
to bridge the gap at transitions of care.

Because St. Joseph’s is dedicated to the relentless pursuit of safety for patients, family and staff, Zero Suicide is a
corporate priority. Our Zero Suicide Quality Improvement Plan is focused on improving our patient Columbia-
Suicide Severity Rating Scale (C-SSRS) Lifetime assessments to ensure that all patients are screened for suicide
risk- an essential element of suicide prevention.

2. What is available if I want to learn/ gain more skills related

. . . St. Joseph’s

to suicide prevention, assessment and management? L
Corporate Policy:

e Learning Edge Module: Columbia-Suicide Severity Rating Scale (C-SSRS) Suicide Risk

eLearning

Learning Edge Module: Suicide Risk Assessment and Prevention (in development)
Applied Suicide Intervention Skills Training (ASIST) (register through Learning
Edge)

Collaborative Assessment and Management of Suicidality (register through Learning Edge)

Elsevier’s Clinical Skills: Suicide Assessment and Precautions

Elsevier’s Clinical Skills: Adolescent Suicide Risk and Precautions

Coaching/ support with Clinical Nurse Specialist, Nurse Educator, or Zero Suicide Clinical Lead

Best practice resources such as Registered Nurses Association of Ontario: Assessment and Care of Adults at
Risk for Suicidal Ideation and Behaviour , or the Government of Canada: Suicide Prevention Framework

Assessment and
Prevention
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3. What postvention supports are available for staff? Postvention: Activities

Seven to ten people are profoundly affected by suicide loss,' and health which reduce risk and

d ti ¢ .. ct durine thi promote healing after a
care providers are not immune to requiring support during this suicide death 2
challenging time.

Please review the Workplace Violence and Prevention Program: Post-incident Response which includes
the supports and resources available to address the psychological impact of workplace violence
(including witnessing an event).

Leaders are able to support connecting you with an Employee and Family Assistance Program (EFAP)
crisis counselor and will discern the need for a crisis counselor to complete on-site support. Within the
St. Joseph’s, Spiritual Care, Occupational Health and Safety, and the Clinical Ethicist may also be of
support to you. The Quality of Care Information Protection Act (QCIPA) reviews also allow for open
discussions of critical incidents involving patient care to support quality improvement.

Related Corporate Policies:

e Health and Safety
e Workplace Occurrence Reporting for Staff/ Affiliates

e Reporting and Review of Safety Events (Harmful, No-Harm and Near Miss) Involving
Patients and Visitors

4. What are some online/virtual supports available for patients?

e Connections: Online directory resource where individuals who have attempted suicide or who
struggle with suicidal thinking can connect one-on-one with other suicide attempt survivors who
are living in recovery (peer support). Access: https://save.org/peersupport/about/

e Stanley-Brown Safety Plan: Mobile Safety Plan. Access: Available in Apple and Google Play
App Store’s.
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Columbia-Suicide Screening Rating Scale:

5. What are the expectations for completing the C-SSRS Lifetime and Since Last
Contact Assessment Tools?

Please see Appendices for a review of how to complete the C-SSRS Lifetime (Appendix A) and Since Last
Contact (Appendix B) assessment tools as well as the frequency for when they need to be completed.

6. How can I improve my documentation when completing the C-SSRS tools?

e Always ensure that you are meeting organizational and Regulatory College standards for all electronic/ hard-
copy documentation (e.g. date and signature, completing assessments in full).

e Never document on a C-SSRS tool that a different clinician has initiated. This violates Regulated College
documentation standards and causes ambiguity in regards to who completed components of the assessment.
A new C-SSRS assessment form should be initiated.

e Make sure that you complete the C-SSRS assessment tool in full. For example, if you select “yes” to past
suicidal ideation or suicidal behavior, please describe what these thoughts or actions entailed.

e Ifan inpatient has had an electronic C-SSRS tool completed within the required timeframe (e.g. Lifetime
completed within the last 6 months, or the daily screener already completed within that 24-hour period) please
chart: “Task not done,” and select “Task duplication” from the drop-down menu. If you work in an outpatient
area, please document the rationale “task duplication” in the physical chart’s progress notes.

e Acceptable rationales for not completing a C-SSRS assessment tool are:

o Task duplication (i.e. already completed within the required timeframe)
o Not appropriate at this time;

o Patient refused; and

o Leave of absence.

If you are documenting electronically, please remember to select one of the above four reasons from the drop-
down menu, rather than selecting “other” and adding in free text. If you do not feel one of the above rationales
appropriately corresponds with the reason for not completing the C-SSRS assessment tool, select “not appropriate
at this time” and elaborate further in the clinical chart’s progress notes.

7. Why are there slide bars and “ghost buttons” appearing on the electronic C-
SSRS assessment tools? How do I fix this?

In order to resolve this issue, staff must change their computer’s display resolution to 100%. If you require
support or assistance with this, please contact the Help Desk at ext. 44357.

Columbia Suicide Severity Rating Scale (C-SSRS) Since Last Contact
1. Have you wished you were dead or wished you could go to sleep and not wake up?

Do you ever wish you weren't ative anymore?

2. Have you had any actual thoughts of killing yourself?
Have you thought about doing something to make yourself not alive anymore?

3. Have you been king how you might do this? . = Y N 3N
S ok S S oS S S S S S U e X
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Suicidal

Ideation

Ask questions 1 and
2.

Only ask questions 3,
4, and 5 if the answer
to question 2 is “yes”.

Regarding question 2,
if the answer for
Lifetime is “yes” but
the answer for
Recent: Past 1 month
is “no”, then only ask
about Lifetime for
questions 3, 4, and 5.

Regarding question 2
again, if the answer
for Lifetime and
Recent: Past 1 month
is “yes” for both, then
complete all Lifetime
and Recent: Past 1-
month questions.

Describe if any
answers are “yes”.

If the patient answers
“yes” to question 2,
then complete
Intensity of Ideation
(more information on
page 7).

If the patient answers
“no” to question 2,
then do not complete
Intensity of Ideation.
Proceed to ask
Suicidal Behaviour
questions (more
information on page
8).

Appendix A: Methodology and Frequency for Completing the
C-SSRS Lifetime Assessment Tool

Overview of C-SSRS Lifetime Assessment Tool

i) Columbia Suicide Severity Rating Scale (C-55RS) Lifetime/Recent - PIMH Scheduling, Practice 17

VEO|GE+ | @E L

*Performed on: =l = gsT

% Suicidal Ideation/|
e Columbia - Suicide Severity Rating Scale (C-SSRS) Lifetime/Recent
Intensty of Ideatic

Suicidal Ideation
Ask questions 1 and 2. If both are negative, proceed to "Suicidal Behaviour” section. If the answer to question 2 is "yes", ask questions 3, 4 and 5.
If the answer to question 1 and/or 2 is "yes", complete "Intensity of Ideation” section.
Additional Riskar 1. Have you wished you were dead or wished you could go to sleep and not wake up?
Do you ever wish you weren't alive anymore?

Actual Lethality/N
Interventions

Lifetime ‘O Yes O Mo ‘
X Person endorses thoughts about a wish to be dead or not alive anymore,
Wish 0 o vich to fall asleep and not wake up. Recent: Past 1 month [C s C Mo ‘
be Dead:
fyes, ||
describe
2. Have you had any actual thoughts of killing yourself?
Have you thought about doing something to make yourself not alive anymore? Lifetime: Time they Felt Most Suicidal ‘O Yer O Na ‘
Mon-Specific  General non-specific thoughts of wanting to end one’s life/die by suicide
3 N M,
Active Suicidal (e.g., Tve thought about killing mysetf’) without thoughts of ways to kill Recent: Past 1 month ‘O = ®m ‘
Thoughts: oneself/associated methods, intent, or plan during the assessment period. If yes,
describe:
3. Have you been thinking about how you might do this?
Have you thought about how you would do that or how you would make yourself not | wopc. Time they Felt Most Suicidal ‘O Yes O No ‘
alive anymore? What did you think about?
5 ¥ H
Person endarses thoughts of suicide and has thought of at least one method Recent: Past 1 month ©Ye Wi |
Active Suleidal g, ing the assessment period. This is different than a specific plan with I yes
ldeation with  Gre place or method details worked out (e.2., thought of method to kill =
Any Methods .o bt not a specific plan).
{Not Plan)
without Intent Includes person who would say, *I thought about taking an overdose but |
. never made a specific plan as to when, where or how | would actually do it
and | would never go throush with it.”
4. Have you had these thoughts and had some intention of acting on them?
When you thought about making yourself not alive anymore (or killing yourself), did  Lifetime: Time they Felt Most Suicidal ‘O Yes O Mo ‘
you think that this was something you might actually do? This is different from
having the thoughts but knowing you wouldn't do anything about it Recent: Past 1 month ‘O Yes C Mo ‘
Active Suicidal Ideation :::l?ve su\c\d‘altﬂ’mtufhls :f Iqlhng:r‘:se\fha‘:d person re:ntns-‘ ; If Yesb.e ‘
B SIS IEM MY i =ome infenk to ack on such thoushs, #= opposed lescribe:

have the thoughts but | definitely will not do anything about

em.

without Specific Plan:

5. Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry out this plan?

Have you ever decided how or when you would mgke yourself not alive anymorg!kw}L Lifetime: Time they Felt Most Suicidal |O T © Mo ‘
yourself? What was your plan? When you made this plan, was any part of you thinking
about actually doing it? Recent: Past 1 month |O Yes O No ‘
Active Suicidal Ideation  Thoushts of killing oneself with details of plan fully or partially Fyes,
with Specific Plan and ~ worked out and patient has some intent to carry it out. deseribe:
Intent:
T-least 3 Semost
. . O Vleast severe O O Bmost severe Lifetime:
Lifetime: Most Severe Ideation O 2 C 4 L
Description
Tleast 3
. O tleastsevere O 3 O 5most severe -
Recent: Most Severe Ideation O 2 O 4 -
Description
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Intensity of
Ideation

As mentioned above,
only complete
Intensity of Ideation
if patient answers
“yes” to question 2 of
Suicidal Ideation.

If this section is
required, it has to be
selected by clicking
the Intensity of
Ideation tab on the
left-hand pane.

In the Suicidal
Ideation section, if
the client only
answered “yes” for
Lifetime but “no” for
Recent: Past 1 month,
then only answer
Lifetime in this
section. If the answer
for Lifetime and
Recent: Past 1 month
is “yes” for both, then
complete all Lifetime
and Recent: Past 1
month questions.

If this section is
required, then ask
every question under
each sub-section (i.e.
frequency, duration,
controllability,
deterrents, and
reasons for ideation).

Overview of C-SSRS Lifetime Assessment Tool Continued

) Columbia Suicide Severity Rating Scale (C-55RS) Lifetime/Recent - PIMH Scheduling, Practice 17

VEHO G+ | @E 2

“Performed on: | 2020/02/12 = v || 1033 2] EST

* Suicidal Ideation/
Intensity of Ideation

Intensity of Ideatig

Actual Lethalty/h | Frequency:

Interventions

Additional Risk ar
Recent: Past 1 month

Duration:

How many times have you had these thoughts?

Lifetime:Time they Felt Most Suicidal |O Less than once aweek ) Once @ week

O 25 times in week © Daily or almost daily O Many times each day

|O Less than once a wesk  ©) Dnos s wesk

O 25 times in week © Daily or almost daily O Mary times each day

When you have the thoughts how long do they last?

Lifetime: Time they Felt Most Suicidal

Recent: Past 1 month

Controllability:

O 14 hours/a lat of time
O 48 howrs/most of day

O Fleeting - few seconds or minutes O More than  hours/persistent or conlinuous

O Less than 1 hour/some of the time

O 14 hours/a lot f time
O 48 hoursémest of day

O Fleeting - few seconds of minutes 1 More than 8 hours/persistent or continuous

O Less than 1 hour/some of the time

Could/can you stop thinking about killing yourself or wanting to die if you want to?

Lifetime: Time they Felt Most Suicidal

Recent: Past 1 month

Deterrents:

Are there things - anyone or anything

Lifetime: Time they Felt Most Suicidal

Recent: Past 1 month

Reasons for Ideation:

(O Easiy able to cantral thaughts © Can control thoughts with some difficuly  © Unable to contral thoughts
(O Can control thoughts with litle difficulty € Can control thoughts with a lot of difficuly ) Does rot attempt to control thoughts

() Easily abls to contral thaughts ' Can contral thaughts with some difficulty ' Unabls ta control thaughts
O Can control thouahits with lite difficulty O Can control thoughts with a lot of difficulty. ©) Does not attempt to contral thaughts

(e.g. family, religion, pain of death) - that stopped you from wanting to die or act on thoughts of completing suicide?

O Deterrerits definitely stopped vou from attempting suicide  © Deterrerts mast likely did not stop you
O Deterrerts probably stopped pou O Deternerts definitely did not stop you
O Uncertain that deterrents stopped you O Does not apply

) Daterents definitely stapped you fram attempting suicide O Distements most likely did nat stop you
O Deterrerts probably stopped pou O Deterrerts definitely did not stop you
O Uncertain that deterrents stopped you O Does rot apply

What sort of reasons did you have for thinking about wanting to die or killing yourself? Was it to end the pain or stop the way you were feeling (in other words
you couldn't go on living with this pain or how you were feeling) or was it to get attention, revenge or a reaction from others? Or both?

Lifetime: Time they Felt Most Suicidal

O Complately to get attention, revengs: of a reaction from athers

O Mostly to get attention, revenge or reaction from athers

() Equally to get attention, revenge or a ieaction from others and to end/stop the pain

(' Mostly to end or stap the pain [you couldr't o on living with the pain or how you wers fesling)

(O Completely to end or stop the pain [you couldnt go on living with the pain or haw you were feeling)
O Does nat apply

(O Completely to get attention, revenge of & reaction from athers
O Mostly to get attention, revenge or reaction from athers

() Equally to get attention, revenge or a isaction from others and to end/stop the pain
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Overview of C-SSRS Lifetime Assessment Tool Continued

Suicidal

1) Columbia Suicide Severity Rating Scale (C-55RS) Lifetime/Recent - PIMH Scheduling, Practice 17

VEO s BT 2

*Performed on: 21w = EST
Ask all sub-sections % Suicdal deation/ Suicidal Behaviour

. Intenstty of Ideatic  Check all that apply, so long as they are separate events; must ask all types
(i.e. actual attempt, P ittemats

Behaviour

interrupted attempt, nlervertions A potentially selfnjurious act committed with at least some wish to die, as a RESULT OF ACT. Behaviour was in part thought as a method to kill onself. Intent does not have
Addiional Riskar £ be 100%. If there is ANY intent/desire to die associated with the act, then it can be considered an actual suicide attempt. THERE DOES NOT NEED TO BE ANY IMNJURY
aborted or Self- OR HARM, just the potential for injury or harm. If person pulls the trigger while gun in mouth but gun is broken so no injury results, this is considered an attempt.
. Inferring Intent: Even if an individual denies intent/wish to die, it may be inferred clinically from the behaviour/circumstances. For example, a highly lethal act that is
mterrupted attempt, clearly not an accident so no other intent but suicide can be inferred {e.g. gunshot to head, jumping fram window of a high floor/storey]. ALSO, IF SOMEONE DENIES
INTENT TO DIE, BUT THEY THOUGHT THAT WHAT THEY DID COULD BE LETHAL, INTENT MAY BE INFERRED.
and preparatory acts Have you made a suicide attempt? etime [0 Ye: O o || Touthumber [ |
. Have you done anything to harm yourself? Have you done
or behaviour). anything daneerous where you could have died? At | Pt Manths (O es Cto | Totsbumber [ ]
What did you do? G fyes I
. vt Did you ___ as a way to end your life? .
describe
Ask the patient to Did you want to die [even a litte) when you __7
: = i ?
pl‘OVlde the total ”Wer.e you try"mg.tu end ym\]r life when you __? ‘
OR Did you think it was possible you could have died from __7 el o
8 o8 S ¥ N
number of suicide . litine | [O 7= i |
Or did you do it purely for other reasons/without ANY in Past 2 Months ‘O Yes O Mo |
attempts or acts/ intention of killing yourself (like to relieve stress, feel Non-Suicidal
o . better, get or get ing else to )i Self-Injuri
behaviour if the S T (s

Behaviour  gescribe

patient answers

13

. Interrupted Attempt:
es”. If the patient
y 2o p When the person is interrupted (by an outside circumstance) from starting the potentially self-injurious act (if not for that, actual attempt would have occurred).
”
answers “yes” then

Overdose: Persan has pills in hand but is stopped from ingesting. Once they ingest any pills, this becomes an attempt rather than an interrupted attempt.
Shooting: Person has gun pointed toward self, gun is taken away by someone else, or is somehow prevented from pulling trigger. Once they pull the trigger, even if the

aSk for a dCSCI‘iptiOH. gun fails to fire, it is an attempt.

Jumping: Person is poised to jump, is grabbed and taken down from ledge.

Hanging: Person has noose around neck but has not yet started to hang - is stopped from doing so.

If the paticnt answers Has there been a time when you started to do something to time: ‘O Yes C Mo | Total Number l:l
end your life but someone or something stopped you before
“yes” to actual you actually did anything? nterrupteg | 7e5t3 Manths [0 Ve: C Mo | Towtnumeer [ ]
Attemp
attempt, then o

describe

complete this section
Aborted or Self-Interrupted Attempt:

When person begins to take steps towards making a suicide attempt, but stops themselves before they actually have engaged in any self-destructive behaviour.

and then proceed to

the Actual Examples are similar to interrupted attempts, except that the individual stops him/herself, instead of being stopped by something else.
Lelhalily/Medica[ Has there been a time when you started to do something to Lifetime ‘O es O No | Total Number l:l
) try to end your life but you stopped yourself before you Aborted or EERE (- - ® Mo r—
Damage section actually did anything? self | | owbmter [ ]
o o Interrupted
(more information on Attempt Fyes,
gescnpe
page 9).
Preparatory Acts or Behaviour:
Acts or preparation towards imminently making a suicide attempt. This can include anything beyond a verbalization or thought, such as assembling a specific method
If the patient answers {e.2. buying pills, purchasing a gun) or preparing for one's death by suicide [e.g. giving things away, writing a suicide nate).
&G 22 l Have you taken any steps towards making a suicide attempt Lifetime ‘O Yes O o | Total Number I:I
no™ to actua or preparing to kill yourself (such as collecting pills Pri tory
s epara
attcmpt, thCl’l getting a gun, giving valuables away or writing a suicide Acts SZBBLETE ‘O e CLE | =TI I:l
note)? or
. . . . If yes,
Behaviour
complete this section o
and the assessment is I
. O Screen negative at this time
finished. |0 Low
Suu:lide FIHSk O Moderate risk
Ve O High sk

The suicide risk level
will be
autopopulated.
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Lethality/
Damage

As mentioned above,
only complete if
patient answers
“yes” to actual
attempt in Suicidal
Behaviour section.

If the Actual
Lethality/Medical
Damage section is
required, it has to be
selected by clicking
the Actual
Lethality/Medical
Damage tab on the
left-hand pane.

Ask the patient to
answer all sub-
sections if applicable
(i.e. most recent
attempt, most lethal
attempt, and
initial/first attempt).

If the patient answers
“no physical damage
or very minor
physical damage” for
actual lethality, then
potential lethality
needs to be
answered. Potential
lethality does not
need to be answered
if actual lethality is a
response other than
“no physical damage
or very minor
physical damage”
answered.

For this Actual
Lethality/Medical
Damage section to
be considered
complete, the
applicable sub-
section(s) has to be

Columbia Suici

Overview of C-SSRS Lifetime Assessment Tool Continued

duling, Practics

YEO|GE s s @E 2

“Performed on: | 2020/02/12 = v

* Suicidal Ideation,
Intensty of Ideatic
Interventions
Additional Risk ar

* EST

Actual Lethality/Medical Damage

Most Recent Attempt: Lethality/Medical Damage

Date :"

Actual Lethality/Medical Damage

O No physical damage or very minor physical damage (=.g. suface soratohes)

O Minor physizal damage (2. 0. lethargic speech, firstdegree bums, mid bleeding, sprains)

O Moderate physical damage: medical attention needed [2.0. conscious but sleepy, somewhiat responsive, second deares burns. blzeding of maior vessel)

O Moderately severe physical damage; medical hospitalization and fikely intensive care requied [e.5. comatose with reflexes intact; third-degree bums less than 20 of body; extensive blood loss but can recover, maior fractures]
O Severe physical damage; medical hospitalization with intensive care requited (e.g. comatose without reflexes, thid degree bums over 20% of body; estensive blood loss with unstable vital signs; major damage ta vital area)

O Death

O Behaviour not lkely to result in injury Likely lethality of actual attempt if no medical damage {the follawing
Potential |C' Behaviour kel to result ininjury but urlikely to sause death

Lethality O Behaviour ikely to result in death despite avalable medical care

Actual Lethality Level |:|
examples, while having no actual medical damage, had potential for very
serious lethatty: put gun in mouth and pulled the trigger but gun fals to Potential Lethalitylevel [ |

fire so no medical damage; lying on train tracks with oncoming train but

pulled away before run over)

Most Lethal Attempt: Lethality/Medical Damage

pae [ B[

Actual Lethality/Medical Damage

O No physical damage or very minor physical damage (2.9, suace scratches)

O Minor physical damage [.0. lethargic speech, first-degree burns, mild bleeding, sprains)

O Moderate physical damage; medical attention needed [e.q. conscious but sleepy, somewhat responsive, second-degree bums, bieeding of major vessel]

O Moderately severe physical damage; medical hospitalization and ikely intensive care requited [e.q. comatose with refleses intact; third-degiee bums less than 20% of body; extensive blood loss but can recover, major hactures]
O Severe physical damage; medical hospitaization with intensive care required (2.0, comatose without refleses, thirddegree bums over 202 of body; estensive blood loss with unstable vital signs; major damage ta vital area)

O Death

Likely lethait of actual attempt i no medical damage (the folloving Actual Lethaity Level ]
examples, while having no actual medical damage, had potential for very

serfous lethality: put gun in mouth and pulled the trigger but gun fails to ~ Potential Lethality Level |:|
fire 50 no medical damage; lying on train tracks with oncoming train but
pulled away before run over)

O Biehaviour not likelp ta result in injury
Potential O Behaviour likely to result in irjury but urlikely to cause death
Lethality O Behaviou likely to result in death despite avalsble medical care

Initial /First Attempt: Lethality/Medical Damage

el [ |E v

Actual Lethality/Medical Damage

O No physical damage or very minr physical damage (¢.9. suface scratches)

(O Minor physical damage (e.g. lethargic speech, first degree burns, mild bleeding, sprains)

O Moderate physical damage; medical attention needed [e.q. conscious bul sleepy. somewhat responsive, second-dearee bums, bleeding of major vessel)

O Modsrately severe physical damage: medical huspalization and kely intensive care required (&5, comatoss with reflexes intact; thirdkdegree buims less than 20% of body: sxtensive blood loss but can recaver, major fiactuss)
O Severe physical damage; medical hospitalizstion with intensive care requived (2., comatose without refleves, thid-degree burms aver 20% of bady: extensive blood loss with Unstable vial signs; major damage o vital ares)

O Death

® e o Likely lethality of actual attempt if na medical damage {the following

Potential | |C' Behaviour kel to result ininjury but urlikely to cause death
Lethality O Behaviour ikely to resul in death despite avalable medical care

Actual Lethality Level |:|
examples, while having no actual medical damage, had potential for very

serious lethality: put gun in mouth and pulled the trigger but gun fails to  PotentialLethalitylevel [ |
fire 50 no medical damage; lying on train tracks with oncoming train but
pulled away before run aver)
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Frequency of C-SSRS Lifetime Assessment Tool:
Mental Health Inpatients
e Completed within 3 days of admission to the unit
e Reviewed and re-completed as needed once every 6 months
Mental Health Outpatients
e Completed within 1 month of admission to an outpatient program
e Reviewed and re-completed as needed once every 6 months

All Other St. Joseph’s Program Areas

e Please refer to program specific procedure in the Corporate Policy: Suicide Risk Assessment and

Prevention
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Appendix B: Methodology and Frequency for completing the
C-SSRS Since Last Contact Assessment Tool

Since Last

Contact

Overview of C-SSRS Since Last Contact Assessment Tool

Ask questions 1 and
2.

J Columbia Suicide Severity Rating Scale (C-55RS) Since Last Contact - PIMH Scheduling, Practice 17

VEO|[wE 4+ s @E R
If qucstion 2 1s “no”’ *Performed on: al =1 &sT
then skip questions — Columbia Suicide Severity Rating Scale {C-SSRS) Since Last Contact

Q = 1. Have you wished you were dead or wished you could go to sleep and not wake up? O Yes O No
3,4, and 5 and as
Do you ever wish you weren't alive anymore?

question 6.

2. Have you had any actual thoughts of killing yourself? ‘o Yes O Mo |
Have you thought about doing something to make yourself not alive anymore?
If question 21s 3. Have you been thinking about how you might do this? ‘o Yes O Ho |
7 o0 Have you thought about how you would do that or how you would make yourself not alive anymore?
yes”, then ask What did you think about?

e.g. "l thought about taking an overdose but | never made a plan as to when where or how | would actually do it,.and | would never go through with it.”
Details | |
6. 4. Have you had these thoughts and had some intention of acting on them? O Yes O Ho |

‘When you thought about making yourself not alive anymore (or killing yourself), did you think that this was
something you might actually do?

questions 3, 4, 5, and

ThC SU.iCidC riqk This is different from having the thoughts but knowing you wouldn't do anything about it.

level will be Details | \
5. Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry out  |O es O Mo |

autopopulated. e

Have you planned out (worked out the details of) how you would do it?
What was your plan?
When you made this plan (or worked out these details), was any part of you thinking about actually doing it?

Details | |

6. Have you done anything, started to do anything, or prepared to do anything to end your life? O Yes O No |

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn't swallow any, held a gun but

changed your mind or it was grabbed from your hand, went to a roof but didn't jump; or actually took pills, tried to shoot yourself, cut yourself, tried to hang
yourself, etc.

. ) (' Scresn negative at this tine 1 Review interventions
Suicide Risk |~ | o, ok

Level O Moderate risk.
O High risk.
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Frequency of C-SSRS Since Last Contact Assessment Tool:
Mental Health Inpatients
e Complete once per day
Mental Health Outpatients
e Complete once per visit/appointment
All Other St. Joseph’s Program Areas

e Please refer to program specific procedure in the Corporate Policy: Suicide Risk Assessment and
Prevention
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Suicide Care Management Plan

October 2019

Why are we
implementing the Zero
Suicide initiative within
NRMH?

e Toincrease client safety

e To Increase staff comfort, knowledge, skills and confidence
when intervening with a client who is suicidal

e To adhere to Accreditation Canada and their required
organizational practices for suicide prevention. Key areas of
focus are - identification, assessment, treatment and
documentation for those at risk of suicide

e To have a standardized approach to suicide prevention

e To have a formal suicide prevention policy

What if my client refuses
to complete the
assessment or screener
questions?

If your client refuses to complete the assessment or screener,
discuss this with your manager.

e For complex cases or clients you know will be more
challenging to assess, discuss this with your teams,
colleagues, and leadership, especially when there is high
risk for suicide.

e You are able to use a variety of ways to gather information
to complete the suicide risk assessment including
consulting with family, SDM or friends when possible and/or
reviewing the clients chart for past history.

Are we going to be
implementing the zero
suicide tools and
processes for all new
and existing clients in all
services?

YES - the tools are to be used with all new and existing clients.

By December 2019, 50% of existing clients in all services have
one SAFE-T-Protocol (full version assessment) on file

By April 2020, 100% of existing clients in all services have one
SAFE-T-Protocol (full version assessment) on file

By December 2020, all new clients in all services have one SAFE-
T-Protocol (full version assessment) on file

Exception: DBT clients conduct their own suicide assessment
protocols.

What if the screening
creates anxiety or brings
up negative emotions
for my client?

Zero Suicide screening is not meant to be a standalone entity. It is
part of the clinical appointment and provides opportunity for
important discussions, such as this. Explain to clients that this is
something that all clients are being asked to complete and
everyone is receiving the same assessment. Use the brochure to
help the clients know what they can expect.
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Can | ask the screening
questions with a new
client while their family
member is present?

Whether to include a family member in a discussion such as this is
at the discretion of the client and the clinician. There is no hard or
fast rule on this.

Will we be screening
family members,
groups, couples, and/or
geriatric clients?

There is no obligation to do screening with family members,
groups or couples. You are welcome to use these tools, if your
clinical judgment identifies a need.

The Columbia tools are validated for all ages, including geriatrics,
so we are to screen clients regardless of age.

Can | complete the
Columbia screening
over the phone?

It is at the discretion of the clinician as to whether to complete the
Columbia screener during a phone conversation. Clinically, you
may decide to administer the screener over the phone, because
the client has identified changes in their level of risk and you may
not have a scheduled visit in the near future or they decline to
meet with you in person.

Can | take a couple
sessions to complete
the Columbia lifetime
and/or SAFE-T
protocol?

YES - Do not expect to have to complete the assessments in one
session as it may take a few visits, depending on client needs.

What if the client
answers ‘yes’ to
Questions 1 and 2 on
the screener, but ‘no’ to
Questions 3-5? Do | still
need to ask Question 67

Yes, as this is a related but separate question specific to suicide
behaviours.

Can we start completing
the Columbia tools
electronically?

YES - all tools are uploaded into CRMS. Text boxes have been
added to the electronic version in CRMS that captures narrative
information. A request has been made to have the Suicide
Management Plan added electronically with an alert to complete
when a client has been identified as high risk in the SAFE-T
Protocol.

When do | use the
“Suicide Management
Plan” clients?

The Suicide Management Plan is something you would do with
your client when they are having suicidal intent/plan and are high
risk. If they are unable to say they can be safe right now then you
would get them to hospital, but the idea is to do the Safety
Management Plan with them first to decrease acute thoughts of
suicide.

This Plan helps to problem solve and identify a Safety Plan with a
focus on:
e Working with the client to identify strategies that would be
helpful right now
e Who are they willing to call that would help with distraction
or isolation

ZERO SUICIDE in Your Community: An implementation guide for community organizations
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e Problem solving barriers

e Assessing/removing lethal means

¢ |dentifying who they are willing to share the plan with
(family, friends)

e Their reasons for living

When do we use the
Suicide Management
Plan vs. the Crisis Plan?

The Suicide Management Plan is only used when clients are
assessed as High Risk (immediate response to acute suicide
risk).

Crisis Plans are used for clients assessed as Low Risk. Step 4 on
the SAFE-T protocol highlights possible interventions at high,
medium, low risk.

Suicide Management Plan does not replace the Crisis Plan.

Could the Safety plan
be a carbon copy
document?

Since the Safety plan is many pages long we are not able to have
this carbon copied. The best suggestion is once you enter the
information electronically; at the next visit with your client provide
them with the paper copy, or you may take a photo of the
document to input electronically and leave the client with their

copy.

Will the mental status
video links (tutorial) be
included? Where?

All documents including the training PowerPoint can be found on
The Vine Mental Health page site
http://collaboration.rmon.pri/Health/csd/cmhp/Pages/scmp.aspx

Do we need to upload
the Sl screener that is
used in every interaction
to the client file?

The Screener (and all other tools) are available in CRMS
electronically. The expectation is that you complete it directly in
the clients file in CRMS. Then you complete another
documentation note with the other information for that visit.

Should all screeners be
completed regardless of
whether the client
answers yes or no?

Yes - all screeners must be completed in CRMS, regardless if the
client answers yes or no.

What is SAFE-T five
step Evaluation and
Triage?

The SAFE-T five step Evaluation and Triage stands for:

1. IDENTIFY RISK FACTORS
Note those that can be modified to reduce risk
2. IDENTIFY PROTECTIVE FACTORS
Note those that can be enhanced
3. CONDUCT SUICIDE INQUIRY
Suicidal thoughts, plans, behavior, and intent
4. DETERMINE RISK LEVEL /INTERVENTION
Determine risk. Choose appropriate intervention to address
and reduce risk
5. DOCUMENT Assessment of risk, rationale

Note: cheat cards with this information will be available.
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What is the timeframe
for screening for new
and existing clients?

All existing clients to have a completed SAFE-T Protocol within 6
months, by December 2019.

All new clients within 30 days of onboarding to the program.
Screeners — To be completed at each subsequent visit with the
client unless you deem the visit to be an inappropriate time and
document rationale in CRMS.

How are we going to
continue to revise the
Zero Suicide
processes?

Ongoing feedback is welcomed. We encourage teams to include
Zero Suicide as a standing agenda item for ongoing discussion.
Evaluation of the project will be ongoing with regular check points
for feedback from staff, clients, as well as review of
documentation.

How is the SAFE-T
protocol scored and
what do the numbers
mean?

Note: this is for clients
with ideation only.

For the scoring - it is based on the client's responses and not on
clinical judgment. The score itself indicates a higher intensity of
ideation if it's a higher number. It's more of an FYI| or comparison
to previous screening for the clinician to consider as part of their
overall assessment of risk level. The SAFE-T Risk Stratification
algorithm is a tool and is not meant to replace clinical judgment.

Do we have to do a
crisis plan in addition to
the suicide management
plan for the high-risk
clients?

Yes, the Crisis Plan is something you do with all clients regardless
of suicide and is used for all potential crises (i.e. what helps and
what doesn’t, what are the triggers). These are developed
collaboratively with every new client upon admission to the
program, within 30 days and are reviewed regularly and updated
as the client’s situation changes.

ZERO SUICIDE in Your Community: An implementation guide for community organizations

225



-V SIqeL 718

orduwreg ¢-y 9[qe ], :$8999NG JO INSLITA]

-V 2IquL, ‘ypduang

UONJY :PIPPE 938 FUIMO[[O] 9} ‘VONIIS SUONIY JANDIIIIOT) 9} U]

(z vwn[od) -y 9[qE], :S[TeId(J ISNE]) J00Y] /STOIDE,] [ESNE))
(1 wn[od) -y 9[qe], :sodA 1, asnen) 100y
:u0N29s SISA[EUY 2sne)) 100y 9Y3 UT 958 SUIMO[[0] Y],

:S9qe1 SUTMOT[O]

o Ut 9391 papraord ore suwn[od asatp J03 suondo ot ‘S[[9d S WiF0J A Jo AurW J0J snuowW uMop-dorp sopraord WIoF SUNUO U3 A[IY A\

*2SNED 100F PIYNTIPT L3949 J0F pado[oadp
2q P[NOYS , SUONDY 9ATNIIIIOY),, . 'SIOOF, ) ALY SIA[ISWIY] SISNED JOOF St PIGFNUIPI J0U 9J 16} SSUIPUT JUEIHTUSIS "9ALY P[NOYS L1}
UDUA INDJ0 1 UPIP FO Pa3Fndd0 $s2203d o Jo s1red AYm JoA0dUN 01 IOYIIN UMOP [[HP PUE  JAYA\,, ST 01 SNUNTOD JUTPUL Y2 JO,]

‘wonens L399 ut A[dde 10U op ey suonsanb swos oq Aew 2391 JO ‘SISATEUE ) JO 9SINOD IY) FULINP I3FowWo Aew sSUIpuY pajdadxoun)
"WIT YO JOJ UWN[0D , SSUIPUL] SISA[eUY,, 9U3 UT 9sU0dsas € J2IUD 01 9INS 9¢] 'SUONIE ANIIIF0D J0J sonrunizoddo pue  (s)asned

1003, Suryo9s ur suonsonb pue sopmqrssod [[e FOPrsuod A[[n,] "9I1S IOUBIIXD 1 (JIUU07) UOISSItM0”) J1420[ $IT BO WIOJ UIUO Y} YSNoIyd
s1sATeue ue Sumirqns Jo voneredord UT 199YSYIOM B SB UIAD JO SISA[EUE 9SNED J00T B 1ONPUOD 01 0e[dW) STy} oSN UEd UONBZIUESIO Uy

‘sisA[eue 9sned 1003 & uT vopewioyur pue sdois oy
SuIZIuESIO UT Pre Ue PUk JUJAD U SuIZATeue J0J 91e[dwol € opraoid 01 popualul o3 suonsanb SISATEUE 47 SIT PUE JFOMIWET] O], 'SISA[eue
oNeWwsAs aA1sUIyardwod ¢ Jo opdwrexo ue sopraoid Ue[J UONJY PUE SISA[EUY 9sne)) J00Y FOJ YFOMIWE],] S UOISSTWO ) 1UTO( AT,

*SNOLLIDY HALLDOHYYOD ANV SISATVNY dSNAV]) LOOY 404 YIOMNHANVIH]

An implementation guide for community organizations

226) ZERO SUICIDE in Your Community



synsay Asdoiny

ISUOTIEDTPIIN

:sisouger(q

:ourpury, Surpnpouy uondosa(q IUdAY pPIreId

Py, 3oom 91 Jo Ae(q 1R

¢INDD0 JUIAD Y3 PIP USYM

NOILAI¥OSH INHAH

ueld-uonoe-pue-sIsA[eue-0snEd-1003-3UNINPUOI-YFOMIWEI] /9SLqeIeP-20FN0SI /$90IN0SIF /3I00Pa-apMs0Iaz / /:sdny :punog oq weds £dod rewisuo oy, HAH
o) £Q IUDWASIOPUD 2IMINSTOD 10U SIOP UOISIIA ST ], *SUONIY 9ANIIIIO)) PUY SISA[eUy osne.) 1003 J0,] YFoMdwes,] 941 woij paidepe uooq sey Juawmndop SIyl 18y} 210U 98|

“WIOJ ST} JO UOTMEINT JUDIFND ISOW I MOYS [[IM py [J92ULU07) U0ISSIti07) J120[ TBO PUNOJ YFOMIWILIJ 9 T, :FOWITL[ISI(T4

227

An implementation guide for community organizations

ZERO SUICIDE in Your Community



"2A0qE T# TORsan()
SISATeUY UT pais] $9ss9001d papuaiur
S WO UoNeAdp AUt [relop ur ure[dxy]

JPopUAITT S

IN220 10U PIP I
sso001d oy ut sdaas
Kue 93913 939 X\

‘uonsanb 1Xou oI UT PaFAIUD oq [[IA 2420 Ig]

uz paunaso daqy sv sdars ssao03d oy, :910N]

sourepmM3 A19yes pue uonuaadrd PO .
sornpasoxd

UONUIAIINNUT PUL JUIWISSISSE JSIT OPIOING o

[020103d UONEONUIPT 1UDID /[ENPIAIPU]  »

[000103d TONELOYTIOA IS

10} Pa3wWi] 30U 93¢ Inq “OpnOul

Kewr sdo1s ssao01d pouryop Jo soduwrexyg

*$98$2003d

ordnnw opnUT 01 PIIU ALl NO X

“JUIAD 9} JO W Y IE 199JJO UT SoUIOpPM3

30 ‘[o20301d ‘ompasoird ‘Aorjod oy £q

pautgop st sdois sso001d 1UBAIT o1 ISTT

émop
$s9203d papuaiur
U seA JBUA\

(1-v 219e.L)
S[Ie1d(J Isne))
100y /s10108

[esne))

(I-v ?19e,1)
sadA 1 asnen) 100y

s3urpurg
sIsA[euy

sidworg

suonsang)
sIsATeuy

#

SNOLLSANQ - SISATVNYVY dSNVD) LOOY

:£301STH O11eTyoAsJ /[edIPIIN ISt

An implementation guide for community organizations

228) ZERO SUICIDE in Your Community



o) Pa129JJE [OTIVOD S TONLZIUELSIO
O3 UTYIIM ST0IDE] [EIUIWUOIIAUD JBY A\

[EIUIWUOIATD
9[qE[[OTITVOD 1By X\

N3y, .

asnqe 20uLISqNG o

yse1 o1o[dwod 01 Surysny

STIRYs Sun[uny [eond xo[dwod Jo P
swoqord [euosIog

SBIq UOTNPWIJUOD /SSOUPUN( [EUONUINEU] o
[Se) UO sNd0j 01 AIqeu]
ondneJ .

soynpasord /sarrod
POUSIQEISD MO[[OF 01 IN[TE] o
woparoyg
:0) paywi 30U 938 Inq ‘opnpdur Aew sapdwexy]
“JUAD 91} 0F PANGLAVOD JEY) SJ0IOTJ
2ouewWFoyIod UBWNY PIIL[II-JJEIS SSNOSI(]

¢owI0dIN0
ST 01 JUBAJ[OF dTOM
$J0310¥] Uvwny 1LY\

225

ZERO SUICIDE in Your Community: An implementation guide for community organizations



uonoe oA jo odoos

o 2ALP d[oY [[14 UONBWIOJUT SIY T,

“FOUUEW JE[TWIS € UT A39§es Juarp 1oeduur

01 [enuaod oy 9ABY JLY) UONBZIULSIO
SU) UTIIA SEITE JIUI0 JO UOREIPNUIP]

¢swerdoxd Aep 10 [enUOPISOY .

:o[dwrexo JO,] *$90ULISWNIID FL[IUWIS FOJ SISTXD
renuaiod oy3 YOTYM UT SEIIE JOYIO [[E IS

quaddey

PINOD ST 259y m
uoneZIuE3I0

S UT SeIE

IS0 O3 3TE JEYA\

"Passnosip uw.\w JOU SJO310%} Y10 Aue STy

¢9WO2INO ST}
pasuanygur Apooxp
1Y) $3010%] JAYIO
Aue 03011 2794\

*$7918ESIp [eanieu o[dwexs

107 ‘$59003d [BUIOIUT DY) UT UMOPYEI]
€ 01 PAINQINUOD 1B} 25UEYD J0UTED
uonezuesIo oY) s3010¢] Aue Jnuopy

¢OW02IN0

o) PadUANTJUT
$J010%] [BUIIIXD
S[qe[[oTVOdUN JBY A\

“JUIAD ST} 03 d1ads aq pnoys asuodsax sy T,
*/ 1# uonsany) ur £[[eqO[3 930w PIssAIPPE
oq Aewr wonsonb sip 03 asuodsar oy,
Juowdmba
UO UONEINPI JO JO IFPIMOUY JJeIS
sonsst ooeds 30 Sunydry .
SJOIISIA JO SONIANDE SUIAJOAUT SYSTY o
syswr A1Inoos 3o £10Jeg
$901J30
UT p3edy 9q 10UUED 1B} Suised peoyIoAD) .
101 partw
10U 27¢ Inq ‘opnpur Aew so[dwex] OWOINO

¢2odINo
94l Pa3d9jje s1010t]

An implementation guide for community organizations

230) ZERO SUICIDE in Your Community



JXTW HS pue

‘[oA9] 2oudIFadxo ‘ones Suyyels s eaIE OIEd
SU} SUTWIFIIP O3 pasn ST s$9203d Jey A\
QW SIYI 38 PIINII0 JBYI IDUBISWNIID
[ensnun AUE 9JON] "JUSAD 93 JO dWin 9y}
1€ SNSU2d [ensn P Juofe sones SuyIeIs

¢[PAS] TEIPT L
oredwod Sumgels

[en10€ puE sones JulFels [espr SpnPU] [eT1O€ PIP MOL] 01
Sonssy
oourwrogiod Jjels 30 /pue Oped] .
sornpodoid pue
forjod Burdopiand pue SuienuopaId oYY, .
POIOPURT 9US JO I SIDAIIS PUE
93 93 30§ [eUOIssaj03d 938D I[EIY
poremSar v sem 1opraoxd oy JOUIIYN, e
SUFIOUO0D
oonoexd o odoos Jye1s 10 /pue Jopracid .
(¢wotp 91EN[EAd NOA Op MOY
pue dAey 33EIS o) Op saUAdwod
1y X)) Juswssasse Louajodwo .
SuruTen /UONEILOLID)
103
PpoIrw] 10U 93¢ Inq opnouT Aewr sojdwexy gsoniqisuodsox
‘poyrenb pue 1usredwon sy 33es oInsud 03 I12y3 303 Juazadwod
ooe[d Ut $9859003d 911 WO ITIWWOT) "IUIAD Apuormd
OU) UT PIAJOAUT sFop1aoid pue Jjels [[e pue pagienb
J0J SUIMO[[OF 91} UO UONEBWIOJUT 9PN[IUT Arrodoxd jyers sep 6
‘uerd
(1-v 21921
S[re19(J Isne)
100y /si010eg (I-v 219¢e.1) s3urpury suonsang)
[esnen sodA T, asne]) 100y sIsATeuy sidworg sisATeuy H

231

An implementation guide for community organizations

ZERO SUICIDE in Your Community



"W 9 1€ 109339 UI SIUIPMS pue
‘o20101d ‘ompasoird ‘Aorjod paugop woxy
(s)ooueprea odurwIoysod 10 /pue SurUIY)
[EOBIID UL SUOISSIIIO 9PN[IUT ¢89589003d
Ppa109dxo woxy suopeasp AJnuapr

01 diyszopeo] 103 ooe[d ur o3¢ s9s89003d
soue[RAINSs 2A00e0Id 1A\ oW

o 1€ suoneIAdp 2durwIrojrad Aue Jo oreme
drys3opea] sem 1UIXD JBYM O, *$9859003d
9 JO 9PISINO FO UMM Pa1dadxo

¢suonedadxa 300w
1U2A9 9}
Supmp 2duewIrojrad

se powsojrod J3eIs JOYIOYM dqIIISI(] J3eIs pr(q ¢l
“KrrernTuuey
[BIUDWUOIAUD put ‘Aouslodwod ¢IUDAD STY) UT JOIOBJ
JO UONEDHIIIA “BdFE S} O) UONTIUILIO FIY) ¥ S9UIZURUOD
9qII0S9P ‘PIsn 9JOM JJEIS JATIBUIA[E JT yons a1\ | 21
SWMIJA0 AJOIEPULIN
[oodieoy .
SuuTen ssor) .
10}
Ppa3tw 30U 278 Inq Opnpour Aew sapdwexy
“3urgyels JABUIOIE JO ISN S UONEZIUELSIO
(1-v 219e.L)
S[re1d(J Isne))
100y \ SJ010e A,H|< Oﬁﬁ—w.ﬁv wmﬁmmuﬁ—m.m_” mﬁOﬁ—mO—\—o
[esnen sodA T asne]) 100y sIsA[euy sidworg sisATeuy H
ot 9qmIds9(T Aanoe JUdID £S910UA3UNTOD
POSEIIOUT JO ‘JOYITAM PEq ‘SUI-[[ED S [ons Suygers
‘s1ST30 SUTIFeIs B SUIINP SOOP UONEZIUESIO s Jurreap
911 28U UO UONEWIOJUT 9pN[OU] 303 uerd oy st RN 11

An implementation guide for community organizations

232) ZERO SUICIDE in Your Community



“UONTZIUL3IO

a3 01 doyads sourPpms3 pue od0103d
‘ompaooird ‘Aorjod jo Loenbope pue
UONEBZIAN JJeIs 9qIIISI(] "I /SIDIATIS
Su103U0 PUE YUIWILIN ‘VONIPUOD
‘spasu U1 9 Jo Arewrwuns 2enbape

ue opraozd 01 JUIIOHJNS PUL FLI[D SEM ésnoniquieu)
(I-v 219e.1)
wmﬁavﬁ—” Ow—.ﬂﬂu
100y /si010e] (I-v 21qe1) s3urpury suonsang)
resnen) sadA 1 asne)) 100y sisATeuy sidworg sisATeuy #
(SUOREZIUESIO FIYIO WOIJ SITIWNIOP
‘P10D93 [EDIPIW “3°9) UONELWIOFUL
JUSID J[qE[IEAE I3 JUIXD TeYM O] SSNISI(]
*SUOMDEIIIUT JUDID SULINP PIsn SWwISAS ¢arardwon)
GOﬁNEHOwGM oﬂu @ﬁcoﬁw .m@mmquM& muuNHSUU<
[BUONEZIULSIO I 03 SUIPIOIJE ‘sTopraord ¢popaau
9F€D PUE $IIINOS [EFFIJOT OPN[OUL UM J[qE[IEAL
01 ‘W2l ) JO sFquIaW £q Passaddr UONBWIOJUL
pue ‘pazeys ‘poro[dwod o7oM SIUDWSSISSE A3esS200U o3 [
30 Ut SUTU9IDS JUSAD FIYIIYM SSNOISI(] SeA\ 99X39p JBYM O, $1

233

An implementation guide for community organizations

ZERO SUICIDE in Your Community



Sum1as pue [9A9] MO VAN .
siutod $$0139 Jo uoNEN[EAT] .
Sunsa Qiqipne wrery .

‘01 pajrwy] 30U 97 Inq

(1-v 219ve.1)
S[re3xd(y asne)
100y /S30108,] (I-v 21qe1) s3urpury suonsang)
[esnen) sadA 1 asne)) 100y sIsATeuy sidworg sisATeuy H
‘opnpur Aewr sojduwrexy dopm
UONEZIUESIO PISSAIPPE SPasu $s2003d
982U} 9TE MOY] ¢SYSIF [LIUDWUOIAUD ¢INO POLIIEd
21E3NTW PUE SPaaU $$9203d 21EN[EAD Suraq sassanoxd oy
01 95e[d UF ST POTIOW JO [00) VONEN[BAD
T : 703 JUSWUOIIAUD
1B\ "O[EIS [6qO[3 9FOW B UO 9# UORSINY) ud
ur 9suodsox oy 01 938[2330d Aew asuodsax [PIsAY
STUT, "JUSWUOIIAUD JUSI[D 9} 23eurW aendosdde
Aoanoeoid 1ey sassad01d 1opIsuon) o s seA\ | 91
Joy10 1wedHIUSIS 1o /pue ‘s1roddns
PayRUDPT ‘A[Urey YUSND JO JUSWIA[OAU]
UONEIUNWWOD JJO-PUEY [EUTIIXD
put [euraiur Jo vona[dwod 1odord .
*210 ‘A3o[ouTuro)
‘SUONTIAdI(qE ‘SIOIFIEq [eIm[nd /oFenue|
01 Pa1E[2F SSUIPULISIOPUNSIIA o
UONEWIOJUT
£99 30 wopEdTUNWIWIOD JO JuTwUn 9T,
:orerrdoxdde
st ‘osuodsor 1ok ur SUIMO[[OF O} FIPISUOT) ¢orenbope
*JOIIIU YO¥[ I JO UORELITUNTWIOD syuedpnied
STUOTIID VINLIM [eqIdA JO Suowre
UONEN[EAD SPN[OUT P[NOYS UOHEIIUNWWOD UONEI[UNWWOD
0) pare[aI $3010¥ JO SIsA[euy sToordop reym 01, | G

An implementation guide for community organizations

234) ZERO SUICIDE in Your Community



sonsst A .
SSO[ JOMOJ

uononnsuod AMoe,] .

(I-v 219e.L)
S[Ie1d(J Isne))
100y /s3010€

Jesne))

(1-v 219v.1)
sodA T, asne]) 100y

s3urpurg
sIsATeuy

siduwros g

suonsang)
sIsATeuy

Suruue[d UOISIOAI(]  »
owm umop yandwon .

101 PATWI] JOU
93e Inq ‘Opnur AewW sasu0odsar apow an[re,|
£ouoSrowo [EIIPITA] e

frensed ssejy .
JOISESIP [BUTNIXY o
L2175 I

:0) polIWI] 10U 93¢ INq OpNIUL

Kewr sosuodsoar LouaSrowry ¢(uowoadord
JUDI[D JO VONINPJE TN ‘SADUIFFOWD
[ero1ARYRq ‘osuodsox prdes ‘onjq opod ypow
“3'9) £Louonbazy ey 1€ pue paronpuod
U29q 9ALY S[[IFP PUE STONENTEAD

£1978S 1M UUIAD ST} 03 PAIE[Y

"JUDAD O} 0) TONIUUO0D Ul asuodsas opow
arnrey 10 AouaSrowo [enIdE UE 01 onp

¢pa1sa1 pue pauueld
1u29q 2AeYy sasuodsor
opow-oIn[rey pue

$$9203d p210odxo UT SOJUBIIEA 2QIIOSI(] KouaGrowo 1y 31
¢paRUap!
Asnoraazd 10U sem JeT) JU2AD O UT
POAJOAUT YSIF [LIUIWITOIATUD UE I SEA\
@SS [BIUSWUOIIAUD 170d0F 01 MOY MOUY GSYSTF
J3¥18 $20(J ¢suonem3as ‘suonesyads [EIUDTUUOTIATD
‘S9P0J 199W JUSWUOIAUD 1UITIND I SA0(] Aynuapr 01 20e[d
“SIUDWISSISSE JSIT [LIUSWUOIIAUD AJRUIPT ur oge swalsAs 1eyp\ | L]

235

An implementation guide for community organizations

ZERO SUICIDE in Your Community



(1-v /19e.1)
S[Ie19(q Isne))

100y /si010e g (I-v 21qe1) s3urpurg suonsang)
resne) sad£ 1, asne) 100y sIsATeuy sidworg sisA[euy #
dryszopes] soo(] ddururen o Surpnpur

$921M0s93 pasmbox 703 popraoid diyszopesy
SE JWFey JUDI[D JOJ NSIF 9oNPIJ O)
sornseaw sunuawadwr Jo5 AIIqeIunodde
arensuowap drysiopes] s20(]

‘syuond £193eS JUATD
JO WNNUNUOd Y}
ssoxppe drysIopea]

SO0p MO

1c

UMOUY

ST STY) MOY] SSNISIP UONEI[UNUWIOD O}
SJOTIFEq OU 93 9391 JT *(UONELITUNWIOod
AV S -1sonboy Guowssassy ‘punoidyoeg
‘uonenIg Jo Isn ‘3-9) SISTITEq UMOP

jE21q 01 UIYE) FJUTq $AINSLIW 9} AJNUp|
*£31A19® J93F0M-0D 130d23 01 20UBIINIF

JO UONEPTWNUT [eNpPrsoF O[dwexo Jo,]
“UONEZIULSIO ) AQ PIYNUIPI U2I] ALY
1Y) STOALSOTLD FUOWE UONELITUNIOD
9AN29339 01 s3dTHIeq dy1dads aquIdsa(]

$SI010EJ

s renuarod

JO UONEITUNUIWIOD
01 sIoTITEq

3 238 JBUA\

0C

dparuowordwr soSueyd o3t MO .

@o8ueyd 10§ suonsaFans sokodwo
$$900€ JO J[SIF JO SEaFE JNUIPT O3

spoypow ysiqeIss diysropes] so0p MOF]
¢IOIABYDq

oandnisip ssorppe diysiopes] soOp MOF{ e
¢f1o7es pue ormIMd

2INSEIW UONBZIUELSIO 9Y) SOOP MOF{ o
ésonfea
£yoges pue armIMd S UONELZIUESIO

o Arensuowap diysiopesa] S90p MOF{

aseare

snewaqoid 10 suonenyrs Aysix Surpresor
JJ1S WO3IJ SSUTUIEM PUE ‘SUONSIS3ns 9Fueyd
98JN02UD 2JMIND [[EIIAO0 U} SOOP MOF]

SUOnINPaJ

ys1r 330ddns ormand
S UONEZIULSIO

9} S90P MOF]

6l

An implementation guide for community organizations

236) ZERO SUICIDE in Your Community



"2ITINJ SY UT SIUIAD ISTIAPE [enuajod
a1ednrw dpoy ued 1eyy wasds £3o[outpan [eapr

¢2IN3INg 9} UI SYSI
20Npo3 0) PAUSISOPoI
JO paoNponul

o1 2qIIdSI(T 'USISIPAF 30 voneIudwduwr 2q £3oouyoa
303 sued armng Lue 9qIOsa([ 1YSIw MO $Z
¢suoneoyyads st
JO opIsINO pasn £30[OUYD] I SBA\
JIUDTWUOIIAUD PUE MO[JYFOM ]
PIM [[oM Fom A30[OUTDA O PI(T  »
dSOx[eISTI
[2182-01-4S¥9 JO SJOIID SN IZIWITUTW
0] poudIsop A30[OUYD9) O) SBA\ e
:UO Os pue
9uowdmbo jo feuonouny ‘syo1oey
uvewny jo 1oedwr ‘Aousrodwod ¢popuaT
,wﬁcﬁﬁ ‘uoneonps 03 anp ssaooxd st pasn £3ojouyda
P2102dx2 93 UT S90UBIIEA 9qIIISI(] S[qe[reat sex\ | €7
("030 “oonoead
paseq-20uapIad ‘Surderd o[o1/uonemuIs Jo
asn ‘SIS SURUTY) [e2NTId ‘soruatadwod dpasoxdur
3'9) "JUDAD 01 DIUBAI[I SII SSNISIP PUE 5q Suturen 207AT98
Pa1EN[EAD 93T JJEIS Y JO SPISU UOHEINPD -UT PUE UONEIUITIO
SuT0SUO PUE TONEIUDLIO MOY IqIFISI(] ued MO d
¢SUonIpuod

¢systx parodoas SUIMO[[O] SISATeUE AU WOIJ
SUTWWAIS SUONDE JATIDIIIOD ILIMVNUIWOD

snopiezey 9yesun
pue ‘syuoAd
ISIIAPE ‘S[[BD SO

237

An implementation guide for community organizations

ZERO SUICIDE in Your Community



T T DOy

O WO TOMOY

TH W TOmOY

T WO TOmOY

T Wi oY

ZH WO TGOV

TF WO TomoY

SNOLLDV HALLDHYHOD

ZERO SUICIDE in Your Community: An implementation guide for community organizations



TABLE

Action Item #8:

ZERO SUICIDE in Your Community: An implementation guide for community organizations



‘ue[d UONOE PUE SISATEUE 2SN 1003 SIY) SUTJO[OAIP UT PIFIPISUOD 2I9M 1L} SI[ONFE [BUINO[ PUL SY0O(] [[E 231

AHAVEOOITIIg

An implementation guide for community organizations

ZERO SUICIDE in Your Community



10€ 9Fesun A[[eUONUIUT JO [BUTWII))
£ouaodwod 10 1PYOp Spa[mouy J3eIg
PEOTFOM JO UONIELRSIP ‘VONUINEBUT On3ne,]

$3010%]
2ourwIoyIad J3eIg

xo[dwod F0 JUSTOPFOUT MOTFIFO A\
£39A0093 30339 JO YoUr|
130ddns vorsop jo yoe[ 30 ‘suondnirnul ‘saPUEPUNPF $$203d JO JOET

$3012%J $59003d /3se],

UDIPPIFIAO PI[ESIP ‘PIDUIIS SWFE[Y

SuIssTW ‘SUONINIISUT SUTPqE |

UONIIUUOISIW ‘TWONDI[IS 109FF0UT ‘VONIUNJ[EIA!
UONTWIOJUT JO AIIqereay

Amqerodoraur woisks

s3010e3 1T /A[ddns

‘(uonewzoyur Jo Aedsip Surpnpour) sanssy 20eyrUT/AB[dSIp se yons sonsst £30[0UY29) VONEWIOJUT YIEIF] /o149 ruatdmbyy
Lpqerreae 3o swopqoxd sarddns 1onpoxd 10 9o1a0p Quotndmbry
Surdoayesnor “OouruaUTEI $3010%
953015 ‘SUOREI0] ‘USISop ‘AIqereat 2oedg [PIUIWUOHATY
*219 ‘TONIPUOD FUIFOO[] ‘BUNYS “OSTON]
UONEWIOJUT JO UONEIUISII ]
UONBWIOJUT JO UON®IdIAINUISTA]
uonewsoyur Jo AIIqereAy
£oe39)7] 30 98en3ue]
93D JO UONISUEI) JJOpPULY SULNP UONEIIUNWWO)) 5701003
s7opraoxd pue ‘Jyels ‘swied) SUOWE PUE UIMII] SUMOPYEII] UONEI[UNWWO) UONEITUNWIWO))

s[reIa( Asne)) 100y / sio1oe] [esne)) sadAy asne) 100y

SHdSNV) 1LO0Y ‘I-V

TIGV,],

241

An implementation guide for community organizations

ZERO SUICIDE in Your Community



e10¢

KeIN "()°7 uo1s42, ‘pry aayudo)) — }S17 40300, SUngLiyuo) ys4 "weidold L19yes juaned osudjo Jjo juowntedoq swoay paydepy

£1a7es JUaTD 01 JudUNTWWOD diysropea|

93N [ETONMINSUT /1ewrd 20B[d¥T0 A\
Suyyels
Surpnpur 130ddns 2210523 9praoid 30 /pue wqoid UMOUY B 199730 O IN[TeJ [2AI[-[EUONELZIUELSI()

dryszopeay /ormmo
[euonezZIuesI()

UONEWIOJUT A78$S909U opraoid 01 ain(re,]
worqord umouy € 1093302 Jo Sungels aerdordde opraoid o1 ainre,]

Joa3 y2¥[ 30 23npadoid /sardrod /samns aepdoiddy
Sururen jye1g
sJo1ARURq Suneprunur 30 2AndnIsi(q

$J010®J 9DIOJFOM
/430s1a30dns
/YUOWOSEURI

JUDI[D 93e3Ud 01 IN[re,]
JuowFomodwd JO Yo

[Ppow [eIudw pazeys JO y2¥[ Foraeyaq aandnisip ‘dn Suryeadg

SJO10E} WeoJ,

An implementation guide for community organizations

242 ) ZERO SUICIDE in Your Community



7uowdmbo dn Sumos /Surwwesdord uaym jyess 303 SUONOERSIP
sgonaensIp aaowas Suawdmba dn Sumos /Suruwressord 103 swoos 1omb opraoig 20NPaJ /ILUTWIH
SUONEIIPOW

*A1[eproms 103 SIF Y31y 1 SIUI[D F0J s13ofe yndwod as)

nwuﬁoawuﬁ.@ﬂﬁu 2rem1JoS

“Aep oy Supnp yeod SpLOFOM TIYM ISISSE 01 I[(B[IEAL JJLIS 1LO[J OeJA

peorjFom Ut
95¥2109p /3ulIFels UT 958dIdUT

“UONE[NUWIO] fouepunpoy SUonOY
SIF pue SUTU970s YSIF oprms 239[dwod Apuopuadopur 01 SISINU PoFdISIFoF OM] 9S[) JeIpaWINUY
"PoOUE[Eq 97 PEOTYFIOM PUE FUPJEIS 9FNSUD
9uowrdmbo papoou aseypind {(uonoe pue stsAfeue osned 1003) $s9003d )Y AP dryszopeoy

170ddns gyels (I 10€IIUT PUE SUONEN[EAD A19JES JUSID UONEZIUESIO UT 91edonre

£q yuowoA[OAUT J[qISUE],

$IDTAIIS
STSIFO SUT[ED 92UDIIJTOD FOF SIITAIP 2U0YdI[o) JO [OPOW PUE IeW Y} IZIPFEPUEIS

ss2001d 30
yuowrdmbo wo azrprepuelg

(£poo3300 NsEd

*ss9203d © ur sdoas Aressodouun srowY sso201d A3pduurg S wrogsad
01 FOqUIDWIOF
01 suewny Uo
(wonouny 0URIDF
‘wono[dwod 91eINIIE 2INSUD 0 [00) FUTUIIFIS DTUOFIIIO VO SUNXII-09F] NeUTWIH] | SUIdIO0]) [0FUV0D JUHFIIUISUT ssa[ oxmboz
Sunsy sy[se3 989y )
{001 SUTUD2IOS I[SIF OPIDINS JIUOIIIID JO SIS INSHINIY WIOFIJ A[IqEsn YIIA S9ITAIP MIN]
*S[[€J JUSI[D 2oNPIT O) STOOP FUISUIMS JO SUIPI[S sagueyd SUonOYy
pazomod m SuTp[Ig 9y3 OIUT DULIIV JTIYD UTLW d) I STOOP Surajoads 2de[doyf |  jueld [earsdyd /Tesmooiyory 123uong
ordwexy £30391e) UONOY | ISUING UOIOY

HILONHY4LS NOLLDVY ¢~V

TIGV,],

243

An implementation guide for community organizations

ZERO SUICIDE in Your Community



‘vorsstwrad ym paonporday ‘G0z ‘uonepuno,] A195eg
JUDI) [CUONEN] (VN ‘OISO UV[] JUd24] 0F SHOLIE pup Soskiouy asnp”) J003] Turoidul] ;7)Y "UOWEPUNO,] £19Jeg JUSI) [EUONEN] :90IN0g

039y popraoid oxe sojdwrexy] JpdC] ¢ S[001 ©oF /90! /SI0P /A0S BAAIOJLSIUOID MMM / /a1
‘£19J€G JUDI[7) JOF FU)) [CUONEN] VA /00, Sislput asnv) 1003 GO PIseq dJe SIF0SLD PUE S[IAI] AYDIEIINF] UONIY :9DUIYIY

(£poorzod
3sel o3 wirojIad
01 JoquOWDF O}

‘ued £3o§es s U € JO 9TESN 1093701 ILNSTOWI(] Surures],
7 suBWNY UO 2JOW
o170d /wnpuesowow
A[o3 syse1 9soyT)
“[001 SUTU2IDS YSIF IPIDINS JTUIIIF ISOW J{IIYD 0) FIUUISWY /ompasord moN
"S[9qE[ UBORNED JO SWIFE[E J[qIPNE s3urure \\
[Pq¥] vor [¢ 2[9’P0t PPV : SUOHIOY 3993
“ue[d £19Jes o1 SMITADT :
uoszad sotpout Guarp oy YPm uerd £195es oy s91€910 A[oAneIoqe[0d vosiad au() 294D S[qno(T
UONEIIUNIOD
SOINSLIW UOMDIAISII SULIW [BU39] d13199ds-1U1d IYSIYSTH ‘UONTLIVIWNIOP PIDULYUL]
“JeWIO0J JJOPULY] JUDI[D PIZIPFEPULIS € IS $]002
([rewro) UONEITUNITIOD J[HOFDII[ Isnf 10U PUE VORELI[UNTIWOD [EQFOA PIEPULIS 9S() | UONEIIUNWITIOD PIZIPILPULIg
"UONEZIULSIO SOYI[EpUNOS
913 UT JOUIOUE JUO 0 IXoU (SWIOJF [ S YoNns) SoyI[e-J00[ 9301S 10U O( PUE -3{00] ICUTWI[F]
*A1[epIoIms J0J JSTF YSTY 1€ JUDI[D B FOJ ISII9YD € 9s) SPTe 9ANTUS0D /IST9Y D)
SUONBAFISO

PUE SUOISSIS JOYSIIJOF
“3ugorrqop pue sonbprrd TONOE-101JE PIM JUITWUOFATD uopenwrs | drporad M Sutures) paseq

© u1 ([e330303 9rerrdordde ue soA10297 JUTD 93 FUPNSUD) $JFOPUEY JUIID IONPUOT) | -TONE[WIS SUIsn TONEINPH

An implementation guide for community organizations

244 ) ZERO SUICIDE in Your Community



pa19[dwod syuowssasse

$98¥2 () $9SED ()OS UBY) 1918II0)
$98¥D ()G $95¥2 ()OS O3 101
$98¥D ()¢ $9582 ()] 03 ()¢
$98¥2 3O 0,001 $ISED ()¢ UBY} JOMI,]
ordureg azrg uonendog
71§ TTIWVS "H-Y TTAV.L,
“UONEWIOJUT

9} 199[[02 03 YIIYM
woiy vonemdod

P233N200 2ABY P[NOD
JU2AD 1) UIIYM UT

[STH OPI2INS JO Joquinu Y J, U1 o AJnuopy | sentunmizoddo o [y | JoreUTIIOUd (T
$907A79s £oU23FOWD /STSTAD ¢Supmseaw nok
0l QOGSHOQmGNﬁ ur pajnsax ¥ uNLB|QOﬁm®,DT paJnseowa mcﬂoﬁ
1Y) STUDWUSSISSE YSIF OPIIING of1oads € YSY | SIU9AD JO JoqUNU 9], JO1eIOWINN]

srdwrexy

PaynUap]

paugeq

e d uonder]

SSHODNS 40 HINSVANN "¢V

TIGV,],

245

An implementation guide for community organizations

ZERO SUICIDE in Your Community



‘ordwres o) UT PUNOJ 93¢  $I1D9JIP,,

OU JT 9JUIPIUOD 0/,G 6 YA (0/,()] POST M 2391]) IUNOWE PafTIads & ULy SSI] ST 91BF ,109J9P,, 9 181 $9skd Jo o[duwres & woiy Les 01 o[qe
9q 01 papaau az1s o[dwes o SUTWIANIIP YIIyMm spoypowr surdwres sdueinsse Aenb ursn paurwalop seam ASojopoypow surduwes oy T 4

: An implementation guide for community organiza.

246) ZERO SUICIDE in Your Community



	Acknowledgments
	Table of Contents
	Executive Summary
	Introduction
	Plan 1.0
	Plan 2.0
	Do
	Study
	Act

	Screening tools selected: 
	Zero Suicide project plan comlete 3: Off
	Zero Suicide project plan comlete 2: Off
	Zero Suicide project plan comlete 4: Off
	Zero Suicide project plan comlete 5: Off
	Zero Suicide project plan comlete 6: Off
	Zero Suicide project plan comlete 7: Off
	Zero Suicide project plan comlete 8: Off
	Zero Suicide project plan comlete 9: Off
	Caring contacts delivery: 
	Caring contact delivery process: 
	caring contact message template: 
	Zero Suicide project plan comlete 10: Off
	Zero Suicide project plan comlete 11: Off
	Identify action item that will be implemented to improve just culture 4: 
	Identify action item that will be implemented to improve just culture 5: 
	Identify action item that will be implemented to improve just culture 6: 
	Zero Suicide project plan comlete 12: Off
	Zero Suicide project plan comlete 13: Off
	Zero Suicide project plan comlete 14: Off
	Zero Suicide project plan comlete 15: Off
	Zero Suicide project plan comlete 16: Off


