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WEEK 4 OF SIMPLE IN A NUTSHELL

PART A PART B

v

&, Svuicide and self-harm é Distress tolerance skills,
part 2

Intervention and prevention Radical acceptance, distraction, self-soothing

SIMPLE manual, session 4 DBT Skills Training Workbook, p. 14—32




TODAY'S ROADMAP

PART A - SUICIDE AND SELF-HARM PART B - DISTRESS TOLERANCE 2

When suffering overwhelms us — why crises happen, window of Workbook p. 14-32

tolerance, emotional pain

1 Radical acceptance
Definitions, myths and statistics

Distraction (ACCEPTS and pleasurable

Suicides’ multiple cause — the biopsychosociospiritual model activities)

Screening and assessment — acute vs. chronic risk, lethality Your own distraction plan

Finding our way back to hope — crisis plans, intervention, prevention _
Relax and self-soothe with the 5

senses
What DBT changed

Building a life worth living — resilience, reasons for living, hope, Putting it together in your crisis plan
meaning, connection




TAKE CARE OF YOURSELF

2

O &

Pause when you need Use your skills

Keep checking your

Reach out

dashboard to

Notice your energy,
activation, window of
tolerance and crisis risk as
we go.

Talk with Betsy use your
crisis plan.

Take a break, turn off your Grounding, the 5-4-3-2-1

camera, or step away. Come method, your sensory

back when you are ready. soothing kit, REST, your
crisis plan.

k If you are in crisis: call or text 9-8-8 (Suicide Crisis Helpline, 24/7) website 988.ca or go to your nearest
emergency department. Call our local crisis line 1-888-829-7484
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FEEL FREE@ SKIP IT




Pause, take a breath, and read each gauge in turn. Just notice there are no wrong readings.

e Energy reserves

oy,
a9\

How much fuel is in my

tank right now?

Near empty
%)

3,

Full

0 State of activation

7

Which state am | mostly in
at the moment?

F

Calm
Flight
Fight
Freeze [ shut down
numb, depressed, dissociated

Am | inside my window, or
above it (revved up) or
below it (shut down)?

Well below

A little below
Inside

A little above
Well above

How likely is it that I'll tip
into a state of crisis?

Low
Moderate
High
Very high
Extreme

Then ask: Given these readings, what do | need right now?




Begin by finding a position that feels comfortable enough for the next few minutes.

You can close your eyes if that feels comfortable, or simply soften your gaze and look toward the floor.
There is nothing you need to accomplish during these few minutes.

Just notice that you are here.

Notice the chair supporting you.

Notice your feet touching the floor.

Perhaps gently press your feet into the floor for a moment and feel its solidity beneath you.
Take a slow breath in...

and allow the breath to leave in its own time.

And again...

breathing in...

and breathing out.

There is no need to breathe in any special way.

Simply notice that your body already knows how to breathe.

For the next few moments, bring your attention to the physical sensations of being here.
The feeling of your feet on the floor.

The weight of your body in the chair.

Perhaps the feeling of your hands resting in your lap.



Notice the sounds in the room.

Notice the temperature of the air against your skin.

You are here, in this room, at this moment.

And now notice what is happening inside.

You don’t have to search for anything.

Perhaps there is calm.

Perhaps there is tension.

Perhaps sadness, anxiety, curiosity, tiredness—or nothing very noticeable at all.
Whatever is here, see if you can simply notice it.

Without needing to change it.

You might quietly say to yourself:

This is what | am experiencing right now.

Sometimes our emotions become very intense.

And when that happens, the mind can tell us that we have to do something immediately.
Escape.

Make it stop.

Get away from what we are feeling.

But an emotion—even a very powerful emotion—is an experience occurring within us.
It is not the whole of us.



And it does not always require immediate action.

See if you can notice the small space between having a feeling and acting on that feeling.
Perhaps just one breath of space.

Breathing in...

and breathing out.

In that small space, there may be choices that we could not see a moment before.
We might wait.

We might ground ourselves.

We might reach out to another person.

We might allow the wave to rise and then begin to fall.

We don’t have to solve our lives in the middle of the wave.

For now, we can simply stay.

One breath.

And then another.

Now bring your attention back to your body.

Feel your feet against the floor.

Feel the chair beneath you.

Notice the room around you.



And perhaps remind yourself:

| can notice what | am feeling without immediately acting on it.
| can give myself time.

| can allow another possibility to emerge.

Take one more slow breath.

And when you’re ready, open your eyes or lift your gaze.

And return your attention to the room.

Today we're going to talk about what happens when emaotional pain becomes so intense that escape can seem like
the only possibility—and about how we can help create enough space for other possibilities to become visible.
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SIMPLE COURSE SCHEDULE 2026-27

Week 4- October 28

March 17 and 24 no course

December 30 no course



 |f your name is on the following schedule and
shouldn't be, if it's the wrong week, or if you
volunteered and don’t see your name, please email
us.

* There are still 4 weeks open all for IFS work. Emaill
us if you want to volunteer for one of those.



PRACTICE SESSIONS SCHEDULE

Date Preparation Subject Volunteer



HOMEWORK FROM

LAST WEEK



mailto:itssimple2021@gmail.com

HOMEWORK FOR THE
COMING WEEK

18


mailto:itssimple2023@gmail.com

For people using eBook or 18t
edition of the DBT workbook

1. Safe-place Visualization
2. Cue-Controlled Relaxation
3. Rediscovering your values

4. Rehearsing value-based
behavior

5. Connecting with your higher
power




()

Circle or check what you will try this week.

1. Preparation habits

m | schedule a specific time for homework.

m | choose a consistent location with minimal distractions.

m | gather what | need ahead of time (notebook, worksheet, pen).
2. Focus & pacing habits

m | start with a tiny step (2—5 minutes).

m | use a timer (10—15 minutes).

m | remove distractions (phone away / Do Not Disturb).



()

3. Tracking & organization habits

m | keep materials in one place (binder / folder / notebook).
m | write down insights right after doing the homework.

4. Self-compassion habits

m | aim for progress, not perfection.

m | notice resistance without judgment.

5. Accountability habits

m | review my week: What worked? What didn’t?

m | share honestly with my buddy — even when | didn’t do it.

Micro commitment:

This week | will focus on: m Time m Place m Tiny step m Timer m Other please specify:
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Mental health & neuroscience in the news

A new plaque was put on the

banks of the Avon celebrating
Dr. Edward Henry Eidt




Around 1900, the Avon was a run-down mill stream, lined with . In 1899, the company that
owned this land announced plans to drain the river and divide the riverbed into building lots, and a rail line.

Dr. Edward Eidt, a dentist who watched all this from his Ontario Street office, pushed a reluctant, tax-wary council to act.
After the Parks Board formed in 1904, it bought private property along the river and the mill pond (now Lake Victoria) and
tore down old buildings to create parkland, which today covers more than 850 acres.

Eidt took land , put it under , paid for it with , and

regardless of income. This collective ownership of a resource for the common good moved Stratford a small step in the
direction of democratic socialism.

Equal access: A mill worker’s family and a factory owner’s family use the same riverbank for free.
Physical activity: Walking, skating, swimming, and play are part of daily life.

Mental health: Green space and water lower stress and improve mood.

Social connection: Shared space brings people together across class lines.

Environment: The river was protected instead of drained.

If the land had stayed private, the riverbed would likely have become housing lots and the banks a rail corridor. Lake
Victoria, the swans, and the green space through the city centre would not exist. The Festival Theatre stands on land the
Parks Board created, so Stratford’s main industry owes its existence to this decision. One dentist’s public-health instinct
shaped the city for the next century.

There is room for both the public and the private sectors. But private enterprise and markets respond to what people can
pay. A foundational principle of democracy holds that everyone has basic rights including those who can’t pay. Basic
human rights are more reliably protected when democratic governments are accountable for them. These rights include
clean air and water, a healthy environment, safety, food, housing, education, health care, and rest and leisure.



THE FOUR ESTATES: WHO DOES WHAT?

il Government
= Public sector

Makes and enforces the rules,
delivers public services, and
collects taxes to pay for them.

& Civil society

Third sector

Charities, faith groups, unions,
clubs and volunteers. Builds
community, fills gaps,
advocates.

&»  Business
Private sector

Produces goods and services
for profit. Creates most jobs
and much of the wealth that
gets taxed.

The press
Fourth estate

Informs citizens and holds the
other three to account by
asking hard questions.

Government draws the lines

‘ Public or private?
Who should run it: water, transit, garbage

pickup, recreation, housing?

Regulate or not?
How many rules on private activity: zoning,
short-term rentals, business licences?

Who pays?
Property tax, user fees, development charges,
or other levels of government?

Candidates draw these lines differently. Ask them where
they stand.



SUICIDE AND SELF-HARM
INTERVENTION AND PREVENTION



When suffering overwhelms us

. Why crises happen

. Review of the idea of the Window of tolerance.
. Pain and suffering: emotional and physical

. Why we think about suicide

. Why we self-harm



“So many people are hanging on by
the thinnest of threads. Treat people
with kindness even when you don’t
think they deserve it. You never know
how much someone is struggling.”

— Nanea Hoffman



Every one of us has experienced moments
when life felt overwhelming and
unmanageable.

Sometimes suffering becomes so great that
we begin to wonder whether we can keep

going.
Today's session is about those moments...

Fortunately, most of those moments pass.



WHY TALK ABOUT
SUICIDE seriously

HOW NOT

1TO KILL
YOURSELF

A Portrait of the Suicidal Mind

CLANCY MARTIN

Having a crisis plan is a must for
anyone who experiences these thoughts.

30



* In this course we'll be talking about the many "holes" that we may fall into as we make our
way through life. Some are relatively small; others are much deeper. Most of the time we
manage adversity, using the skills, relationships, and inner strengths we already possess.
Sometimes life confronts us with challenges that overwhelm our coping resources.

. That pain and suffering can arise from many different
sources: the loss of someone we love, the breakdown of a relationship, a traumatic
experience, chronic physical iliness, financial hardship, loneliness, shame, depression,
anxiety, or simply the accumulation of too many stresses over too long a period of time.

« Although the causes of crisis differ for each of us, the experience of being in crisis is quite
similar: We begin to feel overwhelmed and become anxious or panic, angry or emotionally
numb, withdraw from other people, turn to alcohol, drugs, or use other unhealthy ways of
coping.

« Some of us engage in self-harm, others begin to wonder whether life is worth living.



 Although crisis may on the surface, for each person, look very different,
they usually arise when emotional pain and suffering exceeds our
capacity to bear it.

 The SIMPLE course begins with distress tolerance skills and crisis
plans which aim to increase our capacity to bear emotional pain and
learn to return to a calm/alert physiological state.

* The goal of distress tolerance is not to eliminate pain, because none of
us can avoid pain altogether. Distress tolerance can however help us
survive the moments when life feels unbearable, keep us safe while the
emotional storm passes, and give us enough “bandwidth” that we can
begin tackling the problems that brought us to the crisis in the first
place.



IAT HAPPENS IN OUR BODIES AND MINDS WHEN
PAIN OVERWHELMS OUR ABILITY TO COPE?




A BRIEF REVIEW OF THE WINDOW OF TOLERANCE

HYPERAROUSAL

Use mindfulness, Overreactive, unclear thought,
grounding, Breath work Emotionally distressed

Can't calm down

WINDOW OF TOLERANCE

The body is in its optimal state, Can access both
reason and emotion, Mentally engaged

l

Depressed, lethargic, Use mindfulness, breath work,
numb, unmotivated physical activity

HYPOAROUSAL

Shutting Down




A BRIEF REVIEW OF THE WINDOW OF TOLERANCE

HYPERAROUSAL

Use mindfulness, Overreactive, unclear thought,
grounding, Breath work Emotionally distressed

Can't calm down

WINDOW OF TOLERANCE

The body is in its optimal state, Can access both
reason and emotion, Mentally engaged

!

Depressed, lethargic, Use mindfulness, breath work,
numb, unmotivated physical activity

HYPOAROUSAL

' Shutting Down




Just as our bodies sometimes experience physical pain,
our minds and hearts sometimes experience emotional
pain. Emotional pain is a universal human experience.
Every one of us will encounter it at different times in our
lives.

As we already mentioned, emotional pain can arise from
many different sources: grief after the loss of someone
we love, rejection, loneliness, shame, trauma,
depression, anxiety, disappointment, chronic stress, or
the feeling that life has become overwhelming.
Sometimes it results from a single devastating event.
More often, it develops gradually as many burdens
accumulate over time until they become too heavy to
carry.

Like physical pain, our capacity to feel emotional pain
evolved for a good reason. It tells us that something in
our lives needs attention. It signals that we have lost
something important, that our needs are not being met,
or that our current way of coping is no longer enough.
From this perspective pain is not an enemy but important
message.



EMOTIONAL PAIN




DL . * “Contemplating” suicide is often not due to one

—— 5o cause, but overlapping human experiences of pain,

| distress, loss, and disconnection including:

* Unbearable emotional pain ("psychache") and
hopelessness

* Mental health conditions (depression, anxiety,
bipolar, PTSD)

* Relationship loss, rejection, or conflict

 Histories of trauma, abuse, or bullying

* Profound loneliness and social isolation

» Financial, work, or academic stress

* Chronic illness or ongoing physical pain

» Substance use lowering control and intensifying
distress

* Feeling like a burden to others

 Impulsivity during an acute crisis or sudden stressor




WHY PEOPLE
SELF-HARM

Know the risks

The risk factors for nonsuicidal selfnjury fallnto three categories—mentaldisor
(ers environment, and personal,

Mental disorder risk factors include borderline personality disorder, depression,
eating disorders anxiety and substance abuse.

Environmental isk factors include abuse, neglect, poor parent-child relation-

ships, victimization or bullying, and socializing with peers who perform nonsuici
dal elfinjury.

Personal isk factors are poor slf-mage,low self-esteem, loneliness,difculty
expressing emotions, emotional instabilty, impulsiveness, and hostity.

39



IN SUMMARY
WHEN SUFFERING EXCEEDS OUR CURRENT COPING CAPACITY...



VUR JOURNEY FROM BEING OVERWHELMED BY LIFE'S CHALLENGES
TO ALIFE WORTH LIVING:

THE WAY INTO CRISIS:

THE WAY OUT OF CRISIS:



“The thought of
suicide Is a great
consolation: by means
of it one gets through
many a dark night.”

— Friedrich Nietzsche



PART TWO



HOW WE USE WORDS
IS IMPORTANT

It's 2023, canwe please, please, PLEASE stop
using the term commit sticide.

Language reflects our attitudes and influcnces
our attitudes and the attitudes of others,
Words have power;words matter.,

The language we use is so important when we are
discussing these importantissues. We need to
make sure we aren' using stigmatising language.

Commitis avery old fashioned and outdated
term.

People commit theft, people commit fraud, but
people do not commit suicide.

"committed suicide"

died by suicide

thoughts, or suicidal ideation

suicide attempt

avoid

Suicidal

suicide death



SUICIDE VS.
SELF-HARM

What are the differences?

Self-Harm Suicide Attempt

+ Incidences may be J ¢« Attempts tend to
very frequent. happen less
frequently.
* Injuries are
usually less * Injuries more
severe. severe, sometimes
lethal.
* Done usually to
avoid suicidal + Done with an
impulses, intent to die.

(Bleiksy, May, & Glenn, 2014)

817-469-8477 | www.469tips.com | "CCS FFL" mobile app




Much of what many of us believe about suicide simply isn't true. These myths can interfere with us
understanding and helping people experiencing suicidal ideation.

One common myth is that . Research
consistently shows the opposite. Asking directly, calmly, and compassionately about suicidal thoughts
does not increase risk. Instead, many people experience profound relief when someone is willing to
ask openly and without judgment.

Another myth is that . Many individuals who die by
suicide have previously spoken about feeling hopeless, trapped, or wishing they were dead.
Sometimes these statements are subtle. Sometimes they are quite direct. They should always be
taken seriously.

Some people believe that . While some suicides do happen
impulsively, many are preceded by warning signs such as increasing hopelessness, withdrawal from
others, giving away possessions, dramatic changes in mood, or feeling like a burden to those they
love.

Another misconception is that . More accurately, most people
want the pain to stop. They often feel trapped between unbearable suffering and an inability to
imagine another way forward. If that suffering can be reduced and hope restored, many no longer
wish to die.

Quite often suicidal crises are temporary, even when the problems that triggered them are not. With
time, support, treatment, and the restoration of hope, people often recover and go on to live
meaningful lives.



THE STATISTICS

US Suicide Rate
Age adjusted, year 2000 standard
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Drew Barrymore started using alcohol when she was nine.
Cannabis when she was 10. At only 13, she was admitted into
detox. One year later, she attempted suicide for the first time.

Three years later, she tried again. She now speaks openly about
her recovery as a long process of understanding her pain and
developing healthier boundaries.

THE STATISTICS



PART THREE



« Suicide never has just one cause. Like every problem we
discuss in SIMPLE, it emerges from the interaction of biology,
body, psychology, relationships, society and meaning.



SUICIDE NEVER HAS ONE CAUSE




THE FOUR DETERMINANTS OF HEALTH



FOUR DOMAINS DETERMINE OUR HEALTH

¥ Biological §) Psychological

*®: Social y Spiritual



I.T.I

THESE 4 SHAPE ALL HEALTH, INCLUDING SUICID

Z BIO

PSYCHO

1 I SOC'O

y SPIRITUAL



HOW MUCH DOES EACH CONTRIBUTE

THE ROUGH CONTRIBUTIONS TO HEALTH
OF EACH OF THE FOUR DOMAINS

' 4,0-50%

oy 20-30%

50% 15—2 5%

Not measured separately
25%



BIOLOGICAL FACTORS

Treadway & Zald,, 2011
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WHAT DOES STRESS DO TO THE BODY?

@® SHORT-TERM IMPACTS OF STRESS

THE BODY UNDER STRESS

SKIN BECOMES
MORE SENSITIVE

AND OILY \%

BREATHING
QUICKENS TO SEND
MORE OXYGEN
AROUND THE BODY

FEELING WORRIED,
NERVOUS OR UNABLE
TO SWITCH OFF

HEART BEATS HARDER
AND FASTER TO PUMP
MORE BLOOD TO
MAJOR MUSCLES
TUMMY ISSUES DUE
TO THE RUSH OF

A SR 2 MUSCLES TENSE UP AS

IF THEYRE PREPARING
PROBLEMS BETWEEN . = TO MAKE A RUN FOR IT
THE SHEETS (FOR ALL » -

GENDERS)

LONG-TERM IMPACTS OF STRESS

TENSION HEADACHES, /Qﬁ&

MIGRAINES AND MENTAL

HEALTH PROBLEMS SKIN AND HAIR

CONDITIONS, EG.
ACNE AND HAIR LOSS

TROUBLE BREATHING,
HYPERVENTILATION

AND PANIC ATTACKS SERIOUS

HEART PROBLEMS

FERTILITY PROBLEMS

(FOR ALL GENDERS) INCREASED RISK OF

TYPE 2 DIABETES

% e}?f‘

>



PSYCHOLOGICAL FACTORS




Human beings are fundamentally social creatures.
We survive, develop and heal in connection with
others.

It is therefore not surprising that disruptions in our
relationships can profoundly affect our desire to
keep living.

Relationship breakdown, loneliness, bereavement,
abuse, conflict, unemployment, financial hardship,
discrimination, and social isolation can all contribute
to our overall health and to suicidal crises.

One of the strongest protective factors against
suicide is the experience of belonging, knowing that
someone genuinely cares, that someone would
notice if we disappeared, and that our life matters to
another human being.

We often start to feel hope when we no longer feel
completely alone.



SOCIETY AND CULTURE




MEANING, PURPOSE, AND THE HUMAN SPIRIT

VIK L QR R D]
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When we are struck by the many “slings and arrows of outrageous fortune” we
may, like Hamlet ask if we want “to be or not to be”.

Our biology, psychology, relationships, society, and our sense of meaning all
contribute to how much pain we can bear while maintaining hope.

Healing begins as we foster our personal resources and gradually work on
reducing the pain we experience in different areas of our lives: we treat illness,
regulate our nervous systems, develop healthier ways of thinking, strengthen
relationships, improve social supports, and reconnect with meaning and purpose.

The biopsychosociospiritual model is a model of hope. If despair is the result of
many different causes, healing is the result of taking many small steps towards
rediscovering hope.



Approaching people who are experiencing mental health issues
. Screening
. Assessment
. Acute vs chronic risk
Lethality



What happens when someone with mental health issues seeks help?



NIMH TOOLKIT
q S suicide Risk Screening Tool
( Suicide-Screening @uestions )

Ask the patient:
1. In the past few weeks, have you wished you were dead?

2. In the past few weeks, have you felt that you or your family
would be better off if you were dead?

3. In the past week, have you been having thoughts
about killing yourself?

4. Have you ever tried to kill yourself?

If yes, how?

If the patient answers Yes to any of the above, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? QYes ONo
If yes, please describe:

Next steps:

*  If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5).
No intervention is necessary (*Note: Clinical judgment can always override a negative screen).
* If patient answers “Yes" to any of questions 1 through 4, or refuses to answer, they are considered a
positive screen. Ask question #5 to assess acuity:
[ “Yes" to question #5 = acute positive screen (imminent risk identified)
* Patient requires a STAT safety/full mental health evaluation.
Patient cannot leave until evaluated for safety.
« Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician
responsible for patient’s care.
[ “No" to question #5 = non-acute positive screen (potential risk identified)
« Patient requires a brief suicide safety assessment to determine if a full mental health evaluation
is needed. Patient cannot leave until evaluated for safety.
* Alert physician or clinician responsible for patient’s care.

Provide resources to all patients

¢ 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
» 24/7 Crisis Text Line: Text “HOME” to 741-741

E ORI ERH QYLD LLIIN @ NATIONAL INSTITUTE OF ME

STEP1 SCREENING



ASSESSMENT

SAFE-T

Suicide Assessment Five-step
Evaluation and -':iage




ACUTE RISK AND CHRONIC RISK

INFORMAL SUICIDE RISK ASSESSMENT
CHECKLIST

AGENCY/PROGRAM: CLIENT: DOB:

SCREEN COMPLETED BY: DATE: TIME:
Client Denies Suicidal Thinking Client Confirms Suicidal Thinking

RISK FACTORS

CHRONIC:

Previous Suicide Attempt

History of Suicidal Thoughts/Behaviour
History of Mental Health Issues
History of Psychosis
Impulsive/Aggressive Tendencies
History of Non-Suicidal Self Injury
Chronic lliness and Pain

Family History of Mental Health Issues
Family History of Suicide

History of Family Loss

History of Abuse, Neglect, Trauma
Cultural Risk Group

Male Gender

LGBT2SQ+

Other:

ACUTE:

Current Suicidal Thoughts
Current Suicidal Plan

Recent Suicidal Thoughts/Behaviour
Access to Suicidal Methods

High Lethality of Suicide Methods
Increased Non-Suicidal Self Injury
Current Mental Health Issues
Current Psychosis

Agitation or Anxiety

Current Substance Use

Feelings of Hopelessness

Recent Loss or Major Life Change

Recent Suicide(s) in Family/Community

Minimal Social Supports
Minimal Professional Supports
Minimal Support from Caregiver
Unresponsive to Supports

Other:

Acute risk

chronic risk

Note: This tool should never be used alone or as a substitute for a thorough clinical assessment. Assessing risk needs to be
collaborative, developmentally appropriate, and include collateral information.




LETHALITY

Case Fatality Rates (%) By Suicide Method

Firearms |, 3.5%
Drowning/submersion [ R G5.9%
Suffocation/hanging [ EGCGEGEG_G_—_G—E 61.4%
Poison by gas | 159
Jump | 34.5%
Drug/poison ingestion W 1.5%
Cut/pierce N 1.2%

Other [N 8.0%

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0%

Spicer, R.S. and Miller, T.R. Suicide acts in 8 states: incidence and

ase fatality rates by demographics and method. American Journal
of Public Health. 2000:90(12);1885.)



Mental health professionals know that no assessment can
predict the future with certainty. Instead, they need to try to
understand the whole person asking how they arrived at this
moment, what factors are increasing their suffering, what
strengths remain available to them, and what can be done to
reduce risk while increasing hope.

A good suicide assessment is a practical clinical application of
the biopsychosociospiritual model as it considers the person's
biology, their nervous system, their psychology, their
relationships, their social circumstances, and their sense of
meaning.

Professionals recognise that suicide risk rises when these
dimensions become overwhelmed, and that recovery begins as
each of these dimensions is gradually strengthened.

Suicide assessment is not about trying to determine who will live
and who will die by suicide. It is about understanding suffering
and responding to it with wisdom, compassion, and practical
help.



If the screening and assessment determine the person has suicidal
thoughts what’s next?



What has been shown to help people experiencing
suicidal thoughts.

1. Crisis plans
. 2. Intervention
. 3. Prevention
. 4. Building resilience



THE FOUR CORNERSTONES

What has been shown to help

1. Crisis plans

A written, personalised roadmap,
made in advance, for getting
safely through a suicidal crisis.

3. Prevention

Reducing risk long before a crisis,
by strengthening mental health
and reducing stigma.

2. Intervention

The immediate, compassionate
response when someone is at
risk, matched to their level of risk.

4. Building resilience

Growing the capacity to recover
from suffering without being
overwhelmed by it.




FIRST CORNERSTONE
CRISIS PLANS

Type of strategy Intervention

= Avoid situations that might precipitate suicidal ideation and behavior. As an example, i m p e rat i Ve

Know warning establish a truce with parents about issues that lead to substantial discord.
signs and = Anticipate the need to cope with stressors and problematic situations (eg, being teased or

precipitants feeling down). b efo re

= Complete an inventory of firearms, household poisons, medications, and sharps; assess
access to lethal agents.

Secure or remove  gREAT through and agree to specific plan to restrict access either by removal or securing of
lethal agents lethal means.

= Review reasons for living.
= Distraction activities (eq, singing with loud music or walking briskly outside with a friend).
= Use technigues for distress tolerance (eg, calming self talk or visualizing a safe or

Individual beautiful place).
coping = Relaxation (eg, progressive muscle relaxation).
= EXercise.

= Identify friends who can be contacted to help distract or lift mood (NOTE: Same age peer
should be sought for distraction and social interaction only, not to discuss suicidal or
self-harm thoughts or urges).

= Identify trusted adults to approach when trying to cope with suicidal thoughts
(eg, parent or relative).

Call my therapist: Phone #
Call crisis line: Phone #
Professionals

who can help If acutely suicidal, call police or mental health emergency line to go to

emergency department: Phone #




SECOND CORNERSTONE
INTERVENTION

- 7-havenhealthy
N boundaries.

2. be transparent
with clients.

consistent. psychoeducation

4. address
expectations.

intervention
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Building resilience involves helping people develop the capacity to bear and recover from pain
without being permanently overwhelmed by it.

In this course we will explore many of the foundations of resilience: Understanding our emotions
instead of fearing them, expanding our window of tolerance, learning emotion regulation and distress
tolerance skills, healing trauma, developing secure relationships, finding meaning and purpose,
cultivating self-compassion, caring for our bodies, our minds, our relationships, and our spirituality.

Resilience grows through countless small experiences of surviving difficulty rather than avoiding it.
Each time we discover that painful emotions can be tolerated, understood, and eventually
transformed, we become a little less frightened of future storms.

Resilience and hope are created through connection: one caring conversation, one supportive
relationship, an effective treatment approach, an act of kindness, or one reason to stay alive for
another day can be enough to begin changing the trajectory of our life.

Suicide prevention involves biology, psychology, relationships, community, and meaning. It starts with
single small steps that the person does not have to take alone.



What DBT brought to working with
people experiencing suicidal ideation



Prior to the introduction of DBT, mental health professionals approached suicide primarily by trying to
stop someone from dying. While this is obviously important, it doesn’t go far enough. It focuses on
preventing death rather than understanding why life has become so unbearable.

Dialectical Behaviour Therapy changed our way of thinking. DBT assumes that people who are
experiencing suicidal thoughts are trying to escape emotional suffering that has become intolerable.
The problem is unbearable pain combined and too few effective ways of managing it.

DBT does not just focus on stopping suicidal behaviour. It holds that the way to address suicidal
thoughts and behavior is through building

Suicide prevention is not just the avoidance of someone’s death, it is about building hope, meaning,
connection, and a future that the person wants to remain alive to experience.

DBT also recognised something that had often been overlooked. During an emotional crisis, our
thinking changes dramatically. Intense emotion narrows attention, limits problem-solving, and
convinces us that the way we feel now is the way we will feel forever. The suicidal mind mistakes
temporary emotional states for permanent realities. This is why crises feel so urgent and why
decisions made during those moments can become tragically irreversible.



DBT teaches practical skills that can be used precisely when emotions are at their most
overwhelming.
help people survive emotional storms without making them worse.
reduce the intensity and frequency of emotional suffering over time.
teaches people to observe thoughts and feelings without automatically acting upon them.
strengthens the relationships that so often become our greatest sources of
protection.

One of DBT’s key contributions is its dialectical philosophy. Dialectics teaches us that two seemingly
opposite things can both be true. We can completely accept ourselves as we are today, while also
working toward meaningful change. We can acknowledge that life is deeply painful, while also
believing that life is worth living. We can recognise the reality of despair without surrendering to it.
Acceptance and change are not opposites. Together, they become the path toward healing.

As we will see throughout SIMPLE, these principles extend beyond suicide prevention. They apply to
anxiety, depression, trauma, relationships, grief, addiction, and the ordinary challenges of being
human.



What does DBT mean by “building a life worth living?”



Part Seven

a life worth living,



A LIFE WORTH LIVING:
RESILIENCE

* Resilience
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with contemplation
and thinking rather than just reactivity and
action.
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A LIFE WORTH LIVING:
RECONECTING WITH OUR
REASONS FOR LIVING

| think what helped me
the most when dealing
with my mental health
and processing this grief
was talking to people
that | trust and asking
for the help that |
needed.

Malachi & Il;n-:-n'l.
Farnzinal El:ﬂl'.'
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Hope is not just optimism or positive thinking.
Hope does not deny pain and suffering but
refuses to believe that they are the whole story.
Many people who have survived suicidal crises
later describe being astonished that they once
believed their situation could never improve.
Their circumstances changed, treatments began
to work, relationships healed, grief softened, or
they discovered strengths they never knew they
possessed. The emotional certainty that life
would never get better proved to be one more
symptom of the crisis itself.

This is one of the reasons hope can sometimes
be borrowed. When someone cannot yet believe
that life is worth living, another person—a
therapist, a friend, a family member, or a
community—may temporarily hold that hope for
them. Human beings often recover because
someone else continued believing in them until
they were able to believe in themselves again.



A LIFE WORTH LIVING:
MEANING

I WANT
TO KNOW HA_P"SE);OU

THE MEANING
S GOOGLING




Decades of suicide research point to one
conclusion: people survive because of
connection.

Connection with another human being can
interrupt the profound isolation that
accompanies suicidal despair. Feeling seen,
understood, accepted, and valued reminds
us that we belong to something larger than
our own suffering. Healthy relationships are
emotional shelters during life's storms.
Connection is not limited to other people.
We can become connected to our own Wise
or Capital S self, to nature, to creativity, to
community, to work that matters, to spiritual
traditions, and to the larger story of which
our individual lives form only one part.
Healing happens through relationships—
with ourselves, with others, with our bodies,
with the natural world, and with whatever
gives our lives meaning and purpose.
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We cannot eliminate life’s storms, but we can build a shelter sturdy enough
to weather them so that we can enjoy the world when the sun returns.



1. How useful was this meeting? (Multiple choice)

Extremely useful (10/10) 100%
e ———————

Somewhat useful 0/0) 0%

Not useful at all

2. How useful was this course?

Extremely useful

Somewhat usefyl

Not useful at all

ZOOM POLL (optional)
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DISTRESS TOLERANCE SKILLS PART 2
DBT SKILLS TRAINING WORKBOOKP. 14-32




SKILLS TRAINING WORKBOOK
P.14-32, DISTRESS TOLERANCE WEEK 2

When we are STRESSED If you are in CFiSIS and can’t think straight,

we find ways to cope or your body is distressed-
TIP your body chemistry!

Sometimes we cope <

with a problem iGhing in) _(Heslthy Coping)

behavior. Looking at tdo | i Sy l emperature

the PROS & CONS of g4 ? Face in ice water

our coping behaviors, ¢ : Cold/hot shower -

we can decide if we Stdortl l ntense Exercise
a

Runni 'walking fast
want to change the g,penwour e::gtgy

s (instant
— rogressive
If we decide to do something different Muscle Relaxation

we can use these three sets of skills:

Tense each muscle for
seconds, then release each
muscle for 15 seconds

When you need to distract When you need to make When you can’t escape a
from people, events or yourself feel better to situation but want to make

feelings that are difficult to prevent problem behaviors, o des

handle remember ACCEPTS self-soothe with your senses

. Calm mind (distracts
from emotional mind with ctivities,
ontributions, omparisons,
motions, ushingaway, houghts,
and ensations)

. Sooth yourself with the 5 senses

. Create distraction and self-
soothing plans (choose skills to use

in your crisis plan)
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SKILLS TRAINING WORKBOOK
P.14-32, DISTRESS TOLERANCE WEEK 2

. Poine fen - Advanced distress tolerance skills-
o R the moment (with
magery, eaning, rayer,
v e — e v Sart ascape s, elaxation, ne thing at a time,
e A T i acation and ncouragement)

ctivities
Do something else:

work on a hobby,
go for a walk

‘ ontributions : 23 =
Do something for someone el = _ d a reasco
compliment someone,

do something nice ~ s O SO0 o
‘ omparisons T NG »
Think about how it’s better: Diay s
than other situations, .
a time you felt worse - g O
E motions HEg A o - =13
Do something that feels differsg 3 3 : ad candle
watch a movie,
listen to music

Push Away e _. -. @

Put the problem away:
focus on something else,

yell NO! to the problem

Thoughts

Distract your thoughts:
count, sing a song

Sensations - our dog or ca ° age
Feel something else: g SOMEeo eriead yo
Hold ice, squeeze a ball P
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SKILLS TRAINING WORKBOOK
P.14-32, DISTRESS TOLERANCE WEEK 2

e * Physiological hacks to calm yourself
-y —  ( emperature, ntense

e gan e exercise, rogressive muscle
o relaxation)

ctivities - 6
Do something else:
work on a hobby,

go for a walk

‘ ontributions

Do something for someone el = - d a reasc

compliment someone,
do something nice ~ s O SO0 o
‘ omparisons R b R e »
Think about how it’s better: B baas = = ~
than other situations,
a time you felt worse - : O
E motions HEg A S - =13
Do something that feels differsg 3 3 : ad candle
watch a movie,
listen to music

Push Away e _. -. @

Put the problem away:
focus on something else,

yell NO! to the problem : : orite food Breathe

l houghts Bt st'chocolate SR G LT
Distract your thoughts: 2 a bre
count, sing a song

S ensations

Feel something else:
Hold ice, squeeze a ball
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The Dialectical Behavior Therapy Skills Workbook The DBT Diary

The IDB1T Diarvy

Note how many times each day yvyou use these key skills. For items marked with *, briefly describe what yvou did in the
“Specifics” column. Make copies of the blank diary before using it and do yvyour best to complete one every week.

Core Skills Coping Strategies Mon. Tuaes. Wed.
Distress Tolerance Stopped Self-Destructive Action 2 weeks ago

Used REST Scratesy 2 weeks adgo

Used Radical A cceprance TOday

Distracted from Pain TOday

Engaged in Pleasurable Acrtivities™ TOdaV

Soothed Myself™

Practiced Relaxation ¥8ggz

Committed to Valued Action™

Connected with My Higher Power

Used Coping T houghts & Strategies™

Analyzed Feelings-T hreat Balance

Used Physiological Coping Skills™

Mindfulness Practrticed T hought Defusion

Practrticed Mindful Breathing

Used Wise Mind

Pracrticed Beginner’s Mind

Pracriced Self-Compassion

Practrticed IDoing W hat’s Effective

Completed a Task Mindfully

Practriced Loving-kindness Meditation

© 2012 Matthew McKay, Jeffrey C. Wood, and Jeffrey Brantley / New Harbinger Publications.
Permission is granted to the reader to reproduce this form for personal use.




KEEP A PERSONAL SKILLS LIST INSTEAD
OF USING THE DBT DIARY CARD

skills
diary card

PERSONAL SKILLS LIST

your own list of the skills
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PERSONAL SKILLS LIST UP TO THE PRESENT
DISTRESS TOLERANCE SKILLS

Two weeks ago we covered:

Today we’ll cover

96



1. Radical 2. Distraction 3.Createa 4. Relax and 5. Create a

acceptance kil

distraction Self Soothe relaxation
plan skills Plan
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3.Create a
2. Distraction distraction

5.Create a

4. Relax and .
relaxation

Self Soothe

1. Radical plan Plan

acceptance
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1. RADICAL ACCEPTANCE
what

is acceptance?

0

] ¢ [}
0\0,‘000%0‘
IT'S RAINING IT'S RAINING

180t ke raln,

| wizh It wasn't raining.

ooy ay Wil be dertter
IFIt wasn't ralning. my day Is
runed, avery dayls e thin
s abways tke thic why doer

[t adwayy rain whon all | want Iy
for % 1o be sumy!

Radical acceptance

judgements
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RADICAL ACCEPTANCE

COPING STATEMENTS

This situation is only
temporary

| can't change what
has already happened

| have dealt with
difficulties before and
| can deal with this

| can accept things
the way they are

The present is the
only moment | have
control over

Not everything will
g0 my way, but | can
be flexible

| won't stress over
the things that
I can't change

| won't waste my time
or energy fighting
the past

I might not like it,
but this is what
has happened

How | react in this
situation is what | can
control in this moment

| don't have control over
the past

| can't predict the future
and | am okay with that

RADICAL ACCEPTANCE
COPING STATEMENTS
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To get better at radically accepting pain and
distress without judgement, rejection or
resistance:

The key is to start with small things

For example, practice radical acceptance when
1. you’re caught in traffic, or 2. in a long line up
at the grocery store, or 3. somebody is late to
meet you or 4. talking to Rogers.

Can you think of other circumstances in which
you might practice radical acceptance?

Decide ahead of time which radical acceptance
“mantra” statements you will use.

Come up with your videos of when you
experienced emotional pain. Use the editing
splicing and pasting technique along with radical
acceptance coping statements.

After practicing with small things try it with more
serious things like watching the blue jays or
maple leafs lose.



3.Create a
distraction

5. Create a

1. Radical :
relaxation

acceptance

4. Relax and
Self Soothe

2. Distraction plan Plan
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2. DISTRACT AND HARM REDUCE FROM SELF-DESTRUCTIVE BEHAVIORS

EXAMPLES OF HARM REDUCTION
NETFLIX IN OTHER AREAS

H o < H T

SUN SEAT SPEED BIRTH CIGARETTE
@REEN BELTS LIMITS CONTROL FILTERS

* You can now incorporate distraction and harm reduction into your crisis plan. Then edit, splice
and paste it into our “videos” of a crisis. 103



2. DISTRACT WITH PLEASURABLE ACTIVITIES

‘ E“‘O‘jc;n Regulation Skily

*PLEASANT ACTIVITIES

[]Have a quiet evening [ ] pance [ ]Read a book

[ ] cook a meal [ ] clean things [ |sew

|:| Look at the moon or stars D Do science experiments D Discuss books with someone
[ ] Take care of your pets [ Jwatech v [ |carden

[ ]swim [ ] Make a card for someone [ ] paydream

[ ] oraw or doodle [ ]Play a game [ ] Making a to-do list
[ ] Play sports [ ] Build something [ ] o to national parks
[ ]sing [ ] collect things [ |complete atask

[ ] make a gift for someone | ponate or recycle unused items [ | Go fishing

[ ] pownload music or new apps [ ] Listen to music [ |Be alone

[ ] watch sports [ ] Read cartoons or comics [ ] write letters

[ ] write down your goals [ ]| po ahobby [ ] o on a picnic

[ ] volunteer [ ] Plan a day’s activities [ ] Meditate

D Get a haircut or style your hair |:| Listen to the sounds of nature El Yoga

[ ]Jwash dishes [ ] view beautiful scenery [ ]Have lunch with a friend
[ ]Bake [ ]Eat a good meal [ ] o to the mountains
I:l Enjoy coffee or tea |:] Repair things around the house [:I Do a jigsaw puzzle

[ ] cet a mani or pedi [ ] work on your car/bike [ ] knit or crochet

|:| Ride a bike D Take care of your plants E Do a crossword puzzlie

|:] Write in a diary or journal |:] Fly a kite Take a shower

[ ] Look at photos [ ] Time with family [ |sitoutside

[ ] eo for awalk [] Practice religion or spirituality [ ] Talk on the phone

[ ]Jog [ ] Look at clouds [ ] o to a museum

|:| Notice birds or trees |:] Repeat positive affirmations El Listen to the radio

[_| surprise someone with a favor [ A day with nothing to do [ ] eet a book from the library
[ ]Join a club or group [ ] @o skating [ ] Exercise

[:I Martial arts |:] Paint E[ Do woodworking

[ ] o bowling [ ]color [ | eo to a thrift store

[ ] write a poem, song, or rap [ | Take a nap [ | Play with clay

[ ] Take pictures [ ]Play an instrument [_|Reflect on how you've
D Write a story E’ Do arts and crafts improved

[ ] seak in the bathtub [ ] eo hiking

[ ]Hang out with friends [ ] watch the sunrise/sunset ]

[ ] wateh a movie [ ] watch a comedy ]

E Lie in the sun [ ] Visualize yourself achieving ]

Spend time at a river, lake, your goals

104



OTHERWAYS TO DISTRACT
YOURSELF



e Pay attention to someone else
e Do something for someone

else
e Take your attention off
yourself
e Think of someone you care
about
« Distract b i e Distract your thoughts
IStract by counting e Remember past pleasant
breaths, subtracting avents
numbers e Observe nature
—  Imagine your wildest fantasy
coming true. What would it
be?
e Distract yourself with ’
tasks/chores 4. By leaving
e Take care of yourself _ |
or your environment e Distract yourself by leaving

e Sometimes it's helpful to
just leave and create
‘ some distance between

you and the problem
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5.Create a
relaxation
Plan

1. Radical , Distraction 4. Relax and
acceptance ' Self Soothe

3.Create a

distraction plan
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3.Create a ;. Create a
2. Distraction distraction relaxation
plan 4. Relax and Self Plan
Soothe

1. Radical
acceptance
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RELAX AND SELF SOOTHE
YOU'VE MET THIS SKILL BEFORE — ON PURPOSE

Grounding notice what is here

* Anchors you in the present when you feel
overwhelmed or far away.

Self-soothing is a type of grounding the senses. Practice turns self-soothing into a habit you can
reach for under stress and include in your crisis plan.



SELF-SOOTHING ALGORITHM: SIX STEPS

how to use your sensory toolkit or relax using your senses




4. RELAX AND
SELF SOOTHE




SELF-SOOTHING ALGORITHM: SIX STEPS

how to use your sensory toolkit or relax using your senses

Ideas for step 3

®

g

!‘

Sight a photo, nature, candlelight

Sound calming music, rain, a
voice

Smell lotion, coffee, lavender

Taste warm tea or a mint, slowly

Touch soft blanket, a pet, warm
water



MORE IDEAS FOR STEP 3 OF THE SELF-SOOTHING
ALGORITHM AND FOR YOUR SENSORY TOOL KIT




Light a candle, use incense

smell perfume, essential oils,
or freshly baked
bread/cookies

Go to a place with a
comforting smell

Go to a forest or a farm




VISION
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SOUND

Listen to...
MusIC
Audi
Natur

White noise machine

cast

\Guided meditations
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TASTE
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Use your self-soothing kit

Carry something soft and
comforting in your pocket

Try a using prayer bead
Take warm or cold showers
Get a massage

Play with a pet

Wear comfortable clothes




3.Create a
2. Distraction distraction
plan

4. Relax and
Self Soothe

1. Radical

acceptance
;. Create a

relaxation Plan
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The Dialectical Behavior Therapy Skills Workbook The DBT Diary

The DBT Diary

Note how many times each day you use these key skills. For items marked with *, briefly describe what you did in the
“Specifics” column. Make copies of the blank diary before using it and do your best to complete one every week

p—— P ——— e

Distress Tolerance Stopped Self-Destructive Action

Used REST Strategy

Used Radical Acceptance

Engaged

Connected with My Higher Power

Used Coping Thoughts & Strategies

Completed a Task Mindfully

Practiced Loving-kindness Meditation

Boalyed Brslmgei s Balerse ]

2019 Matthew McKay, Jeffrey C. Wood, and Jeffrey Brantley / New Harbinger Publications.
Permission is granted to the reader to reproduce this form for personal use

PERSONAL SKILLS LIST

122



PERSONAL SKILLS LIST UP TO THE PRESENT
DISTRESS TOLERANCE SKILLS
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KEY TAKEAWAYS: SUICIDE AND SELF-HARM

Crises happen when
demands exceed our
resources

We move outside our window of
tolerance and lose access to Wise
Mind.

4 Healing works the same
way in reverse

Many pathways lead to despair, so

many pathways can lead back to hope.

2 Self-harm is usually about
coping, not dying

It is often a way to manage
overwhelming inner experiences. Our
goal is to find safer strategies, not to
judge.

3 Asking directly helps

Talking about suicide does not
increase risk. It tells people they no
longer carry it alone.

3 Suicide never has one
cause

Biology, the body, psychology,
relationships, society and meaning all
interact.

& Crisesare temporary

A written crisis plan lets our wiser
mind guide us when pain narrows our
view.




KEY TAKEAWAYS: BUILDING A LIFEWORTH LIVING

DBT asks not only "How do we stop suicidal behaviour?” but *“How do we help someone build a life that feels worth

living?”

"

Resilience

Being wounded by life
without being defined
by those wounds.

4

Reasons for living

Deeply personal, and
discovered from
within rather than
imposed.

O3

Hope

Not denying
suffering, but refusing
to believe it is the
whole story. Hope can
be borrowed.

Meaning

“How might | respond
in a way that reflects
the person | wish to
become?”

Connection

People survive
through connection.
Healing rarely
happens in isolation.

"The goal is not to eliminate the storms. It is to help each of us build a shelter strong enough to live through them,
and a life beautiful enough that we want to keep stepping outside when the sun returns.”
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KEY TAKEAWAYS: DISTRESS TOLERANCE SKILLS

1 Radical acceptance

Accept pain without adding resistance
or judgement (the second arrow).
Start with small things like traffic or
line-ups.

3 Relax and self-soothe

Use smell, vision, sound, taste and
touch to bring yourself back into your
window of tolerance.

2 Distract

Use ACCEPTS and pleasurable
activities (p. 18—20) to step away from
emotional mind and self-destructive
urges.

4 Make a planin advance

Write your distraction and self-

soothing plans now, so they are ready
when you need them.,

THIS WEEK

Choose one radical acceptance
statement, one distraction strategy
and one self-soothing method.

Add them to your crisis plan and
personal skills list.

Rehearse them in your imagination
with edit, splice and paste.

Keep checking your dashboard.

In crisis? Call or text 9-8-8 or 1-888-
829-7484
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SUICIDE AND SELF-
Myths and reality

(=]
.‘.‘"‘ |
>
6(
L)

ARM

“The thought of suicide is a great
consolation: by means of it one gets
through many a dark night.”

— Friedrich Nietzsche

“So many people are hanging on by
the thinnest of threads. Treat people
with kindness you don’t think they
deserve. You never know how much
someone is struggling.”

— Nanea Hoffman

“Suicide doesn’t end the chances of
life getting worse, it eliminates the
possibility of it ever getting better.”
— Unknown
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1. How useful was this meeting? (Multiple choice)

Extremely usefyl (10/10) 100%
e ———————
Somewhat useful 0/0) 0%
Not useful at all 0/0) 0%
2. How useful was this course?

Extremely useful

Somewhat useful

Not useful at all

* Please answer the following question

* Answers are anonymous

* In person participants please answer
the page that was handed out.
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Today we're going to talk about
suicide. Is there a risk some

people might be triggered by
this discussion?




HOW NO'T

1O KILL
YOURSELF

A Portrait of the Suicidal Mind

CLANCY MARTIN

While some people attending the course may never have had
suicidal thoughts, it's estimated that at least 10% of Canada’s
population will experience suicidal ideation at some point in their
lives.( 5% will make an attempt and 4% a suicide plan)

Suicidal ideation is a common and very important "hole" that many
people, especially those with mental health issues, encounter.
Because it can be so consequential, we devote part of this distress
tolerance and crisis planning session to it.

Many people who struggle with mental health issues have either,
occasional, frequent, or constant suicidal ideation.

Thoughts of suicide or self-harm, including feelings of despair and
hopelessness, suicidal thoughts, and suicidal behaviors are, for
anyone who experiences them, a critical “hole” for which crisis plans
and distress tolerance skills can be lifesaving. Having a crisis plan is
a must for anyone who experiences these thoughts.

Although this discussion may trigger some people, it is an important
one to have at this point in the course. There is very good evidence
that talking about suicide or self-harm does not make it worse
(except for cases of “contagion” which we’ll discuss below)

As we proceed today, pay attention to your personal internal
dashboard and take care of yourself the best you know how. Take a
break if you need to. =5



Many different terms are used when
talking about suicide and self-harm.
These terms can be somewhat
confusing. Could we define some of
them?




—any behavior resulting in an attempt
or preparation for an attempt; this may include practicing
or rehearsing for the attempt.

—nonfatal self-directed potentially
injurious behavior with any intent to die as a result of the
behavior. A suicide attempt may or may not result in
injury.
deliberate self-directed destruction or alteration of body
tissues without a conscious suicidal intent.

—interventions to address the care of
bereaved survivors, caregivers, and healthcare providers.
These are meant to destigmatize the tragedy of suicide
and assist with the recovery process and serve as a
secondary prevention effort to minimize the risk of
subsequent suicides due to complicated grief, contagion,
or unresolved trauma.

—the phenomenon by which suicide
and suicidal behavior is increased for some who are

exposed to the suicide of others. This is especially common

among younger people.

—how and the means by which the
person intends to carry out suicide

— refers to the main goal or
objective of the suicidal behavior. Is it seeking relief?
Sending a message? A cry for help? An expression of
anger?

— conveying
suicidal ideation to others

—an interpersonal communication
that a reasonable person would interpret as
communicating or suggesting that suicidal behavior
might occur in the near future

—suicide-related behaviors that
are carried out without suicidal intent. (is a term that
can be misused to convey an intent to manipulate)




* Non-suicidal self-injury (NSSI) or non-suicidal self-harm (NSSH) can be defined in both a narrow and a
broader sense, depending on context (clinical research vs. public health or psychosocial discussion).

(Clinical / Research). In the DSM-5 and most clinical studies non-suicidal self-injury
(NSSI) refers specifically to direct, deliberate, and self-inflicted damage to body tissue without suicidal
intent and for purposes not socially sanctioned. Examples are cutting, burning, scratching, or hitting
oneself. From this narrow definition are excluded behaviors such as substance misuse, disordered
eating, or reckless driving. The emphasis is on direct tissue damage, absence of suicidal intent and a
repetitive pattern.

« This definition is used to distinguish NSSI from both suicidal behavior and broader self-destructive

coping. strategies.

(Public Health / Psychosocial). In broader contexts, such as community mental-
health research, or sociology, “self-narm” or “non-suicidal self-harm” may include any intentional act of
self-injury or self-poisoning regardless of motive or degree of suicidal intent. Indirect forms of self-
harm, such as binge drinking, starvation, or other risky behaviors, can be included under a “continuum
of self-injury.” Under this broader definition the focus is on psychological distress, emotion regulation,
and risk factors, rather than precise diagnostic boundaries.

134



« Examples of non-suicidal self-injury (NSSI), that is, deliberate self-inflicted
harm done without intent to die include:

. 1. : Using sharp objects (e.g., razor blades, knives,
glass, safety pins) to make shallow cuts on arms, legs, or other body parts.
Statistics and facts e Scratching the skin with fingernails or objects until it bleeds.
- TS . 2. : Pressing lit cigarettes, lighters, or heated metal against the
12 skin. Pouring hot water or other hot substances on oneself.
) - 3. : Punching walls or hard objects. Hitting oneself (e.g.,
/0 in the face or thighs). Banging one’s head against a wall or surface.
i 4. : Picking at scabs or reopening old
T RORUATON ISP wounds to prolong healing or to feel pain again.
sk oo 15 e c 5. : Pulling out hair from the scalp, eyelashes, eyebrows, or
oy - other body areas.

6. : Repeatedly picking at pimples, scabs, or healthy

4x skin until it bleeds or scars.
2’500 © 7. : Swallowing small amounts

ey o of toxic or inedible materials (soap, chemicals, etc.) without suicidal intent.

THANBOYS, CUTTING MOST OFTEN,

WALEHAS o s Taking medications in small overdoses, not to die but to feel pain or loss of

LIKELY TOBURN OR HIT 10:47) WERE
THENSEES, HOSPTALLED control.
o * 8. : Starving oneself or
M excessive exercising (especially when primarily to punish oneself rather
than for body image). Exposing oneself to extreme cold or heat

intentionally. o5

(CIHI, 2014: Klonsky, et al, 201)




Can you compare and contrast
suicide and self-harm ?
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- Itis important to distinguish self-harm from suicide attempts.
- Self-harm is also referred to as “non-suicidal self-injury.”

- Self-harm is defined as the deliberately hurting of the body such as by cutting, headbanging, hitting,
or burning.

- Self-harm is a harmful and maladaptive way of trying to cope with emotional pain such as sadness
frustration or anger.

- There are several important differences between self-harm and suicide attempts in terms of
frequency, methods, severity, and purpose.

Is very frequent and on the rise in the young happen less frequently
Often involve cutting burning and self hitting most frequent method is overdosing
is less life endangering are more life endangering sometimes fatal

|s often done to cope with painful emotions are done with an intent to die
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« Self-harm is often not about wanting to die, but
about coping with overwhelming inner

experiences.
KnOW the ”5k5 Self-harm may be used to:
The risk factors for nonsuicidal self-injury fal into three categories—mental disor * Regulate intense emotions (release, relief, or to
ders environment, and personl, feel something when numb)

 Gain a sense of control when life feels chaotic
« Express inner pain that feels hard to put into

Mental disorder risk factors include borderline personality disorder, depression,
eating disorders, anxiety, and substance abuse.

words
Environmentalrisk factors include abuse, neglect, poor parent-child elaton-  Distract or ground from overwhelming thoughts or
ships, victimization or bullying, and socialzing with peers who perform nonsuici- memories
Rk - Relieve tension through physical sensation
Personal isk factors are poor selfimage, low self-steem, lonelnss, iffculy * Punish Or_‘eself C_)Ut of guilt, _Shame, or anger
expressing emotions, emotional instabilty, impulsiveness, and hostity, « Communicate distress or signal need for care
* Feel real or embodied when dissociated or
disconnected...
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It's 2023, canwe please, please, PLEASE stop
using the term commit suicide.

Language reflects our attitudes and influences
our attitudes and the attitudes of others,
Words have power; words matter,

The language we use s so important when we are
discussing these importantissues. We need to
make sure we aren't using stigmatising language.

Commitis avery old fashioned and outdated
term.

People commit theft, people commit fraud, but
people do not commit suicide.

“Commit” is a word generally reserved for acts viewed as
sinful or immoral. “Completed” is usually a good thing.
Instead of these words suicide awareness advocates
encourage the use of words like contemplate, think of, died by,
took her own life.

“Contemplating” suicide is often not due to one cause, but
overlapping human experiences of pain, distress, loss, and
disconnection including:

Unbearable emotional pain ("psych ache") and hopelessness
Mental health conditions (depression, anxiety, bipolar, PTSD)
Relationship loss, rejection, or conflict

Histories of trauma, abuse, or bullying

Profound loneliness and social isolation

Financial, work, or academic stress

Chronic iliness or ongoing physical pain

Substance use lowering control and intensifying distress
Feeling like a burden to others

Impulsivity during an acute crisis or sudden stressor,_



How common are
suicide and self-harm ?




SUICIDE in Canada

CURRENT CONTEXT

LEADING CAUSE
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FOR EVERW ' THERE ARE: SELF-WFLCTED { PEOPLE PROFOUNDLY

In Canada there are approximately 120,000

every year, or 10-11 people per 100,000. (That's over 300
suicide attempts in Canada every day of the year.)

In Canada approximately 4000 people per
year. That's an average of more than 10 every day.

Every persons suicide profoundly affects an average of 10
people.

More than 90% of people who attempt, or die by suicide
have diagnosable mental health issues.

More than 50% of people who die by suicide have never
received any kind of mental health care

Males account for 75% of deaths by suicide

Females account for most suicide attempts and self-harm.
Overall, suicide is the 9" leading cause of death in Canada.
However:

For people aged it is the

Suicide rates among adolescents has gone up 40% in the
last 10 years

Indigenous communities experience significantly higher rates
of attempts and deaths by suicide. Suicide rates are higher
in Northern and isolated communities 141



The following questions are referring to intentional self-harming behaviors carried out without

any sucidal ntent, « Among adolescents, the lifetime prevalence of non-suicidal self-
injury (NSSI) is estimated to be around 16 % (with girls typically
higher than boys) in many studies.

Instructions: Make a check mark next to any statements which you have found to be true for you,
For true statements, please indicate degree of severity (0-5) over the PRECEDING WEEK.

For each statement below, please indicate degree of severity (0-5) over the preceding week. SCRSVANN ¢=Yor=1 Mg (=1 F= B Ta WA S (01U po Rz (g I=To [o [ d=To EE L SN (=T g (SN o] (=AY | [T [ef= W)

None Mild Severe

g [T T,
self-harming,

2. Ithink my social life would be better if I
e | s
il NP PP
harming, 2| 3

ey |
self-harming, 2
s AR
baouing 2| 3
s |
my self-harming. 1l 3

7.1 feel unattractive because of my self- ll.ll
harming. n 3
cnmppamamuney | 01| 3 3 4
the moming because of my self-harming. 2| 3
ity |
my sclf-harming, 3
ey ]
my self-harming. 3

Scoring Instructions: Add scores from all endorsed items #1-10.

NSSI in youth at 22 % and a past-12-month prevalence of 19.5 % .
In Canada, self-harm leads to about 20,000 hospitalizations
annually.

Globally, there are an estimated 14 million incidents of self-harm
per year.

These figures include non-suicidal self-harm (i.e. behaviors
without intent to die) as well as deliberate self-harm / suicidal
attempts in some studies, so definitions and numbers vary.

Rates tend to be higher during adolescence and young adulthood
than in other life stages.

Females generally report higher rates of non-suicidal self-injury
than males in community samples.

Many incidents of self-harm are not captured in available data
(because people may not seek medical help or may treat wounds
themselves), so these numbers likely underestimate the true
prevalence. 142
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US Suicide Rate
Age adjusted, year 2000 standard
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~~ Suicide Rates by Age Group
(2000—2020)

Suicide Rates by Age Group (2000-2020)
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« Although trends can vary by region, and demographic group, suicide
rates in North America have overall increased over the last decade.
« Several factors are thought to have contributed to this rise:

Suicide Rate Among US Youth and

Igg;g Adults aged 10-24 « There has been an increase in mental health disorders such as

L R depression and anxiety.

» Despite growing awareness, access to mental health care can still
be limited for many people.

« Despite progress, there is still stigma surrounding mental health
issues, which can prevent individuals from seeking help.

« The opioid crisis and increased use of other substances have been
linked to higher suicide rates. Substance abuse can exacerbate
mental health issues and increase impulsivity.

« Economic instability, unemployment, and financial stress can
contribute to feelings of hopelessness and despair, leading to higher
suicide rates.

« Changes in social structures and increased social isolation,
especially during events like the COVID-19 pandemic, have been
associated with increased mental health challenges.

SEUEENEINEEEENEENEEE Easy access to means of suicide, such as firearms, can increase

o o e suicide rates. Efforts to restrict access have been shown to help
SOURCE:NATIONAL CENTERFORHEALTHSTATISTICS, NATIONAL VITAL STATISTICS SYSTEM @.\E\\S
reduce rates. 146
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« The sociological study of suicide begins with Emile Durkheim, one of
the founding figures of sociology. His groundbreaking1897 work “Le
Suicide” was the first major sociological study to treat suicide not just
as an individual psychological phenomenon, but as a social fact,
shaped by forces larger than any one person.

« Durkheim’s core insight was that suicide is not simply an individual act

driven by mental illness or personal despair, it is deeply influenced by

the structure of society, particularly the degree of integration and social
regulation a person experiences.

Durkheim identified four types of suicide, each arising from imbalances

in these two social forces:

Occurs when social integration is too low. The person
feels isolated, not meaningfully part of any group. It is common in
societies with weak communal bonds. Example: A person with no
family or religious ties who feels existentially adrift. “Egoism is the state
where the individual ego asserts itself to excess in the face of the
social ego and at its expense.”

Occurs when social integration is too high. The self
is so absorbed into the group that one sacrifices themselves for it.
Seen in highly collectivist cultures or military situations. Example:
Kamikaze pilots, or suicide bombers. The individual “no longer
perceives the limits of the self” and dissolves into the group, identity.



Occurs when social regulation is too low,
especially during times of economic upheaval or rapid social
change. Norms are disrupted; people feel unanchored.
Example: Suicide rates rising after a financial crisis or divorce.
Anomie is a state of “normlessness”, a disconnection from
shared rules, expectations, and meaning.

- Occurs when social regulation is too high.
Lives are overcontrolled and oppressive; there is no hope of
change. Example: Suicides among prisoners or people in
abusive institutions.

%
& * In his study of suicide, Durkheim shifted the lens from asking
3

immmm gm “What’_s wrong with th!s pers_on?” .to “What. does this person’s

e despair say about their relationship to society?”

* It was a revolutionary move toward seeing mental health,
despair, and even suicide as socially patterned phenomena,
not just as private tragedies.

» Durkheim’s theory remains relevant in modern research:

SUNVCIPE \NTERVENTION

LI- actioh steps fohelp someone « The suicide epidemic among men (especially middle-aged
STEP 1. sTep 2. STEP 3. STEP 4. men) has been linked to egoistic or anomic factors.
Askiftheyareok 3 Listenandbethere )  Helpthem connect Stay connected . . . . . . o
®, for them J¢haess 'gg* * Indigenous youth suicide involves disconnection (egoistic) and
‘ 5 - f cultural suppression (fatalistic).
i . aedied » Workplace burnout or suicide in high-pressure professions

overlaps with fatalistic and anomic types. 148



There’s a well-documented and striking relationship between income inequality (measured by the Gini coefficient)
and suicide rates, observed across many countries and over time.

Higher Gini coefficients (greater income inequality) are consistently associated with higher suicide rates, both
across countries and within nations over time. “It's not just poverty that predicts suicide, it's inequality.” People’s
sense of relative disadvantage, social exclusion, and lack of belonging appear more predictive than absolute
economic hardship.

A 2021 World Psychiatry meta-analysis found that a 0.1 increase in a country’s Gini coefficient was associated
with roughly a 5-8 % higher suicide rate, depending on age group.

OECD data show that countries with lower inequality (e.g. Norway, Denmark, Netherlands) tend to have lower
suicide rates than similarly wealthy but more unequal nations (e.g. U.S., South Korea).

Within the U.S., counties with the highest inequality have suicide rates up to 30 % higher than those with the
lowest inequality, even after adjusting for poverty and unemployment.

Different possible reasons have been offered for this. 1) Relative deprivation: When the gap between rich and
poor widens, people experience more social comparison, shame, and feelings of failure.2) Erosion of social trust
and cohesion: Inequality weakens community bonds, known protective factors against suicide.3) Reduced access
to resources and mental-health supports for those at lower socioeconomic levels.4) Cultural emphasis on
individual achievement in unequal societies can amplify despair in those who struggle economically.

The link is strongest for men, working-age adults, and younger people in highly individualistic societies.

In societies with strong social safety nets, inequality has a weaker effect, suggesting policy and culture can buffer
the harm.

Rise in inequality seems to increase suicide risk, not only through material deprivation but by corroding the social
fabric that gives people belonging, dignity, and hope e
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"Deaths of despair" is a term that has been used to describe deaths
resulting from suicide, drug overdose, and alcohol-related conditions. The
term was popularized by economists Anne Case and Angus Deaton, who
highlighted the increasing rates of these deaths, particularly among
middle-aged white Americans of lower socioeconomic status.

The term “despair” reflects the idea that these deaths are often linked to a
sense of hopelessness , driven by factors such as economic hardship,
social isolation, and lack of access to healthcare and mental health
services.

The rise in deaths of despair has been attributed to several
interconnected factors, including:

Declining job opportunities, particularly in industries like manufacturing
and mining, which have led to economic instability and reduced social
mobility for many individuals and families.

Changes in community structures, family dynamics, and social networks
which have led to increased feelings of loneliness and isolation.

The opioid crisis, along with increased use of other drugs and alcohal,
has contributed significantly to these types of deaths.

Shifts in cultural and societal norms may also play a role, influencing how
individuals cope with stress and adversity.

Although the term was only recently popularized, historically many
underprivileged communities, such as native North Americans, have also
experienced deaths of despair.

150



Can you summarize the
biological, physical,
psychological, psychological,
social and spiritual factors that
have been linked to suicide?



-Low serotonin = Impulsivity, aggression, depression. Dopamine
dysfunction - Anhedonia, hopelessness. Norepinephrine dysregulation - Emotional instability
-Prefrontal cortex: {, impulse control, decision-making. Amygdala:
M emotional reactivity, fear
Anterior cingulate cortex: I emotional pain, social rejection sensitivity
-Family history of suicide = inherited traits (e.g., impulsivity, mood
disorders). Epigenetic changes from trauma or stress - altered brain chemistry
-HPA axis overactivation = chronic stress, cortisol imbalance. ™
Risk in thyroid dysfunction, low testosterone, estrogen fluctuations
-Chronic pain, traumatic brain injury (TBI). Epilepsy,
stroke, Parkinson’s, multiple sclerosis. Terminal illness or cancer

Biological factors don’t cause suicide alone but lower the threshold, especially when combined
with trauma, mental illness, or social stress.
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-Linked to hopelessness, depression, and desire to escape suffering.
Higher suicide risk with opioid dependence
-Traumatic brain injury (TBI), epilepsy, stroke, Parkinson'’s,
multiple sclerosis. Impact emotional regulation and cognitive function
-Cancer, ALS, advanced heart/lung disease.
Associated with loss of autonomy, existential distress
-Loss of mobility, sensory deficits, or
iIndependence. Increased risk of isolation, depression, and suicidal ideation
-Thyroid dysfunction, low testosterone,
menopause. Can affect mood, energy, and mental health
-Chronic insomnia, sleep apnea. Strongly linked to depression and
suicidality

Physical health conditions, especially when combined with pain, loss, or isolation, can
significantly elevate suicide risk integrated care is essential.
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-Hopelessness, worthlessness, emotional pain. High suicide risk

in major depressive episodes and bipolar disorder
-Severe anxiety and trauma-related flashbacks increase risk. Often

co-occurs with depression and substance use

-Especially borderline personality disorder (BPD). Emotional
dysregulation, impulsivity, chronic emptiness

-Lowered inhibition and increased impulsivity. Exacerbates

depression and hopelessness

-All-or-nothing thinking, catastrophizing, tunnel vision. Belief that things

will never improve
-Childhood adversity, neglect, or sexual abuse increase lifetime

risk. Linked to shame, dissociation, and identity disturbance

Suicidality often stems from intense emotional pain + distorted thinking. Psychological support

can restore hope, connection, and coping capacity.
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" -A person may feel that God is absent, that prayer is not answered, or that
their spiritual life is void, leading to deep despair or alienation. This is often tied to psychological distress (e.g.
depression) rather than purely spiritual causes.
For someone raised in a religious tradition, losing faith or feeling
betrayed by traditions can produce existential emptiness, guilt, or crisis of meaning.

If a person believes that suicide is a sin (or that suicidal thoughts are sinful), they may
suppress or hide distress, feel additional shame, or believe they have no “right” to seek help. This can inhibit them
from talking openly about suicidal ideation or accessing mental health supports.

In a strongly religious mindset, the person might fear spiritual
punishment after death, yet feel trapped by suffering in life, leading to inner conflict, despair, or impulsive acts. The
tension between doctrinal belief and lived suffering can become unbearable for some.

Religion often offers social support, shared rituals, and a sense of belonging.
When people lose these connections, they may lose coping frameworks and support systems. The weakening of
church-based social networks or disconnection from religious community may reduce protective buffers.

In some religious or cultural narratives, persevering through suffering
is valorized. Some may feel guilt or failure if they can’t “hold on,” deepening their distress. This can make people
feel even more isolated or “weak” for having suicidal thoughts.

When traditional religious narratives or spiritual meanings weaken, some
people might struggle to find meaning, contributing to existential despair.
-For example, internal conflict between personal desires / identity and religious
teachings (e.g. sexuality, gender identity, moral struggles) can produce intense inner turmoil and guilt. Especially in
places or communities where religious conservatism is strong, this tension may become acute. 155



RELIGIOUS/SPIRITUAL FACTORS IMPACTING SUICIDE




What is the mental health
system’s approach to working
with people experiencing
suicidal thoughts?
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Suicide Warning Signs

O TALK

Experiencing

unbearable pain
Being a burden P

to others
Killing themselves

Feeling trapped
Having no
reason to live

MOOD

Depression

Loss of interest Irritability

Anxiety
Humiliation

Rage

afsp.org/signs

BEHAVIORa

Withdrawing from

Increased use of activities

alcohol or drugs
Giving away prized possessions
Isolating from
friends & family Looking for a way to kill
themselves, such as
. : searching online for
Sleeping too little materials or means
or too much

Visiting or calling people

Acting recklessly %8 geachye

Aggression

!

American
Foundation
for Suicide
Prevention

1. Assessment: screening, evaluation,
and triage, risk factors, lethality and
chronicity

2. Interventions

3. Prevention

4. Building resiliency

5. DBT's approach to suicidality

6. How to effectively seek professional
help
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Suicide Warning Signs

ol senavion®d

: unbearable pain Withdrawing from
Being a burden Increased use of activities
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Having no fiendsh fam“y Log;mg fora waugo kill .
: mselves, s as
Fsucn ta e . A searching online for 3 . P reve ntlo n
Sleeping too little materials or means
or too much

e 4. Building resiliency
MOOD R s 5. DBT's approach to suicidality

O fula 6. How to effectively seek professional
Anxiety r‘r.lta_”ty he p
it American
Rage Foundation
@ for Suicide
afsp.org/signs Prevention
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is a brief, standardized process used to identify individuals who may be at risk for
suicide. Its purpose is to flag potential risk quickly so that further evaluation can be done. It can be
done by anyone in a healthcare, educational, or community setting, including non-specialists (e.g.,
nurses, teachers, crisis line workers, ER staff).
Tools used: PHQ-9 (especially item 9), Columbia-Suicide Severity Rating Scale (C-SSRS) screener
version. Ask Suicide-Screening Questions (ASQ)
Screening doesn’t diagnose or determine actual level of risk and has high false positive/negative rates
if used alone.

(AKA Risk Assessment) is a comprehensive, clinical process to assess the
severity, immediacy, and context of suicide risk. Its purpose is to determine the level of danger,
understand underlying factors, and inform treatment and safety planning. It is conducted by trained
mental health professionals (e.g., psychiatrists, psychologists, social workers). It includes:
Assessment of current ideation (frequency, intensity, duration). Presence of a plan and means. Past
attempts. Mental health history. Substance use. Protective factors (e.g., relationships, reasons for
living). Risk factors (e.g., trauma, psychiatric iliness, loss)

The goal is to classify risk (low, moderate, high, imminent) and guide next steps: hospitalization,
safety/crisis plan, outpatient care, etc.
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as Suicide Risk Screening Lm S A F E = T

((Ask Suicide-Screening @ uestions )

~— Ask the patient: Suicide Assessment Five-step

1. In the past few weeks, have you wished you were dead?

2. In the past few weeks, have you felt that you or your family Eval uatio n and l l'i age

would be better off if you were dead?

3. In the past week, have you been having thoughts
about killing yourself?

4. Have you ever tried to kill yourself?
If yes, how?

If the patient answers Yes to any of the above, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? OYes
If yes, please describe:

— Next steps:

* If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5).
No intervention is necessary (*Note: Clinical judgment can always override a negative screen).

. If patient answers “Yes" to any of questions 1 through 4, or refuses to answer, they are considered a
positive screen. Ask question #5 to assess acuity:

[ “Yes” to question #5 = acute positive screen (imminent risk identified)
* Patient requires a STAT safety/full mental health evaluation.
Patient cannot leave until evaluated for safety.
* Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician
responsible for patient’s care.

[ “No” to question #5 = non-acute positive screen (potential risk identified)
* Patient requires a brief suicide safety assessment to determine if a full mental health evaluation
is needed. Patient cannot leave until evaluated for safety.
* Alert physician or clinician responsible for patient’s care.

L

~— Provide resources to all patients

e 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafiol: 1-888-628-9454
e 24/7 Crisis Text Line: Text “HOME” to 741-741

ETLo R BN A E TR T [S{8) NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) g@ [NIH)) sua/zon)—/




Risk factors are variables that are associated
with an increased risk of a disease or negative
health outcome

Suicide risk factors help professionals assess the
likelihood that a person will die by suicide and
are an important part of a suicide assessment.
There are chronic or longstanding and acute or
short-term risk factors that predict death by
suicide.

People with acute high risk (right hand column)
are those who are most often admitted to
hospital.

People with chronic high-risk factors (left hand
column) are most often treated in outpatient
settings and often not hospitalized.

INFORMAL SUICIDE RISK ASSESSMENT

AGENCY/PROGRAM:

SCREEN COMPLETED BY:

Client Denies Suicidal Thinking

RISK FACTORS

Note.

* Thi
Practi

CHRONIC:

Previous Suicide Attempt

History of Suicidal Thoughts/Behaviour
History of Mental Health Issues
History of Psychosis
Impulsive/Aggressive Tendencies
History of Non-Suicidal Self Injury
Chronic Illness and Pain

Family History of Mental Health Issues
Family History of Suicide

History of Family Loss

History of Abuse, Neglect, Trauma
Cultural Risk Group

Male Gender

LGBT2SQ+

Other:

CLIENT:

DATE:

CHECKLIST

DOB:

TIME:

| Client Confirms Suicidal Thinking

ACUTE:

Current Suicidal Thoughts

Current Suicidal Plan

Recent Suicidal Thoughts/Behaviour
Access to Suicidal Methods

High Lethality of Suicide Methods
Increased Non-Suicidal Self Injury
Current Mental Health Issues
Current Psychosis

Agitation or Anxiety

Current Substance Use

Feelings of Hopelessness

Recent Loss or Major Life Change
Recent Suicide(s) in Family/Community
Minimal Social Supports

Minimal Professional Supports
Minimal Support from Caregiver
Unresponsive to Supports

Other:

tool should never be used alone or as a substitute for a thorough clinical assessment. Assessing risk needs to be
collal tive, developmentally appropriate, and include collateral information.
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Suicide risk assessment involves assessing the
lethality of a person’s chosen method for suicide and
the duration of the suicidal ideation.

Lethality of method refers to the % of people who die in
suicide attempts with different methods of suicide. For
example, using firearms is much more lethal than
ingesting harmful substances

Acuity/chronicity of suicidality refers to how long or
frequently the person has thought of suicide.
Individuals who experience suicidal ideas can roughly
be grouped into four categories.

1)Those with a method and a

pattern of suicidal ideation

2)Those with method in whom suicidal
iIdeation is a new or phenomenon.

3)Those with and a pattern
4)Those with In whom suicidal ideation is
new

Treatment approaches vary depending on which of
these categories people fall into.

Case Fatality Rates (%) By Suicide Method

Firearms | =2 .5%

Drowning/submersion I 65.9%

Suffocation/hanging NG 61.4%
as I 41.5%
I 34.5%
Drug/poison ingestion W 1.5%
Cut/pierce 0 1.2%

Other [ 8.0%

(Spicer, R.S. and Miller, T.R. Suicide acts in 8 states: incidence and
ase fatality rates by demographics and method. American Journal
of Public Health. 2000:90(12);1885.)

of method of ACUTE
HIGH CHRONIC _method et el

Nnic pattern




THE SUICIDE RISK SPECTRUM

Assessing Suicide Risk as a Spectrum®

Passive Suicide Ideation

*Morbid preoccupation with
death; thoughts that life is
not worth living or that
would be better off dead (eg,
“I pray that God will take
me soon”).

+*Has not considered a
Method to harm self.

*Normal focus on end of life
issues due to advanced age,
medical illness, or dwindling

social networks. ;
Requires

*May have occasional referral
thoughts about own
mortality.

*Is not preoccupied with Very Low Risk
death; does not feel that

would be better off dead.

Mild Risk:

Active Suicide Ideation

*Has considered a method

to harm self (eg, “I've thought
about taking all my pills, but I
would never do it").

*Does not report a specific
detailed Plan or current
intention to harm self.

*Demonstrates reasons for
living and good impulse
control.

Moderate Risk:

Requires

immediate

referral
HIGH RISK:
CONTACT MH
CLINICIAN
DO NOT
LEAVE PT

Specific
Suicide
Plan or
Intent

*Reports a specific

detailed Plan and/or

current intention to

harmself (eg,“I'm

planning to take all my

pills tomorrow morning

before the aide arrives”),

or does not have good

impulse cantrol (eg, “1

may 1ot be able to stop

myself from doing this).

No Suicide Risk ————————————" Imminent Suicide Risk

*Always follow individual NH procedures for suicidal patients

© Copyright 2004 1

Weill Cornell Homecare Research Partnership

Weill Medical College of Comell University




What approaches does
mental health care use in
working with people
experiencing suicidal
ideation ?
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Intervention
o ond el

- There are types of approaches to

working with people experiencing suicidal
ideation:

describes the
recommended immediate steps to take with
someone who has active suicidal ideation.

is the collection of
efforts to reduce the long-term risk of suicide
of individuals, and in communities, and
societies.

involves helping
vulnerable people develop ways of adapting
in the face of adversity and distress.

- The distress tolerance skills, and the crisis

plan, are both intervention and prevention
strategies

- The overall goal of the Simple course is to

help people build resilience 166
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American
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1. Assessment: screening, evaluation,
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3. Prevention

4. Building resiliency

5. DBT's approach to suicidality

6. How to effectively seek professional
help
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refers to the collection of efforts to
reduce the risk of suicide in at-
risk individuals.
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Preparing individualized crisis plans is a critical intervention in suicide prevention. Crisis plans serve as
a proactive strategy to help individuals manage their feelings and behaviors during times of crisis.
Completing a crisis plan involves the active collaboration of the individual.

A crisis plan is tailored to the individual's specific needs and triggers. It includes personalized coping
strategies and resources that can help them navigate difficult moments. Creating a crisis plan can
empower individuals by giving them a sense of control over their situation. It encourages proactive
thinking about how to manage crises.

The plan provides clear steps to take when experiencing suicidal thoughts or feelings.

Crisis plans involve identifying personal warning signs that indicate a crisis is approaching. Recognizing
these signs can empower individuals to take action before reaching a critical point.

A crisis plan typically includes a list of supportive people in the individual's life who can be contacted
during a crisis. Knowing who to reach out to can make a significant difference in times of distress.
Having a plan in place can reduce anxiety and uncertainty during a crisis. It provides a sense of control
and preparedness, which can be comforting. Knowing there is a plan in place can help individuals feel
less alone and more supported, which is vital in times of crisis.

Crisis plans also encourage individuals to seek professional help, whether through therapy or
counseling. This can lead to ongoing support and resources for managing mental health.

By developing and utilizing a crisis plan, individuals can build resilience and coping skills over time,

which can help them handle future challenges more effectively.
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A suicide intervention plan is a crisis plan adapted for a suicidal ideation “hole”. Notice the similarities between
this template and simple’s crisis plan template

Type of strategy

P

4.

5.

B W e i oy
sigms ard
precipitants

K

Secure OoFr Derynawe
lethal agents

Invdiwidcdual
CO AT

Interpersomal
SO g

Professiomals
wwho can help

Intervention

Avroid situations that might precipitabte suicidal ideation and behawviorn s an example,
establish a truce with parents about issues that lead to substantial discord.

Anticipate the meaed to cope with stressors and problematic sibuatons (eg, being teased or
feehng dowvern ).

Complete an inwventory of firearms, household poisons, medications, and sharps; assess
access to lethal agents.

Talk through and agree to specihic plan to restmnct access either by remowval or ssecurnnmg of
lethal means.

Rewview reasons for living.

Dristraction acbwities (g, singing with loud music or walking briskly outside with a frmiend).
Use technigues for distress tolerance (g, calming self talk or visualizing a safe or
beautiful place).

Relaxxation (eg, progressive muscle relaxxationd).

Exercise.

Identify frniends who can be contacted to help distract or ITift mood (MOTE: Same age pecsr
should be sought for distraction and social imteraction onlby, not o discuss suicidal or
zelf-harmm thoughts or urnges).

Identify trusted adults to approach when trying to oope with suicidal thoughts

{=g, parent or relatmea).

Call my thherapist: Fhone 3

Call crisis lime: Phone #

If acoabtely suicidal, call police or mvendal healith envergency line o go o

emaergency department: Phone ##




Crisis Plan

1. Which crisis or “hole” is this plan for? What problematic feelings, thoughts, behaviours/maladaptive coping mechanisms/part/selves are
present or active when I’'m in this hole?

[Janxiety/panic/flight [dissociation Llwithdrawing/running away
CIfight/anger Llimpulsive behaviour LIthinking of/hurting myself
[lgrief Llillegal behaviours [Ithinking of/hurting others
[Idespair/giving up [Ibehaviours | later regret [Jother specify:

[Jproblems with boundaries [1addictive behaviour

2. What might trigger getting into this crisis/hole?

[Isomething | perceive others saying/doing [certain things in my environment [other/describe:

[Jcontact with certain people [Itimes of the day/year

[Janniversaries [being tired/stressed/not caring for myself

3. What other thoughts/feelings/behaviours are typical for me in these crisis/holes?

4. What are the things | or others do that tends to make these crisis/holes worse?



Applying Crisis Plan

Am | in a crisis/hole right now?
Am | doing anything that is making the crisis/hole worse? If yes, how do | hit the “pause button”?

Once | hit the pause button, | will try to follow steps to lower my activation/distress. | will resort to the next step only after trying the
previous one unsuccessfully.

Step 1. Things | can do on my own to lower my activation/distress:

Step 2. Non-mental health professionals that may be helpful in helping lower my activation/distress and who | have briefed (Who are
they? How do | reach them? What do | say to them?).

Step 3. Is there an “as needed” medication that might help me? (What medication and what dosage?).

Step 4: Professional resources that might be helpful in lowering my distress. (Who? How do | reach them? Times available? What do |
say?).



Evidence-Based Therapies for Suicidality
(DBT): Best evidence for reducing suicide attempts in BPD
« Cognitive Behavioral Therapy (CBT): Helps reduce suicidal ideation and cognitive distortions
» Collaborative Assessment and Management of Suicidality (CAMS): Targets suicidal drivers directly
» Brief Cognitive Behavioral Therapy for Suicide Prevention (BCBT-SP): Proven effective in reducing post-
attempt suicidality
* Mentalization-Based Treatment (MBT): Enhances emotion regulation in personality disorders

Supportive Approaches with Emerging Evidence
» Acceptance and Commitment Therapy (ACT): Promotes values-based living and diffusion from suicidal
thoughts
« Compassion-Focused Therapy (CFT): Reduces self-criticism and shame
(IFS): Addresses exiles and protectors linked to suicidality

» Effective therapy focuses on emotion regulation, cognitive restructuring, connection, meaning, trauma
processing and restoring a full life.
» Therapeutic alliance with a professional is itself is a powerful protective factor.
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In Internal Family Systems (IFS), suicidal ideas are understood not as a sign of a “broken” or “disordered” self, but as
the extreme distress of parts of the psyche that have lost hope or are trying to protect the system from unbearable
pain. IFS brings a compassionate, non-pathologizing lens to these experiences:

1. Understanding Suicidal Parts- IFS assumes that every part has a positive intent, even those with destructive
impulses. Suicidal parts are usually protectors. They may believe that ending life is the only way to:

» Escape unbearable suffering.

» Stop other parts (like exiles carrying trauma) from overwhelming the system.

* Regain control in a situation that feels hopeless or chaotic.

They are not “evil” or “crazy” parts, but desperate ones that have run out of strategies. Therapy begins by helping the
client’s Self (the calm, compassionate center) get curious about these parts rather than fearing or fighting them.

2. Differentiating the Parts- IFS distinguishes among:

» The suicidal part (which holds the impulse or plan).

* Exiles (often younger parts burdened with pain, shame, or trauma that the suicidal part wants to stop feeling).
» Managers (parts that try to maintain control, function, and safety, often panicking when suicidal parts appear).
IFS helps the client separate from these parts enough to befriend and understand each one’s role.
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3. Creating Connection and Safety- IFS therapists don’t rush to eliminate suicidal thoughts. Instead, they:

» Help the person establish a Self-to-part relationship: “I see you, | understand how bad it feels, and | want to help
you, not get rid of you.”

» Explore what the suicidal part fears would happen if it didn’t exist.

» Collaboratively build internal agreements (e.g., “| won'’t act on this while we keep listening to you together.”)

» Ensure external safety through standard crisis planning, while keeping the inner work compassionate and curious.

4. Healing the Exiles- As trust develops, the suicidal protector often reveals the exiled parts it’s protecting those
holding deep burdens of grief, shame, trauma, or worthlessness. When these exiles are witnessed and unburdened,
the suicidal protector no longer needs to use such extreme strategies. It often transforms into a gentle guardian,
using its fierce energy to protect life rather than end it.

5. The Therapist's Stance- IFS therapists stay grounded in Self-energy, calm, curious, connected, and avoid
polarization (e.g., “We have to stop you” vs. “We can’t stop you”). They balance safety (collaborating on external
supports, emergency plans) with respect for the internal system’s wisdom and autonomy.

In short, IFS sees suicidal ideation not as an enemy, but as an invitation to listen more deeply to the parts of us that
feel hopeless, burdened, or unseen and to bring the Self's compassion to them
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Medications That May Reduce Suicide Risk

« SSRIs/SNRIs: | suicidal thoughts in adults; 1 risk in youth (especially first 2—4 weeks)
 Lithium: Strong protective effect in bipolar disorder; | impulsivity and suicide attempts
« Clozapine: Only FDA-approved drug for suicidality in schizophrenia

« Ketamine/Esketamine: Rapid | in suicidal ideation in severe depression (short-term)

Medications That May Increase Suicide Risk

« Antidepressants (youth): SSRIs may 1 suicidality early in treatment in people <25
 Antiepileptics: Some (e.g., topiramate, levetiracetam) linked to 1 suicide risk
Benzodiazepines: Long-term use may worsen depression or disinhibition
Stimulants: May help ADHD; misuse or rebound can increase risk

Medication effects on suicidality depend on age, diagnosis, and timing.
Close monitoring, especially during medication changes, is essential.
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A suicidal person’s willing involvement in the suicide prevention process is
of the utmost importance. Their insights into what works for them, what
doesn’t, and their personal experiences is essential to the effectiveness of
the crisis plan.

If the suicidal person is not cooperating with family, friends, and mental
health professionals, preventing suicide can be extremely challenging if not
impossible.

Some ways family friends and mental health professionals can enhance
collaboration include:

Establishing a trusting relationship can encourage the individual to open up
over time. Listening without judgment and showing empathy can help.
Encouraging them to seek professional help can be beneficial. Mental
health professionals can provide guidance and support that may be more
effective than informal support.

If there is an immediate risk of harm, it’s crucial to prioritize safety. This may
involve family or friends contacting emergency services or a crisis hotline
for guidance.

Change takes time, and it's important to be patient. Sometimes, individuals
may need time to come around to the idea of collaboration. Even if they are
not ready to collaborate, offering consistent support and letting them know
you are there for them can make a difference.

While crisis plans are vital in suicide prevention, and collaboration is crucial,
there are ways to support suicidal individuals even if they are not initially
cooperative. 177



7. have healthy
\ boundaries.

2. be transparent
with clients.

 Effective suicide intervention
and prevention requires that
professionals be able to do a
number of things with clients
who experience suicidal
thoughts:

3. do
psychoeducation.

5. be consistent.

4. address
expectations.
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refers to the collection of efforts to
risk of suicide of individuals, and in communities,
and societies.



Lessen Harms
and Prevent Strengthen
\ Future Risk Economic

Supports

Identify and
Support People

at Risk Strengthen Access
SUICIDE and Delivery of

PREVENTION
STRATEGIES

Suicide Care

Teach Coping and
Problem-Solving

Skills
Create

Protective

Environments
Promote

Connectedness

1. Strengthen economic supports:
strengthen household financial security,
develop housing policies.

2. Strengthen access to and delivery of
suicide care: make resources more easily
accessible

3. Create protective environments: reduce
access to lethal means among people at risk
for suicide, develop policies to reduce
alcohol use

4. Promote connectedness: engage
iIndividuals with community and peers.

9. Teach coping and problem-solving skills
6. Identify and support people at risk

/. Lessen harm and prevent future risk.
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. Examples: Minimum wage increases, cash transfers, unemployment
insurance. Why it works: Reduces financial stress and despair.

. Examples: Universal medical care expansion, community clinics, school-
based services. Why it works: Improves access to care for those at risk

. Examples: Job training, re-entry education, youth employment support. Why
it works: Builds purpose, routine, and hope

Examples: Subsidized housing, eviction prevention, Housing First. Why it works: Reduces
stress and instability

. Examples: Peer support, elder connection programs, cultural
initiatives. Why it works: Counters isolation and strengthens belonging

. Examples: Gun control, safe storage laws, bridge barriers. Why it works: Prevents impulsive
suicide attempts

. Examples: Progressive taxation, labor protections, anti-discrimination policies. Why it works:
Promotes fairness, dignity, and societal cohesion
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DBT asserts that the best way
to work with people
experiencing suicidal thoughts
is to help them build a life worth
living
A life worth living includes
among other things
engagement with life, good
relationships, a sense of
meaning and achievement,
vitality and positivity.(see slide)
The overall goal of the simple
course is to help people build a
life worth living. A life worth
living makes us resilient when
dealing with the inevitable
stresses of life.
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| think what helped me
the most when dealing
with my mental health
and processing this grief
was talking to people
that | trust and asking
for the help that |
needed,

Malachi G II:I'I-:-I'I':I.
Fersznal Stor ¥

ADAA

4

Even when experiencing suicidal thoughts,
many people find powerful reasons to keep
going including:

Love and responsibility for family, children, or
friends

Moral, ethical, or spiritual beliefs about life
Fear of death or uncertainty about what comes
after

Hope that circumstances or feelings may change
Commitments, goals, or unfinished
responsibilities

Support from friends, therapy, or community
Enjoyment of activities, passions, or beauty in
life

Concern about the impact on loved ones or
others
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Dialectical behavioral therapy was
originally conceived as an approach
to working with people experiencing
self-harm and suicidal thoughts. How
does DBT approach this work? And is
it effective?
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- DBT introduced a number of novel suicide intervention and prevention strategies to support its overall
aim of helping people to increase their resilience. These strategies include:

- 1) A patient centered approach or patient-professional partnership which contrasts with the medical
model of the professional taking charge and making decisions for the personal who has suicidal ideas.
The emphasis in DBT is on helping the person develop and implement a crisis plan rather than having
the professional take control and be the person’s safety plan.

- 2) The avoidance of involuntary commitment which is seen as toxic to the therapeutic partnership.
- 3) The emphasis on building a life worth living as the best safeguard to suicide.

- 4) Placing the therapeutic emphasis on prevention, and intervention and not resorting to hospitalizations
after an attempt because at that point the person has already chosen a solution to their distress.

- 5) Making continuing in therapy contingent on the success of that therapy as evidenced by a reduction in
self-harm and suicidality. Improvement in these areas is a prerequisite for the yearly DBT therapeutic
contracts to be renewed.

- 6) The use of a mutually pre-agreed yearly number of respite days in a safe professional environment.
The patient chooses when to access these days but the total number cannot be exceeded.
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EVALUATION OF SELF-HARM AND SUICIDE PREVENTION APPROACHES
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Do you have any suggestions for
how someone who has suicidal
ideation might seek professional
help (including presenting to the
ER or contacting crisis)?
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- To improve ?/our chances of accessin? appropriate and helpful
professional resources, consider the tollowing:

- 1. Get to know the crisis resources available in your area. It may be
?asnter to get the help you need from someone you already know and
rust.

- 2. Have a crisis plan ready. The last part of the crisis plan considers
how to access professional help

- 3. When possible, share the crisis plan with the professionals you
are seeking help from, if possible before the crisis, if not during the
crisis.

- 4. Work out beforehand what help you need from professionals by
specifying it in your crisis plan

- 5. Use assertiveness scripts to ask for specific forms of help (these
scripts will be covered in the interpersonal effectiveness module)

- 6. Ask if the hospital or professional you work with uses
hospitalization contracts ?

- 7. Use the edit, splice, and paste technique to work with a past crisis
in which you accessed professional help to rehearse more effective
approaches in case they are needed in the future.

- Keep in mind that while all mental health professionals would ideally
be understanding, sometimes we can also be judgemental.
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PRACTICE USING SKILLS TOOLS AND STRATEGIES




Crisis Plan

1. Which crisis or “hole” is this plan for? What problematic feelings, thoughts, behaviours/maladaptive coping mechanisms/part/selves are
present or active when I’'m in this hole?

[Janxiety/panic/flight [dissociation Llwithdrawing/running away
CIfight/anger Llimpulsive behaviour LIthinking of/hurting myself
[lgrief Llillegal behaviours [Ithinking of/hurting others
[Idespair/giving up [Ibehaviours | later regret [Jother specify:

[Jproblems with boundaries []addictive behaviour

2. What might trigger getting into this crisis/hole?

[Isomething | perceive others saying/doing [certain things in my environment [other/describe:

[Jcontact with certain people [Itimes of the day/year

[Janniversaries [being tired/stressed/not caring for myself

3. What other thoughts/feelings/behaviours are typical for me in these crisis/holes?

4. What are the things | or others do that tends to make these crisis/holes worse?



Applying Crisis Plan

Am | in a crisis/hole right now?
Am | doing anything that is making the crisis/hole worse? If yes, how do | hit the “pause button”?

Once | hit the pause button, | will try to follow steps to lower my activation/distress. | will resort to the next step only after trying the
previous one unsuccessfully.

Step 1. Things | can do on my own to lower my activation/distress:

Step 2. Non-mental health professionals that may be helpful in helping lower my activation/distress and who | have briefed (Who are
they? How do | reach them? What do | say to them?).

Step 3. Is there an “as needed” medication that might help me? (What medication and what dosage?).

Step 4: Professional resources that might be helpful in lowering my distress. (Who? How do | reach them? Times available? What do |
say?).
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CANADA AND ONTARIO’S NATIONAL
SUICIDE PREVENTION STRATEGY



Canada has a national suicide prevention strategy. The Government of Canada launched the Federal Framework
for Suicide Prevention in 2016, which outlines a coordinated and collaborative approach to preventing suicide in
Canada. This framework aims to raise awareness, reduce stigma, promote mental health and wellness, and
provide support for those at risk of suicide. Additionally, each province and territory in Canada also has its own
suicide prevention initiatives and programs in place.

The framework is based on four key pillars:

Promoting mental health and wellness: This pillar focuses on promoting positive mental health and well-being for all
Canadians, as well as reducing the stigma associated with mental illness and suicide.

Preventing suicide and self-harm: This pillar aims to prevent suicide and self-harm through early intervention,
improved access to mental health services, and targeted interventions for at-risk populations.

Supporting those affected by suicide: This pillar focuses on providing support and resources for individuals and
communities affected by suicide, including bereavement support and crisis intervention services.

Improving surveillance and data collection: This pillar aims to improve the collection and analysis of data on suicide
and self-harm in Canada in order to better understand the factors contributing to suicide and to inform prevention
efforts.

Some concrete initiatives of the Canadian Federal Framework for Suicide Prevention include:

1. Public awareness campaigns: The framework supports public awareness campaigns to reduce stigma around
mental health and suicide, raise awareness about available resources, and promote help-seeking behaviors.

2. Training programs: The framework includes initiatives to train healthcare professionals, educators, and
community members in suicide prevention strategies, risk assessment, and intervention techniques.

3. Crisis intervention services: The framework supports the development and expansion of crisis intervention
services, such as helplines and crisis centers, to provide immediate support to individuals in crisis.
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» 4. Research and data collection: The framework includes initiatives to support research on suicide prevention,
improve data collection on suicide and self-harm, and use evidence-based practices to inform prevention efforts.

« 5. Support for at-risk populations: The framework includes targeted initiatives to support at-risk populations, such
as Indigenous communities, LGBTQ+ individuals, youth, and veterans, who may face unique challenges related
to mental health and suicide.

* These initiatives are designed to work together to create a comprehensive and coordinated approach to suicide

prevention in Canada, with the goal of reducing the number of suicides and suicide attempts and promoting
mental health and well-being for all Canadians
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Ontario also has an official suicide prevention strategy. The Ontario government released a comprehensive plan
called the Ontario Suicide Prevention Strategy in 2019. This strategy aims to reduce the incidence of suicide in
the province by focusing on prevention, intervention, and postvention efforts. The strategy includes initiatives
such as increasing access to mental health services, promoting mental health awareness and education,
enhancing training for healthcare professionals, and providing support for individuals at risk of suicide.
Additionally, the Ontario Suicide Prevention Network works to coordinate and implement suicide prevention efforts
across the province.

Some concrete initiatives of the Ontario Suicide Prevention Strategy include:

1. Increasing access to mental health services: The strategy aims to improve access to mental health services,
including crisis intervention, counseling, and support services, for individuals at risk of suicide.

2. Promoting mental health awareness and education: The strategy includes initiatives to raise awareness about
mental health and suicide prevention, reduce stigma, and promote help-seeking behaviors in the community.

3. Enhancing training for healthcare professionals: The strategy includes training programs for healthcare
professionals to improve their skills in suicide risk assessment, intervention, and postvention.

4. Supporting high-risk populations: The strategy includes targeted initiatives to support high-risk populations,
such as Indigenous communities, LGBTQ+ individuals, youth, and seniors, who may face unique challenges
related to mental health and suicide.

5. Implementing postvention efforts: The strategy includes postvention efforts to provide support and resources
for individuals and communities affected by suicide, including bereavement support and crisis intervention
services.

These initiatives are part of a comprehensive and coordinated approach to suicide prevention in Ontario, with the
goal of reducing the incidence of suicide and promoting mental health and well-being across the province.
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VIDEO LINKS

THE BRIDGE BETWEEN SUICIDE AND LIFE

WHY | DON'TWANT TO DIEANYMORE

SUICIDE; ITSTIMETO TALK ABOUT IT



https://www.ted.com/talks/kevin_briggs_the_bridge_between_suicide_and_life
https://www.ted.com/talks/johnny_crowder_why_i_don_t_want_to_die_anymore
https://www.ted.com/talks/barb_smith_suicide_it_s_time_to_talk_about_it
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1.

benefits +
to others

Can you show the grid you talked about last week when you mentioned
the “theories of stupidity”.

helpless intelligent
people people

You talked about how instincts are affected by the environment for
example the care system is affected by the early care a child receives, S ——— nefectual

people
losses benefits

this is described by attachment theory . Do instincts and how they are v e P . o
affected by the environment affect individuals only or do they also
affect groups of people or societies?

bandits

losses
toothers =

Human interactions are influenced by a variety of instincts and innate behaviors. These instincts can shape how individuals perceive, communicate,
an. This instinct drives behaviors like forming friendships, seeking companionship, and relate to one another.

. It is rooted in the evolutionary advantages of cooperation
and mutual support.

Most people have an instinctual capacity for , allowing them to understand and share the feelings of others. This can lead to altruistic
behaviors, where individuals act in the interest of others, sometimes at a personal cost.

and the are instinctual behaviors observed in many species, including humans. Individuals may instinctively seek to
improve their social standing or align themselves with higher-status individuals or groups.
Humans have instincts related to and the maintenance of personal space. These instincts can influence how individuals react to physical
proximity and territorial boundaries in social settings.
People often have an instinctual tendency to categorize others as belonging to an (those who are similar or familiar) or an

(those who are different or unfamiliar). This can affect trust, cooperation, and conflict.

While these instincts can guide behavior, it's important to note that human interactions are also shaped by cultural, social, and individual factors.
Education, personal experiences, and societal norms can modify or override instinctual behaviors, leading to a wide range of social dynamics.
Just like instincts can be affected by a person’s experience, social instincts can be affected by culture. For example, is a distorfion of the
seeking instinct and over others a distortion of the pursuit of status.
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