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Suicide Prevention Resource Center

Promoting a public health approach to suicide prevention
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The nation’s only federally supported
resource center devoted to advancing the
National Strategy for Suicide Prevention.

Learning
transforms
lives. WWW.Sprc.org
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Zero Suicide

WHAT IS ZERO SUICIDE?




"‘5
. JI Zero Suicide is...

= Embedded in the National Strategy for Suicide Prevention.
= A priority of the National Action Alliance for Suicide Prevention.
= A focus on error reduction and safety in healthcare.

= A framework for systematic, clinical suicide prevention in
behavioral health and healthcare systems.

= A set of best practices and tools including www.zerosuicide.com.
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The Dimensions of Zero Suicide

Continuous

Create a leadership-driven,
safety-oriented culture

—_—
Pathway to Care

* |dentify and assess risk

T * Use effective, evidence- l

based care

Approach
Aend

* Continue contact and
support
@

Electronic Health Record

Develop a competent, confident,
and caring workforce

Improvement

Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved



Resource: Explaining Zero Suicide

NaTiONAL ACTION ALLIANCE FOR SUICIDE PREVENTION

Zero Suicide is a commitment to suicide prevention in

health and behavioral health care systems, and also a specific

set of tools and strategies. |t is both a concept and a practice.

Its core propositiona ars that suicide deaths for peopls under cane are praventable, and that the bold goal

of zer suicides amaong persona receiving cars is an aspirationsl challenge that health systema should accept.
The Zaro Suicide approach ima to improve care and outcomas for individuals at risk of suicide in health cars
gystema. |t repressnts & commitment to patisnt safsty—the most fundamental responsibility of health cars—
and also to the safety and support of clinical staff, who do the demanding work of treating and supperting
suicidal patients.

The challsngs of Zaro Suicids is not one to be borme solely by thoss providing clinical care. Zero Suicids
relies on a systam-wids approach to improve outcomes and close gapa rather than on the heroic efforts of
individual practitionars. This initiative in health care systams also requires the engagemant of the broader
community, especially suicide attempt survivors, family membera, policymeksrs, and researchers. Thus, Zamn
Suicide i & call to relentle=aly pursus a reduction in suicide for those who coms to us for care.

The programmatic approach of Zero Suicide is based on the realization that suicidal individuals oftan fall
through multiple cracks in a fragmentad and somstimes distractad health cars systam, and on the premiss
that a systematic approach to quality improvemant is necessary. The approach builds on work dons in several
health care organizetions, including the Henry Ford Health System (HFHS) in Michigan. Like other leading
health care systems, HFHS applied & rigorous qusality improvement process to problems such as inpatient falls
and medication ermora. HFHS realized that mental and behavioral heelth cere could be similarly mproved. Thiz
in=ight |ed to the development of HFHS's Perfect Depression Care modsl, 8 comprshensive approach that
includes suicide prevention as an explicit goel. The approach incorporates both best and promising practices
in quality improvemant and evidence-bassd cars and has demonatrated stunning results—an B0 parcant
raduction in the suicids rate among health plan members.

Action &3
Alliance

FOR SUICIDE PREVENTION

Using theas succesaful approachses as the basis for its
racommendations, the Clinical Care and Intsrvantion Task Farce
of the Mational Action Allisnce for Suicide Prevention identified
essential dimensions of suicide prevention for heslth care
systems (i.e., health care plana or care orgenizations ssrving

a defined population of consumers, such as behavioral health

www.zerosuicide.com

Access at: http://www.zerosuicide.com
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s National Council for Behavioral Health

"
h‘ Annual Conference

The Zero Suicide Approach:
Providing Suicide Safer Care in Health Care Settings
Sunday, April 19, 2015, 9:00 am to 5:00 pm
Orlando, Florida

This hands-on pre-conference workshop will help launch organizations
interested in adopting a Zero Suicide approach. Participants will learn to
describe the Zero Suicide core dimensions, complete an organizational self-
assessment, identify key next steps, and describe the tools available to health
care organizations that seek to adopt a Zero Suicide approach. While
individuals are welcome, we encourage teams to attend together.

Register now: http://www.thenationalcouncil.org/events-and-
training/conference/conference-sessions/preconference-universities/
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v s
. Learning Objectives

By the end of this webinar, participants will be able to:

1. Explain how using evidence-based approaches to treatment
improves outcomes for those at risk for suicide;

2. Recognize the importance of treating suicide symptoms
directly;

3. Describe two evidence-based models of suicide care; and

4. Understand the perspective of people with lived experience
and how it is impacted by receiving evidence-based care.
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State of the art in the early 1980's...

Psychological autopsy studies of completed suicides
Establishing the key role of psychopathology and suicide
The epidemiology of suicide and suicidal behaviors
Youth suicide focus (HEW Secretary’s Task Force)

The birth of the suicide survivor movement

Routine use of lengthy inpatient hospitalization

Routine use of "no-suicide” contracts— ‘commitment to safety”



Today the field is exploding...

Suicide research is increasing exponentially
VA and DOD are spending multi-millions on suicide prevention

State legislation requiring suicide-specific training for mental
health professionals continuing education (e.g., Washington)

The potential impact of the lived-experience and attempt
survivor movement

National Action Alliance (Clinical Care Task Force - “Zero
Suicide” movement to raise the standard of clinical care)

An increasing emphasis on evidence-based treatments, but...



There is still a professional crisis...

BFOCUS OM ETHICS
Jeffrey E. Bamnett, Editor

Ethical and l.'.-l.'lrllpl.'ll:lll. Care of Suicidal Patients: {'_"l.'lnll_'rJ'IF'l.'ll'-ll'j'
; Devel T

Challenges, New

pments, and Considerations

Clinical Practice

Clinical Work with Suicidal Patients: Ethical
Issues and Professional Challenges (PPRP:
Jobes, Rudd, Overholser, & Joiner, 2008)

1. Issues of sufficient informed
consent about suicide risk.

2.  Issues of competent and thorough
assessment of suicide risk.

3. Little use of evidence-based
clinical interventions and
treatments for suicide risk.

4.  Issues with risk management and
paralyzing concerns about
malpractice liability.



vidence-Based Treatments for Suicidality

With 50+ studies there are few
evidence-based treatments

Evidence-Based Psychotherapies for
Suicide Prevention

Future Directions

1 K. Exoun, P10, Shar JagerHyman, RO There is little to no support for
medication-only or hospitalization

RCT’s and replications support:
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Two-Year Randomized Controlled Trial

and Follow-up of Dialectical Behavior Therapy .
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DBT’s impact on Non-Suicidal
Self-Injury Behavior
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Resources for
Dialectical Behavior Therapy

Source Texts:
http://www.quilford.com/cgi-bin/cartscript.cqi?page=pr/linehan.htm&dir=pp/pd

Cognitive—
&haVioral Sl(c“STr- -n SECOND EDITION
Treatment of Manual for
Borderline T?SZU% o
Personaify soiciee | DBT Skill
Disorder Disorder Trammg

Manual

Marsha M. Linehan

Training Website: http://behavioraltech.org/index.cfm
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Cognitive Therapy for the Prevention

of Suicide Attempts
landomized Controlled Trial

- Browm, PhI ot comphed sk, gk

erapy inkar-
iy ablemphad

CBT for Suicidal Risk:
Beck, Brown, Rudd, Bryan, & Holloway
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Survival Functions for Repeat Suicide Attempt
by Study Condition

1.0

0.9

Cognitive Therapy

08 Intervention

0.7

Cumulative Survival

Control
0.6

0.5

0 182 364 546 728
Source: Brown, G. K. et al. (2005). JAMA, 294, 563-370. Days *p<.05




Brief Cognitive Behavior Therapy
(B-CBT)

M. David Rudd, Ph.D. & Craig Bryan, Psy.D.
Ft. Carson Randomized Clinical Trial

Brief Cognitive Behavioral Therapy
(B-CBT)
For Suicidal Soldiers

Treatment Manual

M. David Rudd, PhD, ABPP
University of Utah

Craig J. Bryan, PyD), ABPP
University of Texas Health Science Center at San Antomio

60% between-group
reduction in suicide
attempts (American
Journal of Psychiatry,
In press)




Resources for Cognitive Behavioral Therapy

Source Text:

http://www.apa.org/pubs/books/images/431
7169-150.qif

Cognitive Therapy Training:

http://www.beckinstitute.org/cbt-workshop-reqgistration/

Other Key Websites:

http://veterans.utah.edu/home

http://www.usuhs.mil/faculty/holloway/index.html

http://www.suicidesafetyplan.com/Home Page.html
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The Collaborative Assessment and
Management of Suicidality (CAMS)

’ The Collaborative Assessmentand Management of

Suicidality (CAMS) identifies and targets Suicideas the
primary focus of assessmentand intervention...

Mood

Suicidality

IPAIN | STRESSI AGITATION ]
| HOPELESSNESS[ SELF-HATE |

MANAGING €
Suicidal Risk

A Collaborative Approach

REASONS FOR LIVING
THERAPIST & PATIENT VS. REASONS FOR DYING

CAMS assessment uses the Suicide Status Form (SSF) as a means of
deconstructing the “functional” utility of suicidality; CAMS as an intervention
emphasizes a problem-focused intensive outpatient approach thatis
suicide-specific and “co-authored” with the patient...




Strong Correlational and Open Trial Support for SSF/CAMS

Authors Sample/Setting = Significant Results
Jobes et al., 1997 College Students 106 Pre/Post Distress
Univ. Counseling Ctr. Pre/Post Core SSF
Jobes et al., 2005 Air Force Personnel 56 Between Group Suicide
Outpatient Clinic Ideation, ED/PC Appts.
Arkov et al., 2008 Danish Outpatients 27 Pre/Post Core SSF
CMH Clinic Qualitative findings
Jobes et al., 2009 College Students 55 Linear reductions
Univ. Counseling Ctr. Distress/lIdeation
Nielsen et al., 2011 Danish Outpatients 42 Pre/Post Core SSF
CMH Clinic
Ellis et al., 2012 Psychiatric Inpatients 20 Pre/Post Core SSF
Suicidal Ideation, depression,
hopelessness
Ellis et al., 2015 Psychiatric Inpatients 52 Suicide ideation/cognitions



CAMS RCT (Comtois et al., 2011)

Reasons for Living

Significantly higher
T patient satisfaction
<AMS 1AL ratings and better

clinical retention...
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Operation Worth Living:
DOD-Funded CAMS RCT at Ft. Stewart, GA

—
SEL
-SRI



NIMH-Funded R-34
Figure 1. College Student Client Flow through the SMART

CAMS = Collaborative Assessment and Management of Suicidality
DET = Comprehensive Dialectical Behavior Therapy
TAU =Treatment as Usual

(Two additional well-powered RCTs of CAMS are underway in Denmark and Norway)
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Managing Suicidal Risk a cotasorative approach

MANAGING
Suicidal Risk

A Collaborative Approach

DAviD A. JOBES

Resources for CAMS

CUA Suicide Prevention Lab: https://sites.qoogle.com/site/cuajsplab/home

CAMS e-learning: www.empathosresources.com

Guilford Press book:
http://www.quilford.com/cqi-bin/cartscript.cgi?page=pr/ijobes.htmé&dir=pp/law
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Matching Interventions to Suicidal States

A

Higher Inpatient Psychiatric Hospitalization

Cost (with suicide-specific treatment)
Mental : - At
YR Emergency Respite Care Partial Hospitalization
Health- J Y P g
Care
Costs _ Suicide-Specific Outpatient Care

B-Intervention + FU
Lower Crisis Center Hotline Support + Follow-Up (FU)
Cost R

Levels of Clinical Care Based on Stratified Risk
(Ordered by Least-Restrictive Treatment)

Key post health care reform constructs: Evidence-Based, Least-Restrictive, and Cost-Effective...
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Behavioral Research
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University of Washington \/r}

»
On Creating a Life Worth Living

When Suicide Feels Like the Only
Option

Marsha M. Linehan
University of Washington

© Linehan



What i1s DBT and How does It Treat suicide

DBT is a Modular, Principle-Driven
Multi diagnostic behavioral treatment

originally developed for high suicide risk with
high comorbidity and since expanded to treat
multiple mental disorders and
problems in living

Behavioral Research { ]

& Therapy Clinics

Universityo?\}IIVashington Yg-f’ © Llnehan
=t
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Comprehensive DBT Functions:

Behavioral Research

1.
2.

3.
4.
5. Enhance therapist capabilities and

Enhance capabilities
Improve motivational factors

Assure generallzatlo n to the
natural environment
Structure the environment

motivation to treat effectively

© Linehan



Standard DBT Modes
* Qutpatient Individual Psychotherapy

* Outpatient Group Skills Training
* Telephone Consultation
* Therapists’ Consultation Meeting

© Linehan



DBT STRATEGIES FOR SUICIDE

REDUCE SUICIDAL BEHAVIOR BY:
ASSESSING AND SOLVING THE

CORE PROBLEM

Suicide Is a solution
for the Client
And a Problem

for the Therapist

BRTC ) © Linehan
. )

& Therapy Clinic

niversity of Washin



REDUCE SUICIDAL BEHAVIOR BY:

REDUCING EXCESSIVE MEDICATIONS

Usual findings: DBT significantly
reduces medications more than
control conditions



DBT Medication Protocols

. Get a second opinion on multiple meds.

Guide client to ask for low enough quantity of
meds to lessen potential for serious overdose.

. Monitor prescription meds, over the counter
meds, and illicit meds at every session.

. Taper meds; replace pills with skills.

. Collect weapons; become friends with those
making laws on weapons

A

o1 b w



Rates/Year of Suicide: n = 23,201
Repllcatlon Trial for FDA Sample

0.9
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0.7
0.6
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—— Khan et al., 2000
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DBT Rescue Medication Protocol

. Treat psychosis and bi-polar disorders
. Opiate addiction: methadone or suboxone
. Chronic insomnia : treat if non-responsive to

behavioral iInsomnia intervention

. Severe insomnia combined with escalating

agitation or suicide ideation: treat immediately

. If psychotic episode: Dbrief trial (3 weeks) of

anti-psychotic medication; continue If
psychosis resumes when tapering off
medication

BRTC |
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REDUCE SUICIDAL BEHAVIOR BY:

REDUCING EXCESSIVE HOSPITALIZATION

FAVOR OUTPATIENT OVER INPATIENT



DBT compared to
Expert Community Therapy

* Suicide attempts:
* ER visits for suicidality:

* Inpt. admits for suicidality:




REDUCE SUICIDAL BEHAVIOR BY:

USING THE DBT SUICIDE SAFETY NE
INCLUDING THE DBT RISK ASSESSI\/IENT
AND MANAGEMENT PROTOCOL (LRAMP)

(GO TO LINEHAN INSTITUTE)
HTTP://WWW.LINEHANINSTITUTE.ORG/

Behavioral Research  /
Ther ni \



SUICIDE SAFETY NET (LRAMP)

Characteristics
—Long term risk assessment required at sessionl

—Monitor suicidality, wish to escape, and
wish to quit therapy at each session

—Fill out check list after any increase In
suicidality

—Document interventions from lists provided

—Document evaluation for hospitalization

—Justify all interventions NOT used

—Consult with colleagues (at least weekly)
BRTC |
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REDUCE SUICIDAL BEHAVIOR BY:

TEACHING DBT SKILLS FOR
“BUILDING A LIFE EXPERIENCED AS
WORTH LIVING”

Use of DBT Skills Mediates
reductions in both suicide
attempts and intentional
self-injury



Send Caring Letters/Card to clients
and former clients

Behavioral Research  /
TTTTTT



Percent Eventual Suicide of Persons at High Risk for Suicide
Who Obtain Treatment as Usual vs. Refuse Treatment

12"

10

B Treatment
B No Treatmen7t

%
Suicide
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Years at risk

?_RTC h Motto (1976)
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Percent Suicide for Contacted vs. Non-Contacted High
Suicide Risk Persons Who Refuse Further Treatment

e
127 m Contact
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Percent of Psychotherapists
with a Patient Suicide
by Discipline and Training Status

/ M Trainees: 4-5 Yrs. ol
60 M Practioners: 19 Yrs. ’
50
30
40 -
% 17 y
Suicide 30- ’
20- l
10
O_

Psychologists Psychiatrists
Chemtob et al, 1988; Kleespies et al., 1990; Brown, 1987

Behavioral Research
& Therapy Clinics
University of Washington



PRACTICE COPING AHEAD
FOR DISASTER
OF A CLIENT
COMMITTING SUICIDE

Behavioral Research  /
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LEARN EVIDENCE BASED TREATMENTS
DBT IS DEFINITELY EVIDENCE BASED AND

IS OVERWHELMINGLY COST EFFECTIVE.
For training: contact our UW Experimental
Training Program (efranks @ uw.edu)

Fight for evidence based-treatment.
Strive for Excellence: Become certified in DBT if you offer it.

Contribute to our on-going efforts to increase certification.
https://dbt-Ibc.org Suicidal individuals deserve to get the real
effective treatment when it is promised.
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Presenter

Diana Cortez Yanez
Lived Experience Consultant
NowMattersNow.org
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. I " My Lived Experience
Context: | am ONE person with ONE experience.

= | am a Hispanic female who felt like there was no
one else in my social world who had been suicidal or
who would understand.

= | have been treated for suicide attempts in the ER,
in inpatient settings, and in individual therapy.

= | have received supportive psychotherapy and an
empirical treatment, Dialectical Behavior Therapy.
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? Barriers to Addressing Suicidal Thoughts

| didn’t bring suicide up because:

" | was afraid.

= | didn’t know suicidal thoughts were something
that many people had.

" Bringing things up or being direct with authority
wasn’t ‘normal’ in my cultural and religious
group.

= My trauma history made it difficult to bring up
with authority.

= | didn’t know what | didn’t know.
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J Supportive Therapy

Things that were Helpful

= Hand holding listeners = Felt less alone,
valuable, and heard

" Had access to an educated professional who
cared and was patient

Things that were less Helpful
" Didn’t talk about suicide and it progressed

" They didn’t know how to help
" | didn’t improve

Copyright © 2010-2014 Education Development Center, Inc. All Rights Reserved



C 4 s
. : DBT-ACES
DBT-ACES Recovery Goal:

A life worth living outside the social
service system. This means the ability to
live successfully without continuous
psychosocial treatment and off psychiatric
disability benefits, despite life’s inevitable
setbacks.

Video of Dr. Comtois at: http://bit.ly/1CUFNzL
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J Empirically Supported Therapy

Things that were helpful

" Measuring and addressing my suicidal behavior
" Focusing on learning and practicing skills
= Not ‘getting off the hook’ — being accountable

Things that were challenging

" Trying new things (opposite action)
" Practicing consistency...skills day in and day out
" Erasing old tapes (not doing old things)
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. : " What | want you to take away as a clinician

The experience of what it feels like to be sitting in your office
as a suicidal person:

1) What | was thinking

2) What | thought your body language, words, and actions
were communicating

3) How convinced | was that | should die by suicide
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h" What | want you to take away as a clinician

The stages of being suicidal, from regular suicidal thoughts
to planning to attempting suicide...

1) Daily suicidal thoughts
2) Planning Suicide

3) Attempting Suicide
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TYPE IN THE CHAT

What questions do you have for any of our
presenters?
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Getting Started with Zero Suicide

" Create an Implementation Team

= Take Zero Suicide Organizational Self-Assessment
= Complete Organizational Work Plan Template

= Administer Zero Suicide Work Force Survey

= Determine how to educate all staff about adoption of Zero
Suicide approach

= Join the Zero Suicide listserv

= Visit www.zerosuicide.com for more information
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Contact

Julie Goldstein Grumet, PhD
Director of Prevention and Practice
Suicide Prevention Resource Center
Education Development Center
Phone: 202-572-3721

E-mail: jgoldstein@edc.org
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