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Toolkit Development

WICHE/Mental Health Program — HRSA
SPRC—SAMHSA

Formative evaluation

Reviewers (AHEC provider and community
committees)

Pilot webinar — U CO - interdisciplinary health
professions students in rural track

American Association of Suicidology
Conference—jpanel presentation

Launch June 2009
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Why Rural?

Suicide rates are higher for nearly every
demographic group in rural vs non-rural*

The gap between rural and urban suicide rates
IS widening*

Access to mental health services Is less In
rural vs. non-rural

One-third of the most rural counties (population <
2,500) have no mental health professional**

* Singh GK, Siahpush M. The increasing rural urban gradient in US suicide mortality, 1970,-1997 Am J Public Health. 2003
July 2003;93(5):1161-1167

** Advancing Suicide Prevention, Fall/Winter 2004-5
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FIGURE 1—Age-adjusted US suicide mortality rates for the most urban counties 2003;93(5):1161-1167
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Suicide, by county
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http://www.cdc.gov/ncipc/maps/default.htm Red 75 national percentile

Blue 50" national percentile
Gray 25" national percentile
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Why Primary Care?

Suicide decedents are twice as likely to have
seen a PC provider than a MH provider prior to
suicide*

Reach working-aged men

Many key risk factors identified in PC settings
Supports integration of PC & MH

Chronic disease management rubric

Patient education roles should include
Suicide warning signs and response

* Luoma J, Ma t C, Pea J(.:Fpt act with Mental Health and Primary Care Providers Before Suicide: A Review of the Evidence Am J.Psychiatry 159:6 (2002) 909-916.

|U1L aﬁ |rearm storage
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Contact with Primary Care and

Mental Health Prior to Suicide
s 1

Mental Health 19% 32%
Primary Care 45% 7%
Age <36 23%
Age >54 58%
Men 18% 35%
Women 36% 58%

o Luoma J, Martin C, Pearson J. Contact with Mental Health and Primary Care Providers Before Suicide: A Review

of the Evidence Am J.Psychiatry 159:6 (2002) 909-916.
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Safe Firearm/Ammunition Storage

Figure 3.

Gun Storage Practices and Youth Suicide Risk
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source: (Urossman €t al., 2UU3)
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Primary Care Suicide Prevention Model
Prevention

1.Staff vigilance for suicide warning signs & key risk factors
2.Universal depression/SA screening for adults and adolescents
3.Patient education:

Safe firearm storage

Suicide warning signs & 1-800-273-TALK (8255)

Intervention

No
screening
necessary

Suicide warning signs, major depression, anxiety,
SUD, insomnia, chronic pain, PTSD, TBI

Yes

Rescreen
periodically

Screen for presence of suicidal thoughts

Yes

Suicide Risk Assessment
v

Risk Management: referral, treatment initiation,
safety planning, crisis support planning,
documentation, tracking and follow up




Toolkit: Overall Layout

Six sections
Getting started
Educating clinicians and office staff
Developing mental health partnerships
Patient management tools
Patient education tools
Resources

The Toolkit is available in 2 forms

Hard copy, spiral bound ordered through WICHE

Electronic copy (www.sprc.orq)
WICHE _/f\.f_ .
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1. Getting Started

Suicide Prevention Toolkit

QUICK START GUIDE

How to use the Suicide Prevention Toolkit

Communicate with staff about the new Suicide Prevention Initiative in
your office. Determine who will be the lead coordinator in vour office.

That individual should familiarize himself/herself with the entire
contents of the Toolkit.

Meet to develop the “Office Protocol” for potentially suicidal patients.

See the “Office Protocol Development Guide” instruction sheet in the
Toolkit.

Schedule necessary trainings for staff members according to the
individual suicide prevention responsibilities determined in Step 2.

Develop a referral network to facilitate the collaborative care of suicidal

Western Interstate Commission for Higher Education i
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1 _ Get'“ ng Started Office Protocol Development Guide

Protocol for Suicidal Patients - Office Template
Post in a visible or accessible place for key office staff.

If a patient presents with suicidal ideation or suicidal ideation is
suspected...

v should be called/paged to assist with
evaluation of risk (e.g., physician, mental health professional, telemedicine
consult etc.).

v Identify and call emergency support person in the community (e.g., family

member, pastor, mental health provider, other support person).

If a patient requires hospitalization...

v Our nearest Emergency Department or psychiatric emergency center is

. Phone #
4 will call to arrange transport.
(Name of individual or job title) M of transport [ambulance, police, etc] and phone #)
Backup transportation plan: Call
v will wait with patient for transport.

Documentation and Follow-Up...

will call ED to provide patient information.

v will document incident in J
(Name of individual or job title) (e.g. medical chart, suicide tracking chart, etc.)

v Necessary forms are located

v will follow-up with ED to determine disposition of patient.
(Name of individual or job title)

v will follow up with patient within
(Name of individual or job title) (Time frame)




2. Educating Clinicians and Office
Staff

Primer with 5 brief learning modules

Module 1- Prevalence & Comorbidity
Module 2- Epidemiology

Module 3- Effective Prevention Strategies
Module 4- Suicide Risk Assessment

Warning Signs, Risk Factors, Suicide Inquiry,
Protective Factors

Module 5- Intervention

Referral, PCP Intervention, Documentation &
Follow-up

WICHE M~
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Primer
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Prevention
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APrimer for Primary
Care Providers

Module 1- Prevalence and Comorbidity

Prevalence of Suicide

Aare than 32,000 daaths Oy Suicis DODUr SBCh ymar in the LS
Suicide rates across damomraphic groups ane higher in nursl counties than in urb
oounties.*

Swicide is the sacond beading cuuse of death in parsons Z5-34 yemrs oid in the LS,
Swiciae is the third leading ceuse of gzath in persons 15-24 years oid in the US."
Suicion was the alevanth sading cause of dssth =il ames) inUs "

Patients in whom warning Signs or other rist Sactors ane detected shoukd be asted
mhout sussdsl thoushts = well In other wards, It s emential o soreen for
sulddaiity i there Is any suspldon  that o patlent might be sulddal.

Western Interstats Commizsion
for Higher Education (WICHE}
Mental Health Program

and

Suicide Prevention Resources
Center [SPRC)

In Primary Care:
Up to 35% of poopie who die Oy suidde fed commc with their primary o
pivpsician [POP) iin the year prior to their death.
Up o 55% hed contact with their POP in the manth prior to their suidide. *
These sume indhridusis were mone than twice as fikely to fhewe ssen their PP ag
mental heith professionsl in the pess and manth prior o their suidde”

Mental liness ks nefther & necessary nor suffident condition for suldde, but ks strongi
assodated with suldds

More than 909 of people wha die Oy suicde fhave m mental hesith disorger
sunsTanos sbuse disorder, of DOth. (FOr youths undsr 15, that perosntaze is mu
lonwer, (Dt still significant. |
Mane than 30% of suicdes ane 2ssocabed with 2 Magor Depressiee Epimode.
At st 5% of suicdes mre associated With @ suDStance sbuse disoroer, ecpec)
with mlcohiol sbuse or dependance.
Ten percent of suiddes ane assocated with = psychotic disorder such
Schizophrenia™
Aggressive Weatment of MEyTNEc and SUNGTENoE e JS0rders 15 En Important e
of 3 comprehereive, primary-care besed aporaach to suldde provention.

Key Risk Factors

> Prior Suidde Attempt

> mizjor Depression

# Sunstanos Use Disanders

Other Risk Factors

Other mental hEsITh o amotionel promiems
‘Chiranic Pain

Insamniz

FTSD

Traumatic Brain injury (Tl

Events or recent kasses beading to umilition, sheme ar despair

WYY WYY

Some or all of the Sample Questions in kodule 4 for inquiring about Thoughts of
Suicide can be wsed for informal scresning of patients. The key s To ask directly
about thoughts of suldde or ending one’s e as part of the soreening. Practice
asiing the question{s] several times before trying it In 3 dinicl situation

Sample screening question:

s Sometimes peopie with our condition for in jyour situstion], Seal live they
don't wart to live snpmaore: or sometimes they think about killing
themsehes. Hawe you been heving any thoughts libe these?

A pasithes response to this screening requines additions] asseccment (Modube 4]
Miare formal suitde screening instruments, such as paper and pendl questionnaines,
mre =igg ayvmileole for use in primery settings or can be devised using the question
moowe or questions in Module 4. These instruments should always be used =5 an
BUEmEnt T0 the dinicel inbendiew.

Educating Patients about Suicide Warning Signs|

Just a5 we educte the public on the waning sizns of strobes and hesrt attacks, we
should provide basic information to the jpublic on the warmning sins of suicds. Far
seyere wanning signs, the approprizte response may be to call 11 or mo to & haspital
emengency depariment. For other situstions @ mey be sppropriste to cull the
mstionel Suicide Frevention Uefine, 1-ED0-ETE-TALE (E295). Cails to this number
mre routed to & newrdy certified crisic osnter with trained oounselors. Counselors are

Aggressive treatment of psychiatric and substance use disorders is an important part of
a comprehensive, primary-care based approach to suicide prevention.




3. Developing Mental Health
Partners

Letter of introduction to potential referral
resources--template
Increasing vigilance for patients at risk for suicide
Referring more patients
SAFE-T card for Mental Health Providers

Invitation to meet to discuss collaborative
management of patients

NSSP recommends training for health care
professionals

Nationally disseminated trainings for MHPs
WICHE _/ﬂf\\f_*_f_ -
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3. MH Partners

SAFE-T

Suicide Assessmeni Five-siep

quluuiion and Triuge

for Mental Health Professicnals

1

IDENTIFY RISK FACTORS

Note those that can be
modified to reduce risk

2

IDENTIFY PROTECTIVE FACTORS
Note those that can be enhanced

3

COMDUCT SUICIDE INQUIRY
Suicidal thoughts, plans
behavior and intent

DETERMINE RISK LEVEL/INTERVENTION

Determine risk. Choose appropriate
intervention to address and reduce risk

5

DOCUMENT

Assessment of risk, rationale,
intervention and follow-up

NATIONAL SUICIDE PREVENTION LIFELINE

1.800.273.TALK (8255)

Suicide assessments should be conducted at first contact, with any subseguent swicidal behavior, increased ideation, or pertinent clinical
change; for inpatients, prior to increasing privileges and at discharge.

1. RISK FACTORS

Suicidal behavior: history of prior suicide attempts, aborted suicide attempts or self-injurious behavior
v Current/past psychiatric disorders: especially mood disorders, psychotic disorders, alcohol/substance abuse, ADHD, TEI, PTSD,

Cluster B personality disorders, conduct disorders (antisocial behavior, aggression, impulsivity).

Co-morbidity and recent onset of illness increase risk
+ Key symptoms: anhedonia, impulsivity, hopelessness, anxiety/panic, insomnia, command hallucinations
« Family history: of suicide, attempts or Axis 1 psychiatric disorders requiring hospitalization

« Precipitants/Stressors/Interpersonal: triggering events leading to humiliation, shame or despair (i.e., loss of relationship, financial or

health status—real or anticipated). Ongoing medical illness (esp. CH5 disorders, pain). Intoxication. Family turmoil/chaos. History of

physical or sexual abuse. Social isolation.

« Change in treatment: discharge from psychiatric hospital, provider or treatment change

« Access to firearms

2. PROTECTIVE FACTORS Frotective factors, even if present, may not counteract significant acute risk
v Internal: ability to cope with stress, religious beliefs, frustration tolerance
« External: responsibility to children or beloved pets, positive therapeutic relationships, social suppaorts

3. SUICIDE INQUIRY Specific questioning about thoughts, plans, behaviars, intent
« ldeation: frequency, intensity, duration--in last 48 hours, past month and worst ever
« Plan: timing, location, lethality, availability, preparatory acts
« Behaviors: past attempts, aborted attempts, rehearsals (tying noose, loading gun), vs. non-suicidal self injurious actions
« Intent: extent to which the patient (1) expects to carry out the plan and (2) believes the plan/act to be lethal vs. self-injurious;

Explore ambivalence: reasons to die vs. reasons to live

* For Youths: ask parent! guardian about evidence of suicidal thoughts, plans, or behaviors, and changes in mood, behaviors or disposition
* Homicide Inquiry: when indicated, esp. in character disordered or paranoid males dealing with loss or humiliation. Inquire in four areas listed above.

4. RISK LEVEL/INTERVENTION

v Assessment of risk level is based on clinical judgment, after completing steps 1-3
« Reassess as patient or environmental circumstances change

RISK LEVEL RISK / PROTECTIVE FACTOR SUICIDALITY POSSIBLE INTERVENTIONS
. Psychiatric disorders with severe Potentially lethal suicide attempt or S o m -
H|gh symptoms, or acute precipitating persistent ideation with strong intent or ::;g:?;dﬁ:lesrrailslﬁ.lEs;giadfirl-\ler\cl:ﬁ:iz:;amﬁcam

event; protective factors not relevant

suicide rehearsal

Multiple risk factors, few protective
Moderate [t

Suicidal ideation with plan, but no
intent or behavior

Adrnission may be necessary depending on risk
factors. Develop crisis plan. Give emergency/ crisis
numbers

Modifiable risk factors, strong
protective factors

Low

Thoughts of death, no plan, intent or
behavior

Outpatient referral, symptom reduction.
Give emergencyfcrisiz numbers

(This chart is intended to represent a range of risk levels and interventions, not actual determinations.)

5. DOCUMENT Risk level and raticnale; treatment plan to address/reduce current risk (i.e., medication, setting, E.C.T., contact with
significant others, consultation); firearm instructions, if relevant; follow up plan. For youths, treatment plan should include roles for
parent/guardian.



3. MH Partners — Telemental
Health

Web-based guide for developing a telemental
health capacity (created by the U CO Denver
as part of SAMHSA'’s Eliminating Health
Disparities Initiative)
Resources for

Clinicians/Administrators

Consumers

Policymakers

Community Members

Media

WICHE N~

ECEEE (il ation Coffzboraiion "
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http://www.tmhguide.org/

3. MH Partners

S F
1 SAMHSA mental health and substance abuse
treatment locator guides (. samhsa.gov)

o Veterans resource locator
(http://www.suicidepreventionlifeline.org/Veter
ans/Resourcelocator.aspx)

WICHE /"™ s et cosmsenien

Western Interstate Commission for Higher Education



http://www.samhsa.gov/
http://www.suicidepreventionlifeline.org/Veterans/ResourceLocator.aspx
http://www.suicidepreventionlifeline.org/Veterans/ResourceLocator.aspx

4. Patient Management—Pocket

§

Assessment and
Interventions with
Potentially Suicidal
Patients

A Pocket Guide
for Primary Care
Professionals

)

SPRC | WICE /N

Rural Healih Researe

mm- & Palicy Cemter Western Interstate Comimission for
n““l L -a--w. Higher Education
1 wEanlrasnel

Suicide Risk and Protective Factors'

RISK FACTORS

>

[ 3
[

Current/past psychiatric disorders: especially mood
disorders, psychotic disorders, alcohol/substance
abuse, TBI, PTSD, personality disorders (such as
Borderline PD, Antisocial PD, and Obsessive-Compulsive
PD).

Co-morhidity with other psychiatric and/or substance
abuse disorders and recent onset of illness increase risk.
Key symptoms: anhedonia, impulsivity, hopelessness,
anxiety/panic, insomnia, command hallucinations,
intoxication. For children and adolescents: also
oppositionality and conduct problems.

Suicidal behavior: history of prior suicide attempts,
aberted suicide attempts or self-injurious behavior.
Family history: of suicide, attempts, or psychiatne
diagnoses, especially those requiring hospitalization.
Precipitants/siressors: triggering events leading to
humiliation, shame or despair (i.e., loss of relationship,
financial, or healtth status = real or anticipated).

Chronic medical iliness (esp. CN5 disorders, pain).
History of or current abuse or neglect.

PROTECTIVE FACTORS

Protective factors, even if present, may not counteract
significant acute nsk.

[ 2

[ 2

Internal: ability to cope with stress, religious beliefs,
frustration tolerance.

External: responsibility to children or beloved pets,
posifive therapeufic relationships, social supports.




4. Patient Management—Pocket
Guide

Screening: uncovering suicidality” Assess suicide intent
*  (Other people with similar problems somefimes *  Whatwould it accomplish if you wers fo end your
Assessment and lose hope; have you? lifal
Interventions with *  With ﬁ;}f; much stress, have you thought of hurting ¥ Do you fael as ifyou're a burden to others?
: P yoursein: ®  How confident are you that your plan would actually
POtentla“y Suicidal * Have you ever thought about killing yourself? end your life?
Patients * Have you evertried to kill yourself or attempted ¥ What have you done to bezin to corry out the plan?
EUIEIEIE? i _ Forinstance, have you rehearsed what you would
e do (e.g., held pills or gun, tied the rope)?
Assess suicide ideation and plans® ¥ Have you made other preparations (e.g., updated
A Pocket Guide ® fAssesssuicidal ideation = frequency, duration, life insurance, made armangements for pets)?
Pri C and intensity ¥ What makes you feel better [e.g., contact with
for Primary Care * When did you begin having suicidal thoughts? family, use of substances)?
P!’GfESS.'OﬂHfS * Did any event [stressor] precipitate the suicidal *  What makes you feel worse {e,g,; being alone,
thoughts? - thinking about a situation}?
* Howoften do you have thoughts of suicide? *  How likely do you think you are to carry out your
How long do they last? plan?
*  How strong are the thoughts of suicide? - e
- - What stops you from killing vourseIff
§§Pu[ WICHE _/.,\/\ : What i the worst they hw.re_r eVer h_agn.

What do you do when you have El_ullzldnl

Western Interstate Comimission

:':1‘"”‘ '“:_':"_‘"_ l—gh:rE:.lc: ion thuughta?

* What did you do when they were the strongest

RS Endnotes:
»  Assess suicide plans ' SAFET pocket card, Suicide Prevention Hesource

- Du lrnu_ hwe n plun ar huw Vol hEEﬂ plﬂnn‘ing EEJ’IIEF RS ME I'Itﬂl. H'E'i‘}l.T.h SCTE'E!'IiI'Ig. |:T||'Id:|.
te end your life? IFso, how would you do it? * Stovall, |., & Domino, Fl. Approaching the suicidal
Where would you do it? patient, American Family Physician, 68 [2003), 1B14-

# Do you have the (drugs, gun, ropel that you 1818,

would use? Where is it right now?

* Do you have a timeline in mind forending.
wyour life? |s there somathing [an event] that
would trigger the plan?

" Gliatto, M.F., & Rai, K.A. Evaluation and treatment
of patients with suicidal ideation,. American Family
Physician, 59 (19949), 1500-1506,




4. Patient Management—Pocket
(.ard

— -

Assessment and
Interventions with
Potentially Suicidal

Assessment and Interventions with Potentially Suicidal Patients

| Patient has suicidal ideation or any past attempt(s) within the past two months. See right for risk factors and back for assessment questions. |
= |

A [ HighRisk | ~ Moderate Risk
- 3]

fOf Patient has a suicide plan with preparafory or Patient has suicidal idezfion, but limited suicidal intent and Patient has thoughts of death only;
P rehearsal behavior no clear plan; may have had previous attempt no plan or behavior
— | :
N - A
Patient has severe Pafient does nof have
paychiatric symptoms and/ access fo lethal means,
or acute precipitating event, has goed social support,
g access fo lethal means, poor intact judgment; psychiatnc
social support, impaired symptoms, if present, have T N
;:FF[ Fidgeatent o H.Iidr‘:‘.“.iﬂvﬂd | Evaluate for psychiztric disordess, stressors, and additional nsk factors
BBl pommmre [ ;
M T I mpish el arar | Take action to thwrt the plan |
local police if na hospital is =
availzble. If patient refuses Conisider (locally or via telemedicine):
hospitalization, consider 1) psychopharmacological treatment with psychiatric consultation
involuntary commitment if 3] aleohol{drug assessment and referal, and/or
stafe permits 3) indwidual or family therapy referl
I | |

Encourage social support, invalving family members, close friends and other community resources. If patient has therspist, call him/herin presence of patient.
| — =k | |
Record risk assessment, rztionzle, and treatment plan in patient record. Complete tracking log entry, and continue to monitor patient status via repeat interviews, follow-up contacts,
and community resources, Make continued entries in tracking log.




4. Patient Management

“Safety Plan” (Brown and Stanley, 2008)
Collaboratively developed with patient
Template that is filled out and posted

Includes lists of warning sings, coping strategies,
distracting people/places, support network with
phone numbers

“Crisis Support Plan” (Rudd, 2006)
Provider collaborates with Pt and support person

Contract to help- includes reminders for ensuring
a safe environment & contacting professionals

when needed
WICHE /N~

atice Colliaboraiion
€ =2 L = = =&
Weste Interstate GCommission for Higher Education



4. Patient Management

Safety Planning
Guide

A Quick Guide for Clinicians

may be used in conjunction with the “Safety Plan Template™

Safety Plan FAQs?

WHAT IS A SAFETY PLAN?

A Safety Plan is o prioritized written list of coping strategies and
sources of support patients can use who have been deemed o be at
high risk for suicide. Patients can use these stralzgies before ar during
a suicidal crisis, The plan is brief, is in the patient’s own words, and is
23y fo read.

WHO SHOULD HAVE A SAFETY PLAN?

Ary pafient who has a suicidal crisis should have a comprehensive
suicide nskassessment, Clinicians should then collaborate with the
potient on developing a safety plan.

HOW SHOULD A SAFETY PLAN BE DONE?

Safety Planning i= a clinical process. Listening to, empathizing with,
and engaging the patient in the process can promote the development
of the Safety Plan and the likelihood of its use.

IMPLEMENTING THE SAFETY PLAN
Thers are 6 Steps involved in the development of a Safety Plan.

WICHE /N~
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Stanley B, Brown G. (2008). Safety Plan Treatment Manual to Reduce Suicide Risk: Veteran Version. Washington DC: Department of Veterans Affairs.

http://

Accessed November 4, 2009.



http://www.mentalhealth.va.gov/College/suicide.asp

4. Patient Management
N -

CRISIS SUPPORT PLAN

FOR: DATE:

I understand that suicidal risk is to be taken very seriously. | want to help
find new ways of managing stress in times of crisis. [ realize there are no guarantees about
how crises resolve, and that we are all making reasonable efforts to maintain safety for
everyone, In some cases inpatient hospitalization may be necessary.

Things I can do:

* Provide encouragement and support
o

o

* Help follow his/her Crisis Action Plan
* Ensure a safe environment:
1. Remove all firearms & ammunition
2. Remove or lock up:
= knives, razors, & other sharp objects
= prescriptions & over-the-counter drugs [including vitamins & aspirin)
= alcohol, illegal drugs & related paraphernalia

3. Make sure someone is available to provide personal support and monitor
him/her at all times during a crisis and afterwards as needed.

4. Pay attention to his/her stated method of suicide /self-injury and restrict

Suicide Prevention Resource Center Training Institute. (2008) Assessing and Managing Suicide Risk: Core Competencies for Mental Health Professionals.
Newton, MA: Education Development Center, Inc.



4. Patient Management - Tracking
LOgQ

Log & Instruction sheet
Provider uses:

Update PCP on suicide status of a
patient

Remind provider of recent interventions
or problems with regard to the patient’s
treatment

WICHE "N
/ . _-{‘,..-'—- Access Mnoovalion Coffaboraiion J_J'l
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Patient Name

Suicidality Treatment Tracking Log (for Patient Chart)

Medical Becord #

Primary Care Provider,

Session Date

W =\isit

P = Phone

C = Cancellation
N5 = Mo Show

o

N5

-

N5

-

N5

-

N5

-

NS

-

NS

-

NS

-

NS

Suicidal
thoughts?

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Wes Mo

Suicidal
Behaviors?

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Wes Mo

Risk:
H = High
M = Moderate
L=Low

= = T

= = T

Meadication
Prescribed?

Yes HNo Meds

Yes NoMeds

Yes No Meds

Yes No Meds

Yes No Meds

Yes No Meds

Yes No Meds

Yes No Meds

Meadication
Dosage/Start
Date

Meadication
Adherence

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Wes Mo

Meadication
Side Effects

Other
Interventions

Mental Health
Provider

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Yes Mo

Wes Mo

Suicide Status Tracking discontinued (date / / | becausa: Suicidality Pesolved Dropped out

Other




Firearm
Locking
Devices

)

Which one is right for you?

LOK
T3

5. Patient Education

Suicde Warning Signs

Seek help as soon as possible by contacting a mental health professional or by call-
ing the National Suicide Prevention Lifeline at 1-800-273-TALK if you or someone
you know exhibits any of the following signs:

Threatening to hurt or kill oneself
or talking about wanting to hurt or
kill oneself

Looking for ways to kill oneself by
seeking access to firearms, available
pills, or other means

Talking or writing about death,
dying, or suicide when these actions
are out of the ordinary for the
person

Feeling hopeless

Feeling rage or uncontrolled anger
or seeking revenge

Acting reckless or engaging in risky
activities—seemingly without
thinking

Feeling trapped—like there’s no
way out
Increasing alcohol or drug use

Withdrawing from friends, family,
and society

Feeling anxious, agitated, or unable
to sleep or sleeping all the time

Experiencing dramatic mood
changes

Seeing no reason for living or having
no sense of purpose in life




6. Resources

Resource list for providers
Associations & Organizations

Other resources with links for downloading or
ordering

Posters and brochures for clinics
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Next Steps



Next Steps

HE N
o Formal pilot testing
o Dissemination
o Conferences

o Rural health
o Primary care associations and guilds
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Next Steps

Further development ideas

Additional tools
Financing
Preventing suicides among PC providers and staff
Postvention

Tailoring for specific patient groups (e.g.,
pediatrics, veterans, military, elders)

Translation into training curricula for clinicians
and staff
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Questions?

dlitts@edc.org

WWW.SPrc.org



mailto:dlitts@edc.org
http://www.sprc.org/
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