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MESSAGE FROM THE SUPERINTENDENT

After years of effort and input from many sources, the Suicide Prevention Toolkit will
support our continuing efforts to improve our students’ mental health. The Palo Alto
Unified School District is part of a web of support around our young people in the areas of
mental health and suicide prevention. We are proud to be part of a larger community that
places an emphasis on the development of young people across multiple dimensions and
works hard on the health of its citizenry.

This toolkit would not have happened without the input of many people, but special thanks
to Dr. Shashank Joshi, Mary Ojakian, Linda Lenoir, Sami Hartley and Erica Weitz for their
invaluable contributions. Our community is better because these outstanding people are
part of it.

- Kevin Skelly, Ph.D., Superintendent
August 2013

ScHooLS URGED TO INCLUDE MENTAL HEALTH POLICIES IN PLANS

School safety planning committees or site councils are encouraged to work together with
county mental health programs and providers to develop policies to refer children who
may have mental health issues to the appropriate services. This type of partnership
between families and communities can help address the mental health needs of students as
a strategy in school safety planning.

"Nothing is more important than our students' safety, and preparation is one of the first
and most important steps a school can take in creating a more positive school climate."

- Tom Torlakson, State Schools Chief
February 2014
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INTRODUCTION

Recognizing the tragedy of suicide, in 1999 the United States Surgeon General in his “Call to Action to
Prevent Suicide” identified suicide as a serious public health problem. In it he states, “The public health
approach focuses on identifying and understanding patterns of suicide and suicidal behavior throughout
a group or population. The public health approach defines the problem, identifies risk factors and causes
to the problem, develops interventions evaluated for effectiveness, and implements such interventions
widely in a variety of communities.” California has recognized schools to be an important community in
which to implement youth suicide prevention efforts. The California Education Code Section 49604
directs the State Superintendent of Public Instruction to provide training on suicide prevention. To that
end the California Department of Education issued its “Youth Suicide-Prevention Guidelines for California
Schools” in 2005.

In 2009 to 2010 Palo Alto experienced a suicide cluster with the loss of 5 teenagers, all of whom were
attending schools in the Palo Alto Unified School District (PAUSD). Palo Alto organized Project Safety Net
(PSN) as a collaborative community response to youth suicide. PAUSD and PSN share leadership roles
and are integral partners/supporters of the community’s adolescent suicide prevention efforts. The 2012
University of South Florida School-Based Youth Suicide Prevention Guide states, “An example of how one
community came together in response to the tragedy of teen suicide and incorporated best practices into
a comprehensive program is Project Safety Net (PSN), in Palo Alto, California. The PSN report provides a
comprehensive plan that includes 22 known practices for community-based mental health and suicide
prevention. In addition, PSN uses the Question, Persuade, Refer (QPR) gatekeeper training and endorses
the 41 Developmental Assets model...a comprehensive school-based suicide prevention program cannot
function properly without outside support from the community and this is especially true when
addressing intervention.”

In June of 2010 the Palo Alto Unified School Board adopted Board Policy and Administrative Regulation
5141.52, Suicide Prevention and Mental Health Promotion. This toolkit is intended to accomplish the
goals set forth in the School Board Policy and Administrative Regulations, and has drawn on evidence
based national and state youth suicide prevention toolkits and guides.

The likelihood of a student, faculty, or staff encountering a suicidal student is real. “Within a typical high
school classroom it is likely that three students (one boy and two girls) have attempted suicide in the past
year” (California Department of Education, 2005). A national survey conducted by the CDC found that
about 14% of high school students have either considered, planned, or attempted suicide in the past year
(CDC, 2009). PAUSD’s Healthy Kids Survey confirms that this phenomenon still occurs in Palo Alto. The
2011-12 survey results indicate that 11% of 9th graders and 12% of 11th graders answered 'yes' to the
question, 'During the past 12 months, did you ever seriously consider attempting suicide?' Suicide is the
third leading cause of death for California youth aged 15 to 24, exceeded only by unintentional injury and
homicide (NIMH, 2009). More teenagers and young adults die from suicide than from cancer, heart
disease, AIDS, birth defects, stroke, pneumonia, influenza and chronic lung disease combined (U.S.
Department of Health and Human Services, 2008). Among college students, suicide is the second leading
cause of death, exceeded only by unintentional injury (SPRC, 2004).

Statistics are startling, but they do not begin to compare to the grief, anguish, confusion, guilt and
devastation felt by the family, friends and community of an adolescent who dies by suicide. The family
and friends are themselves at increased risk of developing Post Traumatic Stress Disorder (PTSD) and
other mental health problems as a result of their loss (Harvard Mental Health Letter, November 2009). In
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addition, when not properly addressed, the death of a student by suicide could put other students at risk,
as adolescents are particularly vulnerable to contagion. “Compounding the tragedy of loss of life, suicide
evokes complicated and uncomfortable reactions in most of us. Too often, we blame the victim and
stigmatize the surviving family members and friends. These reactions add to the survivors' burden of
hurt, intensify their isolation, and shroud suicide in secrecy. Unfortunately, secrecy and silence diminish
the accuracy and amount of information available about persons who have completed suicide --
information that might help prevent other suicides” (U.S. Public Health Service, 1999).

Suicide tends to be preceded by a number of risk factors. There is a gradual progression from suicidal
ideation to suicidal behavior to a suicide attempt. 75-90% of completed suicides occur in persons who
have had a mental health disorder for at least a year (CDC, 2010). A recent editorial in the Journal of the
American Academy of Child and Adolescent Psychiatry stated, “suicidal youth are more attracted to death
and less able to generate alternatives to suicide when faced with stress” (Brent, 2011). Our schools can
be part of a community effort to provide our youth with the skills they need to become resilient in the
face of distress. Schools can play a positive role in enhancing those factors that protect against suicide
and that develop resiliency-promoting skills.

Contrary to popular belief, talking about suicide or asking someone if they are feeling suicidal will NOT
put the idea in their head or cause them to kill themselves. Evidence demonstrates that suicide is
preventable and talking about it is one step toward prevention (California Mental Health Services
Authority, 2012). Schools are essential community settings in which to engage in youth suicide
prevention activities. “In schools rather than in the home or community, a student’s problems with
academics, peers and other issues are much more likely to be evident, and suicidal signals may occur here
with the greatest frequency. At school, students have the greatest exposure to multiple helpers such as
teachers, counselors, coaches, staff and classmates who have the potential to intervene” (USF, 2012).
Students themselves often know about a peer’s suicidal thoughts “but do not tell adults because they do
not know how adults will respond or think they cannot help” (Maine Youth Suicide Prevention Program).
By providing our youth with the skills and education they need about the causes of suicide and its
prevention, we provide them with information and resiliency that will serve them throughout their lives.
It is equally important to provide our school personnel and families with the information and training
they need to prevent youth suicide.

This Toolkit has drawn on evidence-based national and state youth suicide guidelines, including those
issued by the Substance Abuse and Mental Health Services Administration (SAMHSA), the American
Foundation for Suicide Prevention (AFSP), the Suicide Prevention Resource Center (SPRC), the University
of South Florida (USF), and the states of California and Maine, among others. Advanced planning is critical
in the effort to prevent youth suicide and to provide an effective crisis response. Key school personnel
need to know that protocols exist to refer at-risk students to trained professionals.

“Schools have an essential role to play in preventing suicide and in promoting behavioral health among
America’s young people” (SAMHSA, 2012). The goal of this document is to ensure that our schools can
participate fully in the broader community effort to prevent youth suicide and that, should a crisis arise,
our schools are prepared to handle that crisis and restore the school to an environment focused on
education as quickly as the situation allows.
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SUMMARY

Schools have special reasons for taking action to help prevent the tragedy of suicide:

e A student’s mental health can affect their academic performance. Depression and other brain

conditions can interfere with the ability to learn.

Maintaining a safe environment is part of a school’s overall mission.

A student suicide can significantly impact other students and the entire school community.
Knowing what to do following a suicide is critical to helping students cope with the loss and
preventing additional tragedies that could occur.

e Although this is a school-based toolkit, there is an understanding that children and teens are
part of a community and that any comprehensive intervention includes not only members of
the school, but also the family and selected members of the child’s extended community (such
as trusted adults, therapist, primary care, etc.).

Experts recommend that schools use an approach to suicide prevention that includes the following:

1. Provide training and suicide awareness education for key staff, administrators, and site-based
partners
Educate parents regarding suicide risk and mental health promotion
Educate and involve students in mental health promotion and suicide prevention efforts
Screen students for suicide risk, as appropriate
Identify students at possible risk of suicide and refer them to appropriate services
Respond appropriately to a suicide death

Suicide Prevention: A Toolkit for High Schools, SAMHSA

o Wi

This toolkit addresses suicide prevention and responses to suicidal behaviors in three irrevocably
interconnected and interdependent areas:

1. Promotion of mental and physical health and well-being

2. Intervention in a suicidal crisis

3. Postvention response to a suicidal death

Each staff member takes responsibility for the part they can play in keeping students safe by becoming
familiar with those aspects of this Toolkit that are pertinent to their role in student safety. Parents and
the larger school community will be made aware that this toolkit is in place and of their role in youth
suicide prevention efforts.
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SECTION I: PRoMOTION OF MENTAL HEALTH AND WELL-BEING

Promotion of mental health includes a comprehensive approach to wellness. Students need to be taught
what mental health is and given the skills to achieve it, including the social-emotional skills needed for
mental and physical well-being. These are defined in the Health Education Content Standards for
California Public Schools (http://www.cde.ca.gov/be/st/ss/documents/healthstandmar08.pdf).

Educational opportunities that specifically relate to depression and suicidal ideation need to be provided
for students, staff and parents. Mental health resources need to be compiled, reviewed, and regularly
updated and disseminated to students, staff and parents. A safe and caring school climate needs to be
maintained. Students of concern need to be identified, monitored and supported. Promotion of well-
being is comprised of education, a safe and caring school environment, the identification and monitoring
of students of concern, and the provision of mental health resources (see Appendix B1, “Mental Health
Resources”).

A. EDUCATION

1. Staff Education
Key staff and teaching faculty receive training in recognizing depressive symptoms; the warning
signs, risk factors, and protective factors for suicide (see Attachment 1.2, “Risk Factors for Youth
Suicide”, Attachment 1.3, “Protective Factors Against Youth Suicide”, and Attachment 1.4,
“Recognizing and Responding to Warning Signs of Suicide”); and the procedures for referring
students to the appropriate school personnel (i.e. principal, assistant principal, guidance
counselor, ACS/school based mental health counselor, nurse). Training will be scheduled before
the school year begins or during staff development days. New staff will receive suicide
prevention training, resources, and information as part of their orientation.

Training for key staff members includes:

a. Gatekeeper training (QPR) and a refresher course every 2-3 years (see attachment 1.5a, “QPR as a
Universal Intervention, and Attachment 1.5b, “QPR Guidelines”).

b. Suicide prevention education. For example, the AFSP “More Than Sad” program and discussion
(http://www.morethansad.org/) or Boston Children’s Hospital’s “Break Free from Depression”
program (http://www.childrenshospital.org/clinicalservices/Site3176/mainpageS3176P0.html).

c. Areview of the Crisis Response Team (CRT) members in order to familiarize staff with whom at
their school site has been trained in the use of the suicide risk screening tools that will be
implemented during the intervention phase.

d. Resources for staff and students are found at links on the PAUSD website and on links at the
HEARD Alliance (http://www.heardalliance.org/) and Palo Alto’s Project Safety Net (PSN)
(http://www.psnpaloalto.com/).

e. Review Attachment 1.1, Los Angeles County Youth Suicide Prevention Project’s “General
Guidelines for Teachers and Staff”.

Recommended training for Crisis Response Team (CRT) members includes:



a. A member of each CRT and key representatives at the district office will be trained in ASIST
(Applied Suicide Intervention Skills Training).

b. Comprehensive CRT trainings occur each year.

2. Student Education

Most youth who are suicidal communicate with peers about their concerns rather than with adults,

yet as few as 25% of peer confidants tell an adult about their suicidal peer (Kalafat, 2003). Student

programs that address suicide can play a significant role in reducing risk for suicide when they are

used in conjunction with other strategies, such as intervention protocols and staff training. There are

three types of student programs, each with different objectives. They are as follows:

a. Curriculum

e Best practice includes a comprehensive health curriculum for students at all elementary,
middle and high schools that meets the Health Education Content Standards for California
Public Schools.

e Curricula for all students informs them about suicide prevention, promotes positive attitudes
about mental health, increases students’ ability to recognize if they or their peers are at risk for
suicide, and encourages students to seek help for themselves and their peers. Two depression
education curricula recommended for use in high school Living Skills classes are the American
Foundation for Suicide Prevention’s “More Than Sad” and Children’s Hospital Boston’s “Break
Free from Depression”. Parents are informed about the topics of depression and suicide being
presented, and are invited to a parent evening to view the video presentation and participate
in a discussion.

b. Programs

e Skill building programs such as aspects of the Living Skills curriculum and QPR (Question
Persuade Refer) help identify and support at-risk students by building coping, problem-solving
and cognitive skills while addressing related problems such as stress, depression and other
brain conditions, and substance abuse.

e Peerleader programs such as Sources of Strength teach selected students skills to identify and
help peers who may be at risk. Some programs teach peer leaders to build connectedness
among students and also between students and staff, which improves the school climate.

e For more information about student-oriented programs see Attachment 1.5, “Peer Leader
Programs”.

c. Resources for Students
At the beginning of the school year each middle and high school will list their site resources and
hotlines on the back of their student ID cards. These numbers may include such resources as the
Santa Clara County Suicide and Crisis Hotline, 1-855-278-4204, Adolescent Counseling Services
(ACS), or Reach Out Online Forum at us.reachout.com. Links to these will be provided on the
school website. A full list of recommended resources can be found in Appendix B1, “Mental
Health Resources”.

3. Parent/Community Education



Although parents may be aware that children and teens die by suicide, they often do not think it
could happen to their child or in their community. Parents, primary caregivers and the entire
school community need information about:

e The prevalence of suicide and suicide attempts among youth

e The warning signs of suicide

e How to respond when they recognize their child or another youth is at risk

e Where to turn for help in the community when a crisis occurs

a. The school sites will work with PTA/ PTSA and PTAC and strongly encourage them to have a
parent education program. This program could incorporate information about social-emotional
and physical wellness, and suicide prevention.

i. To promote attendance this program could be publicized as one of the following examples:
e “Promoting Behavioral Health and Wellness”
e “Eliminating Barriers to Learning”
e “Supporting Your Child With Transition from 8th grade or 12th grade”
e “Learning How to Keep Your Teenager Safe”
See Attachment 1.6, “Including Suicide Prevention in Other Efforts to Reach Parents”,
Attachment 1.7, “Ideas for Maximizing Parental Response Rate”, and Attachment 1.8, “Suicide
Prevention: Facts for Parents”.

b. Offer parent education in the middle and high schools about depression and other behavioral
health illnesses. The American Foundation for Suicide Prevention’s “More Than Sad” program is
currently in use within PAUSD.

c. Resources for parents and students can be found on the following websites:
e HEARD Alliance: http://www.heardalliance.org/resources/
e Project Safety Net: http://www.psnpaloalto.com/resources/
e PAUSD Mental Health Resources: http://pausd.org/parents/services/health/
e Individual School Websites
Provide these links and a resource guide at the beginning of the school year and at educational
events. (See Appendix B, “Mental Health Resources”, and “Student Mental Health Handout”)

d. Include information about reducing access to lethal means in educational activities.
e Means restriction is proven to prevent suicide.
o See Harvard School of Public Health, Means Matter:
http://www.hsph.harvard.edu/means-matter/recommendations/families /index.html

B. SAFE AND CARING SCHOOL CLIMATE

A safe and caring school climate includes feeling safe at school, feeling part of decision-making, and having
a sense of school connectedness, which “is the belief by students that adults and peers in the school care
about their learning as well as about them as individuals.” (CDC, 2009b, SAMHSA Toolkit, p. 12)



Suicidal behavior can be reduced as a sense of school connectedness is increased. Combining suicide
prevention with efforts to increase connectedness furthers both goals.

The Centers for Disease Control and Prevention has cited the promotion and strengthening of
connectedness at personal, family, and community levels as a key suicide prevention strategy, explaining
that “positive attachments to community organizations like schools and churches can increase an
individual’s sense of belonging, foster a sense of personal worth, and provide access to a larger source of
support” (CDC 2012).

1. Connect students with caring adults to improve academic achievement and healthy behaviors.
Strategies include:
a. For Staff:

i.  Providing professional development and support for teachers and other school staff to
enable them to meet the diverse cognitive, emotional and social needs of students such as
the “More Than Sad: Preventing Teen Suicide Program for Teachers and Staff.” On-site staff
will provide facilitation of the program with the help of community partners.

ii. Using effective classroom management and teaching methods to foster a positive learning
environment (e.g., Positive Behavioral Intervention and Support, PBIS).

b. For Students:
i.  Providing students with the academic, emotional and social skills necessary to be actively
engaged in school.

c. For Families:
i. Providing education and opportunities to enable families to be actively involved in their
children’s academic and school life. Most schools are already actively engaged in this
process.

d. For All:

i. Employing decision-making processes that facilitate student, family and community
engagement, academic achievement, and staff empowerment.

ii. Creating trusting and caring relationships that promote open communication among
administrators, teachers, staff, students, families, and communities. This is an ongoing
effort that requires collaboration and evaluation with our community and school partners.
Evaluation will occur on a regular basis through instruments such as the California Healthy
Kids survey.

C. IDENTIFY AND MONITOR AT-RISK STUDENTS

1. Ateach site the school psychologist or a selected counselor will maintain a separate file of students
who may need added support during the school year; they will follow up with them as needed.
These records are only accessible to those staff members who "need to know." These are neither
publicly accessible documents nor are they subject to a public records request. All health
conditions are protected by FERPA and HIPPA privacy laws. This will include:

8



e Students exhibiting suicidal thoughts, behaviors, or risk factors
e Students who have been hospitalized for serious mental health issues

For suggested information to be recorded see Attachment 2.13, “Student Suicide Risk Documentation
Form”. School psychologists and counselors should tailor this form to fit the needs of their school.

. Alternative approaches to identifying students at risk are offered in the SAMHSA Toolkit, including on
the basis of showing difficulty in three or more of the following areas:

Academic achievement

Effort

Conduct

Attendance

Negative report card comments

Code of student violations

Involvement with school police

. Once at-risk students are identified, the counselor will meet with the student and the parent/guardian
(when appropriate) to assess specific needs and work with other school staff to help the student
succeed in school and cope better with emotional and/or behavioral difficulties, including any suicidal
thoughts or behaviors. Refer to Section II: Intervention in a Suicidal Crisis for details on how to help
the student and family if concerns about suicidality are present.
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ATTACHMENTS FOR SECTION I: PROMOTION

Information for Teachers:
1.1 General Guidelines for Teachers and Staff, LA County Youth Suicide Prevention
Project
1.2 Risk Factors for Youth Suicide, SAMHSA Toolkit
1.3 Protective Factors Against Youth Suicide, SAMHSA Toolkit
1.4 Recognizing and Responding to Warning Signs of Suicide, SAMHSA Toolkit
Information for Administrators:
1.5 Types of Student Programs Information Sheet, SAMHSA Toolkit
1.5a QPR as a Universal Intervention
1.5b QPR Guidelines
1.6 Including Suicide Prevention in Other Efforts to Reach Parents, SAMHSA Toolkit
1.7 Ideas for Maximizing Parental Response Rate, SAMHSA Toolkit
Information for Parents

1.8 Suicide Prevention: Facts for Parents, SAMHSA Toolkit



ATTACHMENT 1.1

GENERAL GUIDELINES FOR TEACHERS AND STAFF

* Suicide is the third leading cause of death for youth aged 10-24 in the United States. *

* Inrecentyears more young people have died from suicide than from cancer, heart disease, HIV/AIDS,
congenital birth defects and diabetes combined. *

* For every young person who dies by suicide, between 100-200 attempt suicide

* Males are four times as likely to die by suicide as females - although females attempt suicide three times as
often as males. *

SUICIDE IS PREVENTABLE
Here’s what you can do:

* Talk to your student about suicide, don’t be afraid, you will not be “putting ideas into their heads”. Asking
for help is the single skill that will protect your student. Help your student to identify and connect to caring
adults to talk to when they need guidance and support

* Know the risk factors and warning signs of suicide.

* Remain calm. Becoming too excited or distressed will communicate that you are not able to talk about
suicide.

* Listen without judging. Allow for the discussion of experiences, thoughts, and feelings. Be prepared for
expression of intense feelings. Try to understand the reasons for considering suicide without taking a
position about whether or not such behavior is justified.

* Supervise constantly. Do not leave the individual alone until a caregiver (often a parent) or school crisis
team member has been contacted and agrees to provide appropriate supervision.

* Askifthere is a plan. If so remove means. As long as it does not put the caregiver in danger, attempt to
remove the suicide means.

* Respond Immediately. Escort the student to a member of your school's crisis team. If you are unsure of
who is on your school crisis team, find the Principal, Assistant Principal or school social worker,
psychologist, counselor or school nurse.

* Join the crisis team. You know your student the best. Provide essential background information that will
help with assessing the student's risk for suicide. When a teacher says, "this behavior is not like this
student”, this is critical information indicating a sudden change in behavior.

*M. Heron, D.L. Hoyert, S.L. Murphy, ].Xu, K.D.Kochanek, & B. Tejada-Vera. (2009, April) Deaths: Final Data for 2006.
National Vital Statistics Reports 57(14)

**Lieberman, R., Poland, S. & Cassel, R. (2008) Suicide Intervention. In Thomas, A. & Grimes, J., Best practices in
school psychology V. Bethesda, MD: National Association of School Psychologists.

Source: Los Angeles County Youth Suicide Prevention Project
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ATTACHMENT 1.1

GENERAL GUIDELINES FOR TEACHERS AND STAFF

Youth Suicide Risk Factors

While the path that leads to suicidal behavior is long and complex and there is no "profile" that predicts suicidal
behavior with certainty, there are certain risk factors associated with increased suicide risk. In isolation, these
factors are not signs of suicidal thinking. However, when present they signal the need to be vigilant for the warning
signs of suicide. In addition, they are also appropriate targets for suicide prevention programs. Specifically, these
risk factors include the following:

* History of depression, mental illness or substance/alcohol abuse disorders
* Presence of a firearm or rope

* Isolation or lack of social support

* Situational crises

* Family History of suicide or suicide in the community

* Hopelessness

* Impulsivity

¢ Incarceration

Suicide Warning Signs

Warning signs are observable behaviors that may signal the presence of suicidal thinking. They might be
considered “cries for help” or “invitations to intervene.” These warning signs signal the need to inquire directly
about whether the individual has thoughts of suicide. If such thinking is acknowledged, then suicide interventions
will be required. Warning signs include the following:

* Suicide threats. It has been estimated that up to 80% of all suicide victims have given some clues
regarding their intentions. Both direct (“I want to kill myself”) and indirect (“I wish I could fall asleep and
never wake up”) threats need to be taken seriously.

* Suicide notes and plans. The presence of a suicide note is a very significant sin of daner. The greater the
planning revealed by the youth, the greater the risk of suicidial behavior.

* Prior suicidal behavior. Prior behavior is a powerful predictior of future behavior. Thus anyone with a
history of suicidal behavior should be carefully observed for future suicidal behavior.

* Making final arrangements. Making funeral arrangements, writing a will, and/or giving away prized
possessions may be warning signs of impending suicidal behavior.

* Preoccupation with death. Excessive talking, drawing, reading, and/or writing about death may suggest
suicidal thinking.

* Changes in behavior, appearance, thoughts, and/or feelings. Depression (especially when combined
with hopelessness), sudden happiness (especially when preceded by significant depressions), a move
toward social isolation, giving away personal possessions, and reduced interest in previously important
activities are almong the changes considered to be suicide warning signs.

*M. Heron, D.L. Hoyert, S.L. Murphy, ].Xu, K.D.Kochanek, & B. Tejada-Vera. (2009, April) Deaths: Final Data for 2006.
National Vital Statistics Reports 57(14)

**Lieberman, R., Poland, S. & Cassel, R. (2008) Suicide Intervention. In Thomas, A. & Grimes, |., Best practices in
school psychology V. Bethesda, MD: National Association of School Psychologists.

Source: Los Angeles County Youth Suicide Prevention Project
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ATTACHMENT 1.2
RISK FACTORS FOR YOUTH SUICIDE

Risk factors for suicide refer to personal or environmental characteristics that are associated with suicide. The
environment includes the social and cultural environment as well as the physical environment. People affected by
one or more of these risk factors may have a greater probability of suicidal behavior. Some risk factors cannot be
changed-such as a previous suicide attempt-but they can be used to help identify someone who may be vulnerable
to suicide.

There is no single, agreed-upon list of risk factors. The list below summarizes the risk factors identified by the most
recent research.

Behavioral Health Issues/Disorders:
* Depressive disorders
* Substance abuse or dependence (alcohol and other drugs)
* Conduct/disruptive behavior disorders
® Other disorders (e.g., anxiety disorders, personality disorders)
* Previous suicide attempts
¢ Self-injury (without intent to die)

* Genetic/biological vulnerability (mainly abnormalities in serotonin functioning, which can lead to some of
the behavioral health problems listed above)

Note: The presence of multiple behavioral health disorders (especially the combination of mood and disruptive
behavior problems or substance use) increases suicide risk.

Personal Characteristics
* Hopelessness
* Low self-esteem
* Loneliness
® Social alienation and isolation, lack of belonging
* Low stress and frustration tolerance
* Impulsivity
* Risk taking, recklessness
* Poor problem-solving or coping skills
* Perception of self as very underweight or very overweight
* (Capacity to self-injure
® Perception of being a burden (e.g., to family and friends)

Adverse/Stressful Life Circumstances
* Interpersonal difficulties or losses (e.g., breaking up with a girlfriend or boyfriend)
* Disciplinary or legal problems
* Bullying, either as victim or perpetrator

® School or work problems (e.g., actual or perceived difficulties in school or work, not attending school or
work, not going to college)

* Physical, sexual, and/or psychological abuse
® Chronic physical illness or disability
* Exposure to suicide of peer

Risky Behaviors
® Alcohol or drug use
* Delinquency
* Aggressive/violent behavior
* Risky sexual behavior
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ATTACHMENT 1.2

Family Characteristics

Family history of suicide or suicidal behavior

Parental mental health problems

Parental divorce

Death of parent or other relative

Problems in parent-child relationship (e.g., feelings of detachment from parents, inability to talk with

family members, interpersonal conflicts, family financial problems, family violence or abuse, parenting
style either underprotective or overprotective and highly critical)

Environmental Factors

Negative social and emotional environment at school, including negative attitudes, beliefs, feelings, and
interactions of staff and students

Lack of acceptance of differences

Expression and acts of hostility

Lack of respect and fair treatment

Lack of respect for the cultures of all students

Limitations in school physical environment, including lack of safety and security
Weapons on campus

Poorly lit areas conducive to bullying and violence

Limited access to mental health care

Access to lethal means, particularly in the home

Exposure to other suicides, leading to suicide contagion

Exposure to stigma and discrimination against students based on sexual orientation; gender identity; race
and ethnicity; disability; or physical characteristics, such as being overweight.

Stigma and discrimination lead to:

Victimization and bullying by others, lack of support from and rejection by family and peers, dropping out
of school, lack of access to work opportunities and health care

Internalized homophobia, stress from being different and not accepted, and stress around disclosure of
being gay, which can lead to low self-esteem, social isolation, and decreased help-seeking

Stress due to the need to adapt to a different culture, especially reconciling differences between one's
family and the majority culture, which can lead to family conflict and rejection

15
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ATTACHMENT 1.3

PROTECTIVE FACTORS AGAINST YOUTH SUICIDE

Protective factors are personal or environmental characteristics that reduce the probability of suicide. Protective
factors can buffer the effects of risk factors. The capacity to cope positively with the effects of risk factors is called
"resilience." Actions by school staff to enhance protective factors are an essential element of a suicide prevention
effort. Strengthening these factors also protects students from other risks, including violence, substance abuse, and
academic failure.

There is no single, agreed-upon list of protective factors. The list below summarizes the protective factors
identified by the most recent research.

Individual Characteristics and Behaviors

Psychological or emotional well-being, positive mood

Emotional intelligence: the ability to perceive, integrate into thoughts, understand, and manage one's
emotions

Adaptable temperament

Internal locus of control

Strong problem-solving skills

Coping skills, including conflict resolution and nonviolent handling of disputes
Self-esteem

Frequent, vigorous physical activity or participation in sports

Spiritual faith or regular church attendance

Cultural and religious beliefs that affirm life and discourage suicide
Resilience, ongoing or continuing sense of hope in the face of adversity
Frustration tolerance and emotional regulation

Body image, care, and protection

Family and Other Social Support

Family support and connectedness to family, closeness to or strong relationship with parents, and parental
involvement

Close friends or family members, a caring adult, and social support

Parental pro-social norms, that is, youth know that parents disapprove of antisocial behavior such as
beating someone up or drinking alcohol

Family support for school

Positive school experiences

Part of a close school community

Safe environment at school (especially for lesbian, gay, bisexual, and transgender youth)
Adequate or better academic achievement

A sense of connectedness to the school

A respect for the cultures of all students

Mental Health and Healthcare Providers and Caregivers

e Access to effective care for mental, physical, and substance abuse disorders
e Easy access to care and support through ongoing medical and mental health relationships

Access to Means

Restricted access to firearms: guns locked or unloaded, ammunition stored or locked

Safety barriers for bridges, buildings, and other jumping sites

Restricted access to medications (over-the-counter and prescriptions)

Restricted access to alcohol (since there is an increased risk of suicide by firearms if the victim is drinking)
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ATTACHMENT 1.4
RECOGNIZING AND RESPONDING TO WARNING SIGNS OF SUICIDE

Warning signs are indications that someone may be in danger of suicide, either immediately or in the near future.

Warning Signs for Suicide Prevention is a consensus statement developed by an expert working group brought
together by the American Association of Suicidology. The group organized the warning signs by degree of risk, and
emphasized the importance of including clear and specific direction about what to do if someone exhibits warning
signs. This consensus statement describes the general warning signs of suicide. Warning signs differ by age group,
culture, and even individual.

The recent advent of social media has provided another outlet in which warning signs may be exhibited. The
differences in how and where warning signs may be exhibited demonstrate the importance of adapting gatekeeper
training for the age group and cultural communities with whom the gatekeepers will be interacting.

Warning Signs for Suicide and Corresponding Actions
Seek immediate help from a mental health provider, 9-1-1 or your local emergency provider, or the National
Suicide Prevention Lifeline at 1-800-273-TALK (8255) when you hear or see any one of these behaviors:

®* Someone threatening to hurt or kill themselves

* Someone looking for ways to kill themselves: seeking access to pills, weapons, or other means

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

Seek help by contacting a mental health professional or calling 1-800-273-TALK for a referral if you witness, hear,
or see anyone exhibiting one or more of these behaviors:

* Hopelessness-expresses no reason for living, no sense of purpose in life

* Rage, anger, seeking revenge

* Recklessness or risky behavior, seemingly without thinking

* Expressions of feeling trapped-like there's no way out

* Increased alcohol or drug use

* Withdrawal from friends, family, or society

* Anxiety, agitation, inability to sleep, or constant sleep

* Dramatic mood changes

If you or someone you know is in a suicidal crisis,

call the National Suicide Prevention Lifeline at 1-800-273-TALK (8255)

REFERENCE

Rudd, M. D., Berman, A. L., Joiner, T. E. Jr., Nock, M. K,, Silverman, M. M., Mandrusiak, M., & Witte, T. (2006). Warning
signs for suicide: Theory, research, and clinical applications. Suicide and Life-Threatening Behavior, 36(3),
255-262.
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ATTACHMENT 1.5

TYPES OF STUDENT PROGRAMS INFORMATION SHEET

CURRICULA FOR ALL STUDENTS

Purpose: These curricula:
* Provide information about suicide prevention
* Promote positive attitudes
* Increase students' ability to recognize if they or their peers are at risk for suicide
* Encourage students to seek help for themselves and their peers

Content: Typical content includes:
* Basicinformation about depression and suicide
* Warning signs that indicate a student may be in imminent danger of suicide
® Underlying factors that place a student at higher risk of suicide
* Appropriate responses when someone is depressed or suicidal
* Help-seeking skills and resources

Participants: These curricula are usually offered to all students in a class or a grade. Some programs, schools,
districts, and funders require consent from parents for their child to participate. The children of parents who do
not give consent are provided with an alternative activity.

Format: These curricula are typically given in one to four class periods of 45-60 minutes each. They are often given
as part of a class, such as a health, family life, or life skills class, which addresses related topics (e.g., mental health
issues, substance abuse, bullying, and other violence). This enables the connections between the issues to be
highlighted. Sometimes they are implemented during other classes, such as English.

Heath education standards: Almost all of the curricula address at least some, if not most, of the National Health
Education Standards. Some states have their own standards. State standards are typically aligned with the national
standards.

SKILL-BUILDING PROGRAMS FOR STUDENTS AT RISK OF SUICIDE

Purpose: These programs help protect at-risk students from suicide by:
* Building their coping, problem-solving, and cognitive skills

* Addressing related problems such as depression and other mental health issues, anger, and substance
abuse

Content: Typical content includes exercises and activities to:
* Increase problem-solving and coping skills
* Improve resilience and interpersonal relationships
* Prevent or reduce self-destructive behavior

Format: These programs fit into regular class periods and are given as a separate class. They typically last from 12
weeks to a semester.
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ATTACHMENT 1.5

PEER LEADER PROGRAMS

Purpose: Peer leader programs teach selected students skills to identify and help peers who may be at risk. The
most effective programs teach peer leaders to build connectedness not only among students but also between
students and staff, which improves the school environment.

Format: These programs are usually held outside of class time.

Peer Leader Roles: Roles vary greatly by program and may include:

Listening to and supporting peers, educating them about mental health problems, and encouraging them to
seek help, as well as talking with adults about students possibly at risk for suicide and other mental health
problems

Presenting lessons to their peers in high school classes, to middle school students, and/or to youth in the
community

Developing and promoting messages to change the school environment through public service
announcements, posters, videos, Web sites, and text messaging

Peer Leader Training: The training varies according to the roles taken on by the peer leaders.
Basic components of these trainings include:

Teaching about the risk factors and warning signs of suicide

Dispelling myths about suicide

Destigmatizing mental illness and seeking help

Learning about other physical and mental health problems, as well as other common issues teenagers face

from Preventing Suicide: A Toolkit for High Schools, SAMHSA

21


jkuechle
Typewritten Text

jkuechle
Typewritten Text

jkuechle
Typewritten Text


ATTACHMENT 1.5a

INREPP

Included in SAMHSA's
National Registry of

Evidence-based
Programs and Practices

QPR as a Universal Intervention
A Brief Review

The following document describes the QPR Gatekeeper Training for Suicide Prevention as a
universal intervention in the detection of those as risk for suicide, as well as those who may not
be at risk for suicidal behaviors, but may need assistance, assessment, and treatment for any
number of mental health issues or problems.

The basic QPR Gatekeeper Training for Suicide Prevention program has been taught to more
than one million people by more than 5,500 Certified QPR Instructors in the US and other
countries. The QPR program meets the requirements for listing in the National Registry of
Evidence-based Practices and Policies (NREPP). This version of QPR training also includes a
developer-approved, abridged module of the best practice registered CALM training program
(Counseling on Access to Lethal Means).

NREPP Listing for QPR: http://nrepp.samhsa.gov/ViewlIntervention.aspx?id=299

SPRC.ORG listing for CALM: http://www.sprc.org/bpr/section-I11/calm-counseling-access-
lethal-means

Universal Intervention

While the QPR method was developed specifically to detect and respond to persons emitting
suicide warning signs, QPR has also been more widely applied as a universal intervention for
anyone who may be experiencing emotional distress. It has been suggested by independent
researchers and federal leadership that funded the original assessments of QPR that the QPR
intervention could be useful in a much broader application, and not just for the detection of
persons at risk for suicide.

Limiting the utility of QPR to the single goal of suicide risk detection accounts for the
intervention's origination, but it is not known how many persons emitting distress signals
recognized and responded to by individuals trained in QPR methodology were false positives
(not suicidal), but still in need of assistance, assessment, and perhaps intervention and treatment.
An RO3 research proposal is being submitted to the National Institute of Health at this writing to
explore the impact of QPR-trained gatekeepers on not only potentially suicidal persons identified
through the intervention, but those experiencing non-suicidal distress.

For example, one can imagine that a youth experiencing a personal crisis may very well send
interpersonal distress signals/warning signs and would benefit from help of some kind, but may
not be considering suicide as a solution. In fact, the NIMH-funded National Comorbidity
Survey-Adolescent Supplement (NCS-A) found that about 20 percent of youth are affected by a
mental health disorder sometime in their lifetime, but the vast majority of these young people
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ATTACHMENT 1.5a

never attempt suicide. These disorders - mood, anxiety, ADHD, eating disorder, or substance
abuse disorder - resulted in a functional impairment of the child's role in family, school, or
community activities, but did not lead to a suicide attempt or completion. (Kessler, et al., 2012).
Similar findings for adults have been reported as well.

Moreover, a number known-at-risk populations e.g., police, soldiers, veterans, farmers, athletes
and others, may be suffering from treatable disorders that are largely undetected and that go
untreated despite public health messaging that attempt to encourage help-seeking behavior.
Since those most at risk of suicide are the least likely to ask for help, the application of QPR-
based knowledge, compassion and understanding may prove the intervention to be useful for the
detection of a wide range of treatable problems, e.g., non-suicidal self-injury (NSSI),
perfectionism, eating disturbances, PTSD, TBI, sleep problems, bullying, depression, and other
"easily masked" disorders that often lie "upstream" of the onset of suicidal ideation.

The QPR Concept and Theory
The QPR concept is adapted from the CPR “Chain of Survival” literature for how lay and
professional citizens can respond to persons experiencing acute cardiac events. A suicide crisis
is a life-threatening event which - if not responded to in a helpful fashion - may progress to a
self-inflicted injury or death. In a systems approach, multiple levels of recognition and
intervention are required to avoid an adverse outcome. These include the following four links in
the chain:

1. Awareness and recognition of suicide warning signs/distress signals

2. Early application of QPR

3. Early intervention, initial screening and referral by professionals

4. Early access to mental health professionals fully trained and competent to assess, treat

and manage suicidal behaviors

The theory behind the outreach nature of the QPR intervention rests on the following evidence
that most suicidal people:

* Tend not to self-refer

* Tend to be treatment resistant

* Often abuse drugs and/or alcohol

* Dissimulate their level of despair

* Go undetected

* Go untreated

Thus, passive systems, e.g., social marketing efforts to "encourage help-seeking behavior" will
be largely unsuccessful with those most at risk of suicidal self-directed violence.

QPR differs from other suicide prevention programs in the following ways:
* Recognizes that even socially isolated suicidal individuals have contact with potential
rescuers, e.g., friends, family, school officials
* Reaches out to high-risk people within their own environments and does not require
suicidal people to ask for help
* Teaches specific, real-world suicide warning signs
* Has been heavily researched
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ATTACHMENT 1.5a

e Is deliverable in person, online, or in a blended format of online and classroom

Research Highlights

Program adopters must often justify their decision to use one program over another by the
application of due diligence in exploring the scientific basis that supports the proposed training.
Below is a brief summary of major studies that support the QPR Gatekeeper Training for Suicide
Prevention program.

Official QPR training outcomes as determined by independent research reviewers of published
studies for National Registry of Evidence-based Practice and Policies found that trained
gatekeepers have increased knowledge, confidence and gatekeeper skills per these measures:

* Increased declarative knowledge

* Increased perceived knowledge

* Increased self-efficacy

* Increased diffusion of gatekeeper training information

* Increased gatekeeper skills (ability to engage in active listening, ask clarifying

questions, make an appropriate referral)

Source: Cross, W.F., Seaburn, D., Gibbs, D., Schmeelk-Cone, K. et al. (2011); Matthieu, M.M.,
Cross, W., Batres. A.R., Flora et al. (2008); Wyman, P.A., Brown, C.H. Inman, J., Cross W., et
al (2008). (See NREPP web site for full descriptions of support research and citations).

Methods: Three randomized studies conducted in school, outpatient and workplace settings
examined the impact of the Question, Persuade, Refer (QPR) training on stratified samples of (1)
340 teachers and parents in a US public school community and (2) 602 community based
counseling center staff from the US Department of Veteran Affairs. One study included a 1-year
average follow-up assessment and a second study included a 3-month follow-up assessment.

Results: Findings reported an immediate increase in declarative knowledge, perceived
knowledge, self-efficacy, diffusion of gatekeeper training information and gatekeeper skills.
Results persisted in the 3-month and 1-year follow up with marginal decrements.

Reference:

Kessler R, Avenevoli S, Costello J, Georgiades K, Green JG, Gruber M, He J,
Koretz D, McLaughlin K, Petukhova M, Sampson N, Zaslavsky A,
Merikangas K. Prevalence, persistence and Sociodemographic
correlates of DSM-IV disorders in the National Comorbidity Survey
Replication Adolescent Supplement. Archives of General
Psychiatry. April 2012; 69(4):372-380.
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ATTACHMENT 1.5b

QPR Guidelines

Safe Delivery Of Suicide Prevention Training To Youth

« Training for students should only be undertaken once adults in the school (including
teachers and staff) have completed QPR Gatekeeper Training (or QPR Advanced Training
for school counselors, nurses, social workers, psychologists or other mental health
clinicians).

« Training should, initially, be offered exclusively to students in grades 10 to 12 (entering
sophomores through seniors).

- Ideally, any student engaged in training should be screened for risk by a school counselor
who has participated in one or more advanced QPR training programs.

« Any student excluded from training based on evidence of risk will be followed up and
supported by school health professionals.

« Training will be delivered in facilitated small groups (maximum of 12-15 students) with a
supervising school counselor or nurse attending who will be available to students for
support and follow-up as needed.

- Several key core messages regarding suicide risk and protection are as follows:

1. Friends never let friends keep secrets about suicide - Tell An Adult! (Therefore, we
want to be very sure that any adult approached by a young person concerned about

suicide risk have QPR training such that they know how to respond and what to do)

2. No student should ever feel that they are totally responsible for the safety of another
student.

3. Ideally the teacher is present at the youth training and receives a QPR certificate or
has already been trained in QPR

Adapted from: "QPR for Schools and School Health Professionals: Nurses, Social Workers, School
Counselors and Psychologists (Revised July 2013)"
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ATTACHMENT 1.6

INCLUDING SUICIDE PREVENTION IN OTHER EFFORTS TO REACH PARENTS

Schools have integrated suicide prevention outreach into other activities by:

Holding a parents' night about student safety that included suicide prevention

Sponsoring events for the parents of 8th graders or 12th graders that focused on their children's upcoming
transition and addressing issues such as anxiety, depression, substance use, and bullying, in addition to
suicide prevention

Sending material-sometimes in the form of a card that fits into a wallet or purse or can be put on the family
bulletin board to the parents of every middle and high school student with information about how to help a
child in crisis

Including suicide awareness as part of freshman orientation, safety days, or other health events at the
school that involve parents

Including suicide prevention in parenting classes

Presenting suicide prevention education at a PTA meeting

from Preventing Suicide: A Toolkit for High Schools, SAMHSA
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ATTACHMENT 1.7
IDEAS FOR MAXIMIZING PARENTAL RESPONSE RATE

These ideas can help maximize the return rate of parental consent forms, whether the response is "yes" or
"no" (Rodgers, 2006, except where otherwise noted):

* Send the consent form home with students with a registration or "back to school" packet, other important
forms, or a report card. Return rates improve if the form is sent with other materials that need to be signed
by parents and returned to the school.

* Have parents sign the consent form at parent-teacher meetings or a school-based function, such as Back to
School Night. Station school staff at a location where parents have to stop to complete forms.

* Provide incentives for returned forms (regardless of whether the response is "yes" or "no"):

o Student incentives: Pencils, t-shirts, candy, movie cards, sports memorabilia (Brown & Grumet,
2009), or a class party. Extra credit in health class or another class (Gutierrez & Osman, 2008).
o Parentincentives: Gift cards for local stores or entries for prize drawings.
o Teacher incentives: Gift cards when a specific number or percent of students return the form.
* Use a simple, easy-to-read, eye-catching, and culturally relevant letter and form printed on colored paper.
* Send areminder notice with an additional form to parents who do not respond, or call them.

REFERENCES

Brown, M., & Grumet, ]. (2009). School-based suicide prevention with African American youth in an urban setting.
Professional Psychology: Research and Practice, 40(2), 111-117.

Gutierrez, P. M., & Osman, A. (2008). Adolescent suicide: An integrated approach to the assessment of risk and
protective factors. DeKalb, IL: Northern Illinois University Press.

Rodgers, P. H. (2006). Maximizing the return of parent consent forms. Unpublished manuscript. Newton, MA:
Suicide Prevention Resource Center, Education Development Center, Inc.
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ATTACHMENT 1.8
SUICIDE PREVENTION: FACTS FOR PARENTS

HIGH SCHOOL STUDENTS EXPERIENCE UNIQUE CHALLENGES

High school can be a rewarding time for young people. But for some students, it can also be emotionally

difficult, especially in 9th grade during the transition to high school and again in 12th grade during the transition
out of high school. The stresses of high school and the mental and emotional stage of adolescence can combine with
risk factors for suicide, such as depression, and increase the risk of suicide for some teens. Parents and school staff
can help identify students at risk of suicide and help them get treatment before a tragedy occurs.

Many high school students reported that they had seriously considered suicide in the past year.

* In the United States, one out of every 53 high school students (1.9%) reported having made a suicide
attempt that was serious enough to be treated by a doctor or a nurse.

® Suicide is now the leading preventable cause of death among teenagers.

* The toll among some groups, such as Native Americans, is even higher.
Source: Centers for Disease Control and Prevention (CDC)

WHY HIGH SCHOOLS ADDRESS SUICIDE
* Administrators and staff care about the well-being of their students.
* Maintaining a safe and secure school environment is part of a school's overall mission.

* Depression and other mental health issues can interfere with students’ ability to learn and affect their
academic performance.

* Although few suicides take place on high school campuses, students spend much of the day in school. This
puts high schools in a position to identify and help students who may be at risk for suicide and related
behavioral health issues.

PREVENTING SUICIDE CAN PREVENT OTHER BEHAVIOR PROBLEMS
Students at risk of suicide may also be at risk of other problem behaviors, such as violence and bullying, and
substance abuse. Reducing the risk of suicide can help reduce the likelihood of these other behaviors.

How PARENTS CAN HELP PROTECT THEIR CHILDREN FROM SUICIDE
* Maintain a supportive and involved relationship with their sons and daughters
* Understand the warning signs and risk factors for suicide
* Know where to turn for help

How SCHOOLS CAN HELP PREVENT SUICIDE
Experts recommend that schools use an approach to suicide prevention that includes the following:

* Identifying students at possible risk of suicide and referring them to appropriate services

* Responding appropriately to a suicide death

* Providing training and suicide awareness education for staff

* Educating parents regarding suicide risk and mental health promotion

* Educating and involving students in mental health promotion and suicide prevention efforts
® Screening students for suicide risk

You should encourage your high school to implement some or all of these strategies to prevent suicide and protect
the well-being of your children. You can work with the school on these important efforts as well as use the school
as a resource for help with your child's needs.

from Preventing Suicide: A Toolkit for High Schools, SAMHSA
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SECTION II: INTERVENTION IN A SUICIDAL CRISIS

Intervention protocols to assist students in a crisis involving suicidal thoughts or behaviors are a critical
component of both district and school responses. These protocols aid school personnel in intervening
effectively with suicidal students. School administrators play a crucial role in establishing a school
climate that requires key school personnel to be familiar with and responsive to a suicidal crisis in order
to help prevent a youth suicide. Students of concern may be referred to counselors by staff, parents,
peers, or self-referral. Intervention protocols vary based on the determined degree of suicide risk.

Key principles to remember in any crisis:

1. Ensure that the student in crisis is safe: Remain with the student until a Crisis Response Team
(CRT) member arrives.

2. Send someone for help: While you remain with the student, send someone to retrieve the nearest
available CRT member.

3. Listen to the student: Acknowledge their feelings, allow them to express their feelings, avoid giving
advice or opinions, and listen for warning signs.

4. Be direct: Ask openly about suicide (QPR training) “Suicide is a crisis of non-communication and
despair; by asking about it you allow for communication to occur and provide hope” (USF, 2003).
Asking about suicide does not put the idea into a student’s mind.

5. Be honest: Offer hope but do not condescend or offer unrealistic assurance.

6. Know your limits: Involve yourself only to the level you feel comfortable. If you are uncomfortable
or feel the situation is beyond your capacity to deal with, refer the student to someone in a better
position to help. If you feel the student is in immediate danger, escort the student to the referral. If
not, check to see that the referral was followed up on.

7. Inform student: At each stage, be sure the student knows what is going on. Provide Appendix B2,
“Student Mental Health Handout”.

8. Inform parents (when appropriate): Their child is experiencing a crisis. Reassure them that
he/she is currently safe. Inform them of community supports that are available to them during and
after the crisis. Work with the parents to develop a plan of action for getting their child help. As
needed, provide Appendix B1, “Mental Health Resources” and/or Appendices B3i, B3ii, B3iii, and
B3iv, “Parent Handouts”.

9. Keep other students in a safe area: Allow students to express their fears and concerns or feelings
of responsibility or guilt. Let students know that the student in crisis is receiving help, maintain
confidentiality and keep details of the crisis to a minimum. Let students know where they can get
help. Provide Appendix B2, “Student Mental Health Handout".

10. Monitor: Friends of the student and others who are potentially at-risk for suicide.

11. Debrief: All faculty and staff involved in the crisis are given opportunities to discuss their reactions
and are offered support. Allow expression of feelings, worries, concerns, and suggestions of what was
done well and what could have been done better during and following the crisis.
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CRISIS RESPONSE TEAM CONTACT INFORMATION FOR SECONDARY SCHOOL :

ROLE

NAME

Room

EMAIL

OFFICE PHONE

CELL PHONE

CRT LEADER

ALTERNATE CRT LEADER

PRINCIPAL

ASSISTANT PRINCIPAL

SCHOOL PSYCHOLOGIST

COUNSELOR

COUNSELOR

COUNSELOR

COUNSELOR

CONTRACTED COUNSELING
AGENCY

TEACHER LIASON

SCHOOL SECRETARY

NURSE/HEALTH TECH

CAMPUS SUPERVISOR

MEDIA SPOKESPERSON:
SCHOOL

MEDIA SPOKESPERSON:
DISTRICT




CRISIS RESPONSE TEAM CONTACT INFORMATION FOR ELEMENTARY SCHOOL:

ROLE

NAME

Room

EMAIL

OFFICE PHONE

CELL PHONE

PRINCIPAL/ACTING PRINCIPAL/CRT
LEADER/MEDIA SPOKESMAN

SCHOOL PSYCHOLOGIST

CONTRACTED COUNSELING AGENCY

TEACHER LIASON

DESIGNATED TEACHER

DESIGNATED TEACHER

DESIGNATED TEACHER

SCHOOL SECRETARY/CLERK

CUSTODIAN




ueyd Anyus-a1 8jeniul ‘Jo0Ys 0} suinjal Juapnis siojeq ]
“uoenys [enpiaipul 8y} Aq

paulwialep aq [|im isidelay} Jo/pue Jojoop ‘Ajiwe; yuapnis ay}
UM Ul-Y98y9 jo Aouanbai4 “1sidesay} /10100p SJUSPNS YIim
SOM [[Im (10jesunoo Jo 1siBojoyohsd jooyos) Jebeuew esed []
uonezijeydsoy aiinbai Aew Juapnis ay} ysu Jo [9A3] SIU} IV

"soAlLIe Yoddns Aousblowe

L1640 14D 8y} [ijun Juspnis 8y} yim Aejs ‘suesw
[eysa| Ajlenusiod ayy dn saaif Juepnis 8y} 8oUQ e
fyajes juspnis Joj eale JBO|) .
|16 ||e0 BUOBWIOS 8ABH
Ajwieo juspnis ay) yum yjeL o
9010} Aq uodeam e aye) 0} Jdwayje Jou 0q e

:uosiad 119y} Uo sueaw [ey}a| sey Jusapnis ay} ji

"Japinoid yyeay [ejusw Jayio Jo DT ‘1s1Bojoyahsy

Aq paulwis}ep SB S80URISWINDIID [BOIUIID O} 8Nnp Sjus.ed
Anou o} Jiem 0y Alessaoau aq Aew J1 ‘SeSEI UIBYSI U] "UoKeNn)IS
U} 8]BqI90BXS |[IM SIY} SS8|UN ‘UOIBNYIS 8} JO SSBUSNOLISS
8y} Inoge sjusied saiyjou asubisep 1o [ediouid []

116 I[B0 ‘18p|0 10 S1edh 8| SIUBPNIS §| ‘vL1/-ZLy-L.L8

Je JusSSassy 8pIoing DINT 1180 ‘Bulusieaiyy 8yl jou §| []
JodsueJ; abuelie |im pue palinbal si uonezijendsoy

10 Juawieal) Aousbiawsa Ji sulwIB)ep [|IM Japuodsal

-116 ‘BJON 116 I[e0 ‘Aousbiswe Bujusyesiys sy e j| []
(116 10/pue PN *63) syull Ajunwwod azijiqoy

Joquiaw 1 ¥ Haly []

"8Jes aJe SJuspN]s JAYIO |[e Jey} ainsus pue eale ay) Jes|) ]
"Sal [|e Je Juapn)s

8U) U)Im Sulewal Jaquuiaw 4e)s [00yos e jey) ainsug [

:Buimojo} 8y oq "uosiad JidY} UO SueaW [eyig|

aAey Aew pue ‘Joe ay) Ino A1Ied 0} papasu sueawW [Byi| sy}

0] 8098 8ARY ‘108 [Bploins e ul abebus 0] Jusiul sy} peoloa
aABY BpIINS JO [9A8] ysli YBiy Ajowialixa Ue yim syuspnis
8pIaINg 4O [8A97 ysIy (Juaujwwi) ybiH Alswanxg

"suonsabbns pue ‘suisouod

‘salLlom ‘sbuljasy jo uoissaldxe ayj Joj Buipiroid ‘uonuanisiul
U} YJIM PB)SISSE OUM SIBGUIBW JJels ||e ypm jaligeq [

¢1°Z o4 uonejuswiniog

YSIY 8pIoINg JuspnjS usKe} suonoe Juswnooq [

"2J0W JO SY99M OM] JO SOUSSAE PAPUSIXS UB SPUSWIWIOIA)
Iape| s,J0jo0p e Ji Buyoesy swoy Joy 8|qibie sie syuspnis ]
[ouuosiad [00yos wouy Jorjuoo alpouad Joj ueid e ysigels3 []
'skep oM} Jxau 8y} UIyIm

dn-mojjo} [jim [euoissajoud [0oyos pajeubisep e jeyy uiejdx3 []
¢4 xipuaddy ‘spybnoy jepioing

$8ss01dX3 Py IN0A UdyM Joadx3 o} jey Buipnjoul
suelpJenbjjusied 1o} $80.n0S81 pue S|elIgjel BpIN0Id ]

9°¢ ‘Wio Juswbpamoudy joeju0) Jusied

pue 6°Z ‘wio4 dn-mojjo4 pue Jussuo) ‘eiisjey ayy ubis ]
Q1" ‘Saljilie J0j SUOBPUBWILLIOISY :Jd}jeyy SUBS)| UOIOL]SAl
sueaw [eya| Jo souenodwi passnasIp aAeY ‘Jaquiaw | Y9

B JO 80UB)SISSE 8y} Yy ‘sjuaied pue Juspnjs Jey} ainsuz [
"81B0 $,)UBPN]S 10} SB)S Jx8U JO BuipuesIepun wayuod ]
:Buimoj|o} ayj maiaal ‘uonezijeyidsoy Jo Juswieal}

|eaipaw Aouabiswa alinbai Jou saop Juapnjs ay} ji

"ajepdn

pue mairal ‘eoe(d ui Apeaule 41 1o ‘uejd Ajejes e sjesid []
‘sjualed yum jesw

0} dbueLly "9°g ‘W0 Juslabpaimouyay JoejU0Y) Judied pue
‘G 'SISUD [epIAING S,pl1yD 418y yBnouy ] sjusied Bujpoddng
pue ‘sjuased Buidjon Joj sauljaping sueipenbsiuaied
salnou saubisep 1o Jojessiuipe [00YoS []

sy (Jusuiwwi) ybiH Ajpwax3 0) paadoid Juswieal) [oIpaw
Kousbiswe ajeipswuwi Jo uonezijendsoy salinbal juspnis

J] "sda}s 1XaU J0} UONBPUSWIWOIAI B URIGO PUE 8)e)s [ejusu

s Juapn)s ssasse 0} (D3 "68) Aouabe ad1n8s SISIO Jo/pue
Hes ayis jooyos pejeudisap sjendoidde yum jnsuo) ]
‘(OW3) sieuoissajoud

pauleJ} 0} ABAUOD pue [9AS] YSH S,JUSpN}S aUILLIB)ep

0} JUBLISSBSSE %81 BPIOINS B JONPUOD |[IM Jaquisw 149 [[]
J0}e}SIUILIPE [00YDS B AJiou Usy) pue

UOIENYIS 8} B1BN[EAS [[IM OYM JBquisw | 4D Isaiesu AfioN ]
“uoisiniedns 8sojo Japun Juspnys desy []

"9lp 0] 8JISSP J0 JUBJUI UB Y)IM JOIABYS( JO UONEapI [BpIoINS
Aejdsip apioins Jo ysu ybiy 0} 8)eIapOW B Y)M SJuspns

apIaINg Jo [aAa7 ysIY YbiH o} ajesopoyy

28

"9|qe)S SI JUapn}s 8y} |jun AIessadau se ua}o

se Ajiwey pue Juspnis sy} ypm dn mojo} [Im Jojasuno) []
£1°Z ‘W04 uoneuawnIoQg X4Siy

apiaing Juepmg swiio} ejeudoidde uo suonoe Juswnooq []
6¢

‘ULo4 dN-mojjo4 pue JUBSU0Y) ‘[eLiajoy pue ‘@'z ‘JUaLISSasSy
UjjesH [ejudyy uoneanp3 [e1ads Joj SS890.d |Bliojey

‘)T ‘S|eliajay JuspnjS Joj Saulaping KIessadau Ji Sa0IAIS
yjleay [ejusw Jo Japiroid s1ed yjesy Arewnud o} Jejey ]
T4 ‘ueld fiejes [euosiad pue ‘||z ‘oping Bujuueld

Ayojes "syuased pue juspnis sy} yim ueid Ajsjes e dojrsq ]
9°¢ ‘W04 Juswabpaimouydy joejuos

pue ‘G'Z JuSLIYOBNE SISO [BPIOINS S, PlIYD oYL ybnouy |
sjuaied buipoddng ‘sjuaied BuiAion J4oj sauijaping uonenyis
3} 91BCISJEXA ||IM SIY} SSBjUN uolenys jo uelpsenbjusied
Amou |m ysiBojoyohsd jooyos Jo Jojesuno []

"uonenyis

a3 JO Wiay} wiojul 0} 9aubisap Jo JojeliSIuiWpE Ue 1oBju0d
(M 3s1Bojoyohsd |00yos Jo Jojasunod ‘Aressaosu usym []
|00} USSOUD UJIM YSII 8pIOINS SSOSSE pue ‘Uolen)is

ayy Ajuejo 0y bumas ajeaud qainb e ui Jayjwiy yim syje;
yoAsd |00y0s/10[8SUN0D BY} [UN JUBPNIS BUYY YNM UlBWSY []
"uonenyis ay} Jo 1sibojoyaksd [ooyds Jo Jojasunod

8y} Wwiojur 0} sUoBWOs Buipuss Aq uonoe sjeipawwl dxe] ]
"Aisnolias wiey-§jas jo yealyy Jo ubis Buiuiem Aians aye|

3pIAING JO [T YSIY MOT

1 JUBWYOBLE ‘apIaing Jo subiS Buiuiep o} buipuodsay pue buiziuboosy -subis Buiuiem pajelsuowsap Jo (uoneapi) syybnoyy [epioins

passaldxa Apoaiipul Jo Ajosuip Jo asnedsq [epioins Ajjenus)od se sUosWOS SalUBp! JJeIS [00Yds Jo ‘ayoes) qualed ‘Jead e usym asn 1o

SISIH)) TVAIDINS V NI NOLLNIAYALN]



A. LOW RISK LEVEL OF SUICIDE

Students with a low risk of suicide display warning signs of suicide and/or express thoughts of killing
themselves with no intent to act on these thoughts.

1. When a peer, parent, teacher, or other school employee identifies someone as potentially suicidal
because s/he has directly or indirectly expressed suicidal thoughts (ideation) or demonstrated
warning signs (see Attachment 1.4, “Recognizing and Responding to Warning Signs of Suicide”),
consider the following:

a.
b.

Take every warning sign or threat of self-harm seriously.

Take immediate action by sending someone to inform the counselor or school psychologist of the
situation.

Remain with the student until the counselor/school psychologist talks with him/her in a quiet,
private setting to clarify the situation, and assess suicide risk with chosen tool. Create a safety
plan (see Attachment 2.12, “PAUSD Personal Safety Plan”) and provide appropriate support.
When necessary, counselor or school psychologist will contact an administrator or designee to
inform them of the situation.

Counselor or school psychologist will notify parent/guardian of situation unless this will
exacerbate the situation (see Attachment 2.5, “Guidelines for Notifying Parents”, and “Supporting
Parents Through Their Child’s Suicidal Crisis” and Attachment 2.6 “PAUSD Contact
Acknowledgement Form”).

Develop a safety plan with the student and parents (see Attachment 2.11, “Safety Planning Guide”,
and Attachment 2.12, “PAUSD Personal Safety Plan”).

Refer to primary health care provider or mental health services if necessary (see Attachment 2.7,
“Guidelines for Student Referrals”, Attachment 2.8, “Referral Process for Special Education Mental
Health Assessment”, and Attachment 2.9, “PAUSD Referral, Consent, and Follow-Up Form”)
Document actions on appropriate forms (Attachment 2.13, “PAUSD Student Suicide Risk
Documentation Form”).

2. The counselor will follow up with the student and family as often as necessary until the student is
stable and no longer of concern.

B. MODERATE TO HIGH RISK LEVEL OF SUICIDE

Students with a moderate to high risk of suicide display suicidal ideation or behavior with any intent or
desire to die. Do the following:

1. Keep the student safe and under close supervision. Never leave the student alone. Designate one
or more staff members to stay with and support the individual in crisis while help is being sought.

2. Notify the nearest CRT member who will evaluate the situation and then notify a school
administrator that a student has expressed the intent to engage in suicidal behavior.

3. Trained Crisis Response Team (CRT) member will conduct a suicide risk assessment with chosen
tool, to attempt to determine the student’s risk level and then convey this information to trained
professionals, such as EMQ.
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. Consult with appropriate designated school site staff and/or crisis service agency (e.g. EMQ) to
assess the student’s mental state and to obtain a recommendation for next steps. If the student
requires hospitalization or immediate emergency medical treatment based on the
assessment, proceed to part C, Extremely High (Imminent) Risk.

. School administrator or designee notifies parents/guardians (see Attachment 2.5 “Guidelines for
Notifying Parents” and “Supporting Parents Through Their Child’s Suicidal Crisis”, and Attachment
2.6, “PAUSD Parent Contact Acknowledgement Form”). Arrange to meet with parents whenever
appropriate.

. Create a safety plan or, if a student already has a safety plan, review and update (see Attachment
2.11, “Safety Planning Guide”, and Attachment 2.12, “PAUSD Personal Safety Plan”).

. If the student does not require emergency medical treatment or hospitalization based on the
assessment, and the immediate crisis is under control; before the student is released to the
parent/guardian review the following:

a. Confirm an understanding of what next steps for the student’s care will be.

b. Ensure that student and parents, with the assistance of a CRT member, have discussed the
importance of lethal means restriction (see Harvard School of Public Health “Means Matter:
Recommendations for Families: http://www.hsph.harvard.edu/means-
matter/recommendations/families /index.html).

c. Sign both Attachment 2.9, “PAUSD Referral, Consent and Follow-Up Form”, and Attachment 2.6,
“Parent Contact Acknowledgment Form”.

d. Provide referrals and resources for parent/guardians (See Appendix B, “Student and Parent
Handouts and Resources”).

e. Explain that a designated school professional will follow-up with parents and
student within the next two days.

f. Establish a plan for periodic contact from school personnel while the student is away
from school to ensure the student is improving and treatment is being maintained.

g. If appropriate, make arrangements for classwork assignments to be completed at home.

h. Students are eligible for home teaching if a doctor’s letter recommending an extended
absence of two weeks or more is provided.

8. Document actions taken (see Attachment 2.13, “PAUSD Student Suicide Risk Documentation Form”).

9. Debrief with all staff members who assisted with the intervention, providing for the expression of

feelings, worries, concerns, and suggestions.
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C. EXTREMELY HIGH (IMMINENT) RISK LEVEL OF SUICIDE

Students with an extremely high risk level of suicide have voiced the intent to engage in a suicidal act,
have access to the lethal means needed to carry out the act, and may have lethal means on their
person. Do the following:

1. Ensure that a school staff member remains with the student at all times.
2. Clear the area and ensure that all other students are safe.

3. Alert nearest adult to recruit Crisis Response Team (CRT) member.

4

. Mobilize community links (e.g. EMQ and/or 911)
e Ifalife threatening emergency, call 911.
e Ifnot life threatening, call EMQ Suicide Assessment at 1-877-412-7474
Note: 911-responder will determine if emergency treatment or hospitalization is required and
will arrange transport

5. Principal or designee to notify parents about the seriousness of the situation unless this will
exacerbate the situation. In certain cases, it may be necessary to wait to notify parents due to
clinical circumstances as determined by Psychologist, EMQ or other mental health provider.

6. If the student has lethal means on their person:
a. Do not attempt to take a weapon by force
Talk with the student calmly
Have someone call 911
Clear area for student safety
Once the student gives up the potentially lethal means, stay with the student until the CRT or
911 emergency support arrives.

© oo o

7. Atthis level of risk the student may require hospitalization.

8. Case manager (school psychologist or counselor) will work with student's doctor and therapist
treating the student. Frequency of check-in with the student, family, doctor and/or therapist will
be determined by the individual situation.

9. Before student returns to school, initiate re-entry plan.

D. PROCESS FOR RE-ENTRY TO SCHOOL AFTER EXTENDED ABSENCE OR HOSPITALIZATION

Students “need considerable support and monitoring, especially during the first several months they
are back at school, during any school crisis, or near the anniversary of their attempt or mental health
crisis” (SAMHSA Toolkit). It is critical to create or review the Safety Plan at the first 'return to school
meeting' with the student and parents. (See Attachment 2.14, “Guidelines for Facilitating a Student’s
Return to School”, and Attachment 2.15, “Guidelines for When a Student Returns to School Following
Absence for Suicidal Behavior”) A student is at increased risk of attempting suicide in the days and
weeks immediately following discharge from the ER, hospital or care facility.
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Important points to remember in facilitating a successful student re-entry:

1.

E.

Work with student, family, and relevant staff (counselor and school psychologist) to create an
individualized re-entry plan (IRP) before the students return. A meeting with family and student is
strongly recommended before the student returns to school.

. Ensure that the appropriate staff (school psychologist, counselor, administrator) has the pertinent

information from the student’s doctor, psychiatrist, psychologist or therapist necessary to create the
student's IRP.

. The IRP will be based on Doctor or Mental Health Provider recommendation using Attachment 2.10,

“PAUSD Physician Report and Student Health and Education Plan” to support the student's
psychological and educational needs.

Details of the student’s mental health history should be shared only as needed to support the
student’s successful re-entry.

. A completion of Attachment 2.10, “PAUSD Physician Report and Student Health and Education Form

and Attachment 2.9, “PAUSD Referral, Consent and Follow-Up Form” is strongly recommended
before re-entry.

CRISIS RESPONSE TEAM MEMBERS AND ROLES

Administrative support is necessary for the successful implementation of this toolkit. In order to

respond appropriately, all CRT members must understand their role in suicide prevention. The team is

made up of a diverse group of individuals within the school. Possible members are the principal,
assistant principals, guidance counselor, school psychologist, ERMHS school therapist, ACS staff
member, a teacher, school nurse or health tech, information technology staff, and a member of office
staff (secretary). Alternates are designated for key roles, such as CRT leader.

1.

2.

Crisis Response Team Leader responsibilities:

a. Coordinates annual training for the Crisis Response Team and for school faculty and staff

b. Mobilizes team members as needed

c. Coordinates Team member assignments

d. Acts as the liaison between the school principal and district office when district support is
deemed necessary

Team member responsibilities include:

a. All Members:

Respond to urgent situations when needed

Call 911 if needed

Inform Team Leader about students of concern or at-risk

Provide first aid when needed (Nurse/Health Technician, Other Trained Staff)
Clear area and ensure safety of all students

b. Principal/Assistant Principal:
e Assumes responsibility for decisions made and actions taken
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Acts as liaison with police or other authorized outside agency
Briefs district office administration

Notifies family members of student crisis

Modifies school schedule if necessary

Resumes normal schedule as soon as possible

Calls on community resources for assistance if needed
Secures campus (assistant principal)

Communicates with other sites as needed

Evaluates school crisis response and revise as needed

School Psychologist/Counselors

e Conducts student interviews to assess for level of risk
e Contacts community links and resources

e Contacts and works with parents

e Documents actions

School Nurse or Health Technician
e Administers first aid, triage
e Locates emergency card information for injured student

School Secretary

e Maintains up-to-date contact information for CRT members

e Maintains communication with principal

e Responds to crisis-related inquiries (see Attachment 3.4, “Sample Script for Office Staff”, and
modify with principal to fit current situation)

Media Spokesman/Associate Superintendent
e Fields and responds to media inquiries - review Attachment 3.18, “Guidelines for Working
With the Media”

Campus Supervisor
e Coordinates immediate security and protections
e Roams campus to help identify students in need

Teachers

Take every warning sign seriously

Ensure the safety of students during and after an emergency

If stay-put situation exists, do not allow students to enter or leave room
Keep students informed as directed by principal: control rumors
Assure students the crisis is being handled and they are safe

Focus discussion on reactions students are having in the moment and how to support each
other
e Refer students in need to the Crisis Team Leader
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ATTACHMENTS FOR SECTION Il; INTERVENTION

2.1. Self-Injury and Suicide Risk Information Sheet, SAMHSA Toolkit

2.2. Suicide Prevention Awareness Session Appropriate for All School Personnel,
Maine Youth Suicide Prevention Program (MYSPP)

2.3. PAUSD Suicide Risk Assessment Form

2.4. Crisis Intervention Protocol Checklist and Flow Charts

2.5. Guidelines for Notifying Parents, SAMHSA Toolkit

2.6. Parent Contact Acknowledgement Form, SAMHSA Toolkit

2.7. Guidelines for Student Referrals, SAMHSA Toolkit

2.8. Referral Process for Special Education Mental Health Assessment

2.9. PAUSD Medical Release, Referral, and Follow-Up Form

2.10. PAUSD Health Plan Form

2.11. Safety Planning Guide: A Quick Guide for Clinicians, WICHE & SPRC

2.12 PAUSD: Personal Safety Plan (to be used with attachment 2.11)

2.13 Student Suicide Risk Documentation Form, SAMHSA Toolkit

2.14 Guidelines for Facilitating a Student’s Return to School, SAMHSA Toolkit

2.15 Guidelines for When a Student Returns to School Following Absence for Suicidal Behavior, MYSPP

2.16 Other Issues and Options Surrounding a Student's Return to School, MYSPP

2.17 Child and Adolescent Psychiatric Hospitals

2.18 Means Matter - Suicide, Guns & Public Health
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ATTACHMENT 2.1
SELF-INJURY AND SUICIDE RISK INFORMATION SHEET

Self-injury (also known as self-mutilation or deliberate self-harm) is defined as intentionally and often repetitively
inflicting socially unacceptable bodily harm to oneself without the intent to die. Self-injury includes a wide variety
of behaviors, such as cutting, burning, head banging, picking or interfering with healing of wounds, and hair
pulling.

The relationship between self-injury and suicide is complicated. Researchers believe self-injury is a behavior
separate and distinct from suicide and the result of a very complex interaction among cognitive, affective,
behavioral, environmental, biological, and psychological factors. However, in some people the self-destructive
nature of self-injury may lead to suicide.

Students who injure themselves intentionally should be taken seriously and treated with compassion. Teachers or
other staff who become aware of a student who is intentionally injuring himself or herself should refer the student
to the school counselor, psychologist, social worker, or nurse. Staff should offer to accompany the student to the
proper office and help broach the issue with the relevant mental health professional.

School mental health staff should:
® Assess the student for both self-injury and risk of suicide
* Notify and involve the parents/guardians

* Design appropriate treatment for the student's current behaviors or refer the student to a mental health
provider in the community for treatment

The following resources can be used to understand and prepare to respond to self-injury by students:

* Prevention Researcher. February 2010, Vol. 17, No.1 focuses on adolescent self-injury:
http://www.tpronline.org/issue.cfm/ Adolescent_Self_Injury

* Self-Injurious Behavior Webcast. October 2006, 1 hour, includes an interview with Dr. Janice Whitlock:
http://www.albany.edu/sph/coned/t2b2injurious.htm

* Cornell Research Program on Self-Injurious Behavior in Adolescents and Young Adults. Web site contains
numerous informational materials: http:/ /www.crpsib.com

Developed in consultation with Richard Lieberman MA, NCSP,
School Psychologist/Coordinator, Los Angeles Unified School District, Suicide Prevention Unit

from Preventing Suicide: A Toolkit for High Schools, SAMHSA
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ATTACHMENT 2.2

SUICIDE PREVENTION AWARENESS SESSION APPROPRIATE FOR ALL SCHOOL PERSONNEL

A one and one-half to two hour workshop provides enough time to share basic information, teach and practice
basic suicide intervention skills. All school personnel will benefit from having this basic information.

This section outlines the contents of the basic youth suicide prevention workshop. Training and resource materials
to conduct a session are available from the MYSPP.

The Problem of Youth Suicide in California

Suicide is the 3rd leading cause of death for California youth ages 16-25, exceeded only by unintentional
injury (mostly car accidents) and homicide.

In 2010, there were 150 suicides among youth ages 15-19 in California: 114 males and 36 females.

In 2010, there were 279 suicides among youth ages 20-24 in California: 227 males and 52 females.

In 2011, there were 6,341 non-fatal suicide attempt ER visits (treat and release or transfer to another care
facility) among youth ages 15-19 in California: 2,249 males and 4,092 females. In Santa Clara County, there
were 235 visits: 73 males and 162 females.

In 2011, there were 2,004 non-fatal suicide attempt hospitalizations for youth ages 15-19 in California: 678
males and 1,326 females. In Santa Clara County, there were 81 hospitalizations: 23 males and 58 females.
In 2011, there were 4,512 non-fatal suicide attempt ER visits among youth ages 20-24 in California: 2,060
males and 2,452 females. In Santa Clara County, there were 156 visits: 63 males and 93 females.

In 2011, there were 1,900 non-fatal suicide attempt hospitalizations for youth ages 20-24 in California: 889
males and 1,011 females. In Santa Clara County, there were 73 hospitalizations: 27 males and 46 females.

Source: California Department of Public Health Epicenter, California Injury Data Online

A Few Basic Facts About Suicide

Contrary to popular belief, talking about suicide or asking someone if they feel suicidal will NOT put the
ideain their head or cause them to kill themselves.

Research has demonstrated that in over 80% of suicides, warning signs were given.

Suicide crosses all socioeconomic backgrounds.

Itis NOT true that "once a person is suicidal, s/he is always suicidal.”" People can receive help to make other
choices.

Suicide IS often preventable. Not every death is preventable, but many are.

Suicidal behavior should not be dismissed as "attention getting" or "manipulative”; it may be a serious cry
for help. People who talk about suicide DO kill themselves.

We must take every threat seriously.

Most suicidal youth do not really want to die; they want to escape their pain and may see no other
alternative course of action.

Youth who are discriminated against or victimized because of physical differences, sexual orientation, or
other reasons are at higher risk for attempting suicide.

Any trained individual can greatly increase the likelihood of a youth getting the help they need and may
very well make the difference between life and death.

A previous suicide attempt is the single greatest predictor of future suicidal behavior.

A Complicated Human Behavior

Suicide is a rare event. While many think about it, far less than [% of the population kill themselves. This
information is important and reassuring because it provides us with a measure of hope. If we can learn to
recognize the warning signs, and gain confidence in our ability to intervene with suicidal youth, we may be able to
prevent many youth suicides.
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ATTACHMENT 2.2
Here Is What We Know:

* There is no typical suicide victim.

® There are no absolute reasons for suicide.

® Suicide is always multi-dimensional.

* Preventing suicide must involve many approaches and requires teamwork.
®* Most suicidal people do not want to die; they do want to end their pain.

Suicidal People Share Some Unique Characteristics:

* A suicidal person sees suicide as the "solution" to his or her problems.
o Efforts to discuss alternative solutions are very worthwhile.

* A suicidal person is in crisis. Suicidal people are experiencing severe psychological distress. They need help
in handling the crisis.

* Almost all suicidal people are ambivalent, they wish to live, AND they wish to die. We MUST support the
side that wants to live and acknowledge the part that wants to die. Talking about these mixed feelings
lowers anxiety. Listening and caring may save a life.

® Suicidal thinking is frequently irrational. Depression, anxiety, psychosis, drugs, or alcohol often distorts the
thought process of people when they are feeling suicidal.

® Suicidal behavior is an attempt to communicate. It is a desperate reaction to overwhelming circumstances.
We need to pay attention!

Warning Signs

Listen and look for these warning signs for suicidal behavior. Warning signs are the earliest detectable signs that
indicate heightened risk for suicide in the near-term (i.e., within minutes, hours, or days), as opposed to risk
factors which suggest longer-term risk (i.e., a year to a lifetime). Note that aside from direct statements or
behaviors threatening suicide, it is often a group of signs that raises concern, rather than one or two symptoms
alone. These are presented in a hierarchical manner, organized by degree of risk, and were developed by an expert
working group convened by the American Association of Suicidology.

Warning signs are things you can see or hear that tell you someone may be suicidal today. If you notice any of these
things you need to act quickly. In all cases, do NOT leave the person alone.

Take immediate action and call the Santa Clara County Suicide and Crisis Hotline (1-855-278-4204) if:

Someone makes a threat to kill themselves by saying:
* I wishIweredead
® Ifsuch and such doesn't happen, I'll kill myself
* What's the point of living?

Someone is looking for a way to carry out a suicide plan
* They are looking for a gun, pills or other ways to kill themselves
* They have a plan about where they can get these things

Someone is talking or writing about death or suicide
* In text messages
* On social networking sites
¢ In poems, music

Call 911 if:
® A suicide attempt has been made
* A weapon is present
* The person is out of control
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ATTACHMENT 2.2

Get professional help if you notice any of the following:

Signs of Depression:
®* Mood: sad, irritable, angry
* Withdrawing from friends, family, activities
* Significant change in sleep, appetite or weight
* Hopelessness: sees no chance of improvement
* Feeling worthless or excessively guilty
* Unable to think or concentrate

Anxiety: Restlessness, agitation, pacing

Feeling like a burden, people would be better off if | were dead
Alcohol or Drug use is increased or excessive

Feeling trapped with no way out of the situation

Neglecting appearance

Drop in grades or increased absences

These are all signs that something is wrong and that help is needed.

Risk Factors

Risk factors are stressful events, situations, or conditions that exist in a person's life that may increase the
likelihood of attempting or dying by suicide. There is no predictive list of a particular set of risk factors that spells
imminent danger of suicide. It is important to understand that risk factors DO NOT cause suicide. Many things can
increase someone's risk for suicide. "Risk Factors" may be things that happened in the past or are happening now
that cause stress and make it hard to cope. Suicide is not caused by just one thing and these risk factors affect
everyone in different ways.

Risk factors most strongly linked with suicidal behavior are:
* One or more suicide attempts (this is strongly linked to future suicide risk)
* Mentalillness
* Exposure to suicide
® Access to firearms or other lethal means
* Loss of any kind
® A history of abuse or trauma

Other common risks factors are:
® Acting on impulse
¢ Bullying and harassment
* Substance abuse
* Lack of coping or problem solving skills

Protective Factors:
Protective factors are the positive conditions, personal and social resources that promote resiliency and reduce the
potential for youth suicide as well as other high-risk behaviors. For youth these can be:

Coping Skills and Personal Traits
* Decision making, anger management, conflict resolution, problem solving and other skills
* A sense of personal control
® A healthy fear of risky behavior and pain
* Hope for the future
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ATTACHMENT 2.2
Connections

* Religious/spiritual beliefs about the meaning and value of life
* Positive relationships with family, friends, school, or other caring adults
* Responsibilities at home or in the community

Health and Home
* A safe and stable environment
* Notusing drugs and alcohol
® Access to health care
¢ Taking care of self

HELPING SUICIDAL YOUTH

Three Steps to Help a Suicidal Person:

1. Show you care
* Listen carefully, remain calm, don't judge
* "I'm concerned about you... about how you're feeling."
* "You mean a lot to me and I want to help."

2. Ask about suicide
* Bedirect and caring
* "Are you thinking about killing yourself?"

* "When people are in as much pain as you seem to be, they sometimes think about suicide. Are you thinking
about suicide?"

3. Persuade the suicidal person to get help and make sure that they get it
* Never leave a suicidal person alone
* "l know where we can get some help."
* "[can go with you to get help, you're not alone."

If you believe a person might be in danger of suicide, make sure they receive the help they need. Call the Santa
Clara County Suicide & Crisis Hotline 1-855-278-4204 for an evaluation or 911 to ensure their immediate safety.

WHAT IS NOT HELPFUL WHEN WORKING WITH SOMEONE WHO MIGHT BE SUICIDAL

¢ Ignoring or dismissing the issue. This sends the message that you don't hear their message, don't believe
them, or you don't care about their pain.

* Acting shocked or embarrassed.

* Panicking, preaching, or patronizing.

¢ Challenging, debating, or bargaining. Never challenge a suicidal person. You can't win in a power
struggle with someone who is thinking irrationally.

* Giving harmful advice, such as suggesting the use of drugs or alcohol to "feel better." There is a very
strong association between alcohol use and suicide.

* Promising to keep a secret. The suicidal person is sharing his/her feelings hoping that someone will
recognize the pain and help, even though they may verbally contradict this.
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ATTACHMENT 2.2

Resources for Help

It is necessary to maintain lists of resources available for use by school personnel so that they know exactly who to
contact when they are working with a student who might be suicidal. Generate your own list with local and state
contact information. Update this list regularly.

It's important to get a suicidal person help so that they:

Get through the crisis without harm
Know that hope exists

See that there are other options
Identify and obtain available help

School Resources for Help

School Administrators

School Nurses

School Gatekeepers (trained to recognize and respond to suicidal behavior)
Social Workers & Guidance Counselors

School Resource Officers

Community Resources

Santa Clara County 24 /7 Suicide and Crisis Hotline 1-855-278-4204
National Suicide Prevention Lifeline 1-800-273-TALK (8255)

Mental Health Agencies

Private Clinics/facilities

Hospital emergency rooms

Police

Local Religious Leaders

Emergency Medical Services

Take Care of Yourself! Working with Suicidal People is Challenging

Acknowledge the intensity of your feelings.
Seek support.
Avoid over-involvement. It takes a team of people to help a suicidal individual.

Never do this work on your own. Always inform your supervisor or other designated person as outlined in
school protocol.

Recognize that you are not responsible for another person's choice to end his/her life.

from the Maine Youth Suicide Prevention Program
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STUDENT SUICIDE RISK ASSESSMENT FORM

Student’s Name: Referred by:

Person Conducting Assessment: Date:

ATTACHMENT 2.3

1. Circumstances preceding referral for suicide risk assessment/summary of reason for concern:

2. Stressors/precipitants from student’s perspective (i.e. What’s going on in your life right now?):

3. Current and Recent Mood

a. On a scale of 0-10 (0 being the worst and 10 the best), how have you been feeling over the past week? Have you

been feeling depressed, hopeless, helpless, or overwhelmed?

b. How would you describe how you are feeling right now?

4., Current Ideation
a. Assess student’s current level of suicidal ideation:

Yes

No

Unsure

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

Have you felt that you or your family would be better off if you were dead?

Have you felt that your life is not worth living?

Have you been thinking about ending your life or killing yourself?

If yes or unsure for any of the above:
b. How long have you been feeling this way?

c. Have you thought about ending your life today or very soon?

5. Plan

a. Do you have a plan for how you would end your life?
[l Yes/detailed and thought-out
[l Considering means/details are vague

[l No/thoughts of death without consideration of how they would kill themselves

b. If yes or considering: What is your plan (including how, when, where)?
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ATTACHMENT 2.3

6. Means
a. Do you have access now to whatever you need to carry out your plan? If yes: Where?

7. Intent
a. Do you intend to carry through with your plan to end your life soon?
[] Denies intent
[] Endorses intent
[J Unclear/Passive
[ Evasive in answering question
b. Do you intend to end your life if something does or doesn’t happen? Is there anything that would make you more
likely to want to end your life?

c. Is there anything that would make you more likely to want to live?

8. History of Suicidal Ideation/Attempts
a. Have you ever thought about attempting suicide in the past?
[1No
[1Yes. When?
b. Have you ever attempted suicide before?
[1No
[1Yes
If yes, description of past attempt(s), including trigger for attempt, how student attempted, and what happened:

9. Resources/Support
a. Do you have someone in your life whom you can turn to for support?
[1No, feels isolated.
[1Yes. Who?
b. If yes: Have you talked to them about how you are feeling?
[1Yes
[0 No. Why not?

Determining Protocol to Follow:

* Low Risk Protocol: Student demonstrates suicidal ideation (#4), but does NOT have a detailed plan (#5),
access to means (#6), or intent to attempt (#7). History of ideation/attempts, detailed plan, ambiguous
intent, or lack of support increases risk to Moderate to High Risk.

* Moderate to High Risk Protocol: Student demonstrates suicidal ideation (#4) with some combination of
planning (#5), access to means (#6), intent (#7), history of ideation/attempts (#8), and/or lack of support
(#9).

¢ Extremely High Risk Protocol: Student reports ready access to or possession of means (#6) and strong
intent to carry out plan as soon as possible (#7).
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ATTACHMENT 2.5

GUIDELINES FOR NOTIFYING PARENTS

Parents or guardians should be contacted as soon as possible after a student has been identified as being at risk for
suicide. The person who contacts the family is typically the principal, school psychologist, or a staff member with a
special relationship with the student or family. Staff need to be sensitive toward the family's culture, including
attitudes towards suicide, mental health, privacy, and help-seeking.

1. Notify the parents about the situation and ask that they come to the school immediately.
2. When the parents arrive at the school, explain why you think their child is at risk for suicide.

3. Explain the importance of removing from the home (or locking up) firearms and other dangerous items,
including over-the-counter and prescription medications and alcohol.

4. If the student is at a low or moderate suicide risk and does not need to be hospitalized, discuss available options
for individual and/or family therapy. Provide the parents with the contact information of mental health service
providers in the community. If possible, call and make an appointment while the parents are with you.

5. Ask the parents to sign the Parent Contact Acknowledgement Form confirming that they were notified of their
child's risk and received referrals to treatment.

6. Tell the parents that you will follow up with them in a few days. If this follow-up conversation reveals that the
parent has not contacted a mental health provider:

e Stress the importance of getting the child help
e Discuss why they have not contacted a provider and offer to assist with the process

7. If the student does not need to be hospitalized, release the student to the parents.

8. If the parents refuse to seek services for a child under the age of 18 who you believe is in danger of self-harm,
you may need to notify child protective services that the child is being neglected.

9. Document all contacts with the parents.

Adapted from DiCara, C.,, 0'Halloran, S., Williams, L., & Canty-Brooks, C. (2009). Youth suicide prevention,
intervention & postvention guidelines. Augusta, ME: Maine Youth Suicide Prevention Program. Retrieved
from http://www.maine.govlsuicide/docs/Guidelines'%2010-2009--w%?20discl.pdf
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ATTACHMENT 2.5

SUPPORTING PARENTS THROUGH THEIR CHILD'S SUICIDAL CRISIS

Family Support is Critical. When an adolescent experiences a suicidal crisis, the whole family is in crisis. If at all
possible, it is important to reach out to the family for two very important reasons:

First, the family may very well be left without professional support or guidance in what is often a state of acute
personal shock or distress. Many people do not seek help--they don't know where to tum.

Second, informed parents are probably the most valuable prevention resource available to the suicidal adolescent.
Remember, a prior attempt is the strongest predictor of suicide. The goal of extending support to the parents
is to help them to a place where they can intervene appropriately to prevent this young person from attempting
suicide again. Education and information are vitally important to family members and close friends who find
themselves in a position to observe the at-risk individual.

The following steps can help support and engage parents:

1. Invite the parents' perspective. State what you have noticed in their child's behavior (rather than the results of
your assessment) and ask how that fits with what they have observed.

2. Advise parents to remove lethal means from the home while the child is possibly suicidal, just as you would
advise taking car keys from a youth who had been drinking.

3. Comment on how scary this behavior is and how it complicates the life of everyone who cares about this young
person.

4. Acknowledge the parents' emotional state, including anger, if present.

5. Acknowledge that no one can do this alone-appreciate their presence.

6. Listen for myths of suicide that may be blocking the parent from taking action.

7. Explore reluctance to accept a mental health referral, address those issues, explain what to expect.

8. Align yourself with the parent if possible...explore how and where youth get this idea...without in any way
minimizing the behavior.

Adapted from DiCara, C., 0'Halloran, S., Williams, L., & Canty-Brooks, C. (2009). Youth suicide prevention,
intervention & postvention guidelines. Augusta, ME: Maine Youth Suicide Prevention Program. Retrieved
from http://www.maine.govlsuicide/docs/Guidelines'%2010-2009--w%?20discl.pdf
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ATTACHMENT 2.6

PALO ALTO UNIFIED SCHOOL DISTRICT
25 Churchill Avenue - Palo Alto, California 94306

PARENT CONTACT ACKNOWLEDGEMENT FORM

Student Name: Date of Birth:

School: Grade:

This is to verify that | have spoken with a member of the school’s mental health staff

(name) on (date)
concerning my child’s suicidal risk. | have been advised to seek the services of a mental health
agency or therapist immediately.

| understand that (name of staff member)
will follow up with me, my child, and the mental health care provider to whom my child has
been referred for services within two weeks.

Parent Signature:

Date:

Parent Contact Information:

Phone:

Email:

School Staff Member Signature:

Date:

From DiCara, C., O’Halloran, S., Williams, L. & Canly-Brooks, C. (2009). Youth Suicide Prevention, Intervention &
Postvention Guidelines (p.45). Augusta, ME: Maine Youth Suicide Prevention Program.
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ATTACHMENT 2.7

GUIDELINES FOR STUDENT REFERRALS

Schools should be prepared to give the following information to providers.
Note: Parent permission may be required to share this information.

1.

Basic student information (age, grade, race/ethnicity, and parents' or guardians' names, addresses, and
phone numbers).

How did the school first become aware of the student's potential risk for suicide? *

Why is the school making the referral?

What is the student's current mental status?

Are the student and parents/guardians willing or reluctant to meet with a mental health service provider?
What other agencies are involved (names and information)?

Who pays for the referral and possible treatment?

Where is the best place to meet with the student (e.g., school, student's home, therapist's office, emergency
room)?

* Be sure that parental consent meets the requirements of FERPA as follows:

1.

2.

3.

Specify the records that may be disclosed.
State the purpose of the disclosure.

Identify the party or class of parties to whom the disclosure may be made.

From Preventing Suicide: A High School Toolkit, SAMHSA
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ATTACHMENT 2.8
REFERRAL PROCESS FOR SPECIAL EDUCATION MENTAL HEALTH ASSESSMENT

Therapeutic Intervention Requested
By Student / Parent / Staff

\ 4

[Teacher and/or aide collects data: Consult School Psychologist: Student

v

Who referred? Why now? receiving in school counseling?
Observed behaviors/concerns?

'

No. Consider referral to school
counseling: ACS, Cleo Eulau, CASSY,
David Sitzer, etc.

Yes. Are the issues impeding

student’s learning? How?

R

l

[ Yes. Student has Special Education? }

|

Yes. Consider referral to ERMHS or PBIS. IEP held.
Document behaviors/issues and referral to ERMHS

No. School Psychologist determines

appropriate referral for services.

on the IEP. Assessment Plan not signed yet.

!

School Psychologist Prepares referral packet. Refer to
ERMHS therapist or ERMHS Supervisor.

v

ERMHS Supervisor determines appropriate referral

-

-

s

and assigns. Assessment Plan now signed.

v

Mental Health Therapist or Supervisor conducts

&

assessment and interviews student. Makes
recommendation to case manager, who schedules IEP
meeting within 60 days of AP signed.

l ~

Services recommended. Addendum IEP held to add Services not recommended. Addendum IEP held to
mental health goal[s], mental health service, discuss the results of the ERMHS assessment.
frenniencv and duratinn Alternative services suggested.
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ATTACHMENT 2.9
PALO ALTO UNIFIED ScHooL DisTRICT ~ REFERRAL, CONSENT & FOLLOW-UP FORM  HEALTH SERVICES AND SPECIAL EDUCATION

Referring Staff: EMAIL: Referral Date:
Signature (required): PHONE: Fax Number:

|. GENERAL INFORMATION

Student: DOB Age:
Address: Phone: Sex. [LIM []F
School: Grade Primary Language:

Il. PLEASE PROVIDE THE FOLLOWING CONFIDENTIAL INFORMATION FOR THE STUDENT NOTED ABOVE:

[] PSYCHOLOGICAL [] PSYCHIATRIC HISTORY
[]  MepicAL []  LEGAL STATUS

[] HEALTH AND DEVELOPMENT [] DIAGNOSIS

[ ]  EDUCATIONAL

[]  OTHER:

lll. To BE COMPLETED BY PARENT/GUARDIAN: | CONSENT TO COMMUNICATION AND EXCHANGE OF INFORMATION BETWEEN
DRr. PHONE # AND PAUSD STAFF
TO DISCUSS AND SHARE RECORDS & CONDITIONS PERTAINING TO THE ABOVE. THIS INFORMATION IS CONFIDENTIAL AND MAY NOT BE GIVEN
TO EMPLOYEES OF OTHER SCHOOLS, PUBLIC AGENCIES, OR INDIVIDUAL PROFESSIONALS IN PRIVATE PRACTICE WITHOUT MY CONSENT.

Parent/Guardian (Student Over 18) Name Date
Parent/Guardian (Student Over 18) Signature

This authorization shall be valid until (date). You may provide a date after which no information can be
released. If no date is provided, authorization is valid for one year from date of signature. This consent is voluntary.

To revoke this consent, send a copy to the referring person above at 25 Churchill Ave., Palo Alto, Ca 94306
[ ] Irevoke this consent for communication and exchange of information.

| understand that the recipient may not lawfully further use or release the information unless another authorization is obtained
from me or unless such use or release is specifically required or permitted by law. In accordance HIPPA, FERPA and applicable
California laws, all personal and health information is private and must be protected.

[] Copy provided to Parent / Guardian

IV. To BE COMPLETED BY HEALTH CARE PROVIDER OR BEHAVIORAL HEALTH PROVIDER
Diagnosis: Treatment:

Medication(s):

Additional referral: Reason:

School staff will contact provider if needed for clarification/recommendations. The information being requested is often personal
in nature; therefore person-to-person communication may be best in some cases.

Provider Signature: Print Name:

Fax #: Phone #:

PLEASE RETURN TO THE REFERRING STAFF MEMBER, INDICATED AT THE TOP OF THIS PAGE

327113
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B\ HEALTH SERVICES —LINDA LENOIR, R.N., MSN PHONE 650-329-3766

S58) a0 ALTO UNIFIED SCHOOL DISTRICT 25 CHURCHILL AVENUE PALO ALTO, CA 94306 FAX 650-833-4226

Health and Education Plan - Physician Report

Student Grade DOB
School School Year
REFERRING STAFF:
#1 District Nurse Linda Lenoir, RN, MSN Phone 650-329-3766 Fax 650-833-4226
#2 Phone Fax
Print Staff Name Signature
#3 Phone Fax
Print Staff Name Signature

PARENT: I CONSENT to communication and exchange of information between referring staff and doctors:

Dr. Phone Fax
Dr. Phone Fax
Parent/Guardian Signature Home Phone Cell Phone Date
HEALTH CARE PROVIDER = ------- THIS SECTION TO BE COMPLETED BY HEALTH CARE PROVIDER ------ ‘

Schools can provide the following and thus accommodate the needs of many pupils at school. Any other recommendations
need to be specified. The School Team will determine if a 504 OR IEP is necessary. Please check appropriate boxes below.

Instruction in the home is one of the most restrictive educational placements, must be viewed as a last resort, and used for
the shortest time necessary. Careful completion of the following will assist in determining appropriate placement for the
student*

DIAGNOSIS (include additional pages if necessary):

Student Should:
[] Attend School

[INot Attend School = Length of time: Weeks(#) Months(#) =>EXPECTED DATE OF RETURN: / /

If student is able to attend school, do they need:

[ IModified/Reduced Schedule =2 Until: / /
(DATE REQUIRED)
[IModified PE = Until: / / ] No PE = Until: / /
(DATE REQUIRED) (DATE REQUIRED)

Other Recommendations:

Current Medications:

If medications need to be given during the school day, complete the Medication Required During School Day/Field
Trips Form at http:pausd.org/Forms.shtml

PRIMARY CARE PROVIDER SIGNATURE PHONE FAX DATE

BEHAVIORAL HEALTH PROVIDER SIGNATURE PHONE FAX DATE

PLEASE RETURN TO THE REFERRING STAFF MEMBER,
INDICATED AT THE TOP OF THIS PAGE

CLINIC STAMP - OR PRINT DOCTOR’S NAME HERE

5/1/14
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ATTACHMENT 2.12

PALO ALTO UNIFIED SCHOOL DISTRICT
25 CHURCHILL AVENUE PALO ALTO CA 94306

PAUSD PERSONAL SAFETY PLAN

STEP 1: [ should use my safety plan when I notice these warning signs (thoughts, images, moods,
situations, behaviors):

1.

2.

3.

STEP 2: Internal coping strategies — Things I can do by myself to help myself not act on how I'm feeling
(e.g. favorite activities, hobbies, relaxation techniques, distractions):

1.

2.

3.

What might make it difficult for me to use these strategies?

Solution:

STEP 3: People and places that improve my mood and make me feel safe:

1. Name: Phone:

2.Name: Phone:

3. Place (day):

4. Place (night):

What might get in the way of me contacting these people or going to these places?

Solution:

STEP 4: People I trust who can help me during a crisis:

1. Name: Phone:
2.Name: Phone:
3. Name: Phone:

Why might I hesitate to contact these people when I need help?

Solution:

How will I let them know that I need their help?

STEP 5: Professional resources and referrals I should contact during a crisis (available 24/7):

1. Clinician Name: Phone

2. Local Urgent Care Services:
Address:
Phone:

3. Santa Clara County Suicide & Crisis Center: 855-278-4204

4. National Suicide Prevention Lifelines: 1-800-784-2433 and 1-800-273-8255

5. EMQ Child & Adolescent Mobile Crisis Program: 408-379-9085

6. Call 911 if you need immediate help in order to remain safe.

STEP 6: Steps I can take to keep myself safe by reducing access to means I would consider using
during a suicidal crisis:

1.

2.

PAGE 1 OF 2
55



PALO ALTO UNIFIED SCHOOL DISTRICT
25 CHURCHILL AVENUE PALO ALTO CA 94306

PAUSD PERSONAL SAFETY PLAN

ATTACHMENT 2.12

Where will I keep this plan so that I can easily find and use it during a crisis?

Student Signature Date
Parent/Legal Guardian Signature Date
Support Person Signature Date
Psychologist/Counselor Signature Date
Psychologist/Counselor Signature Date

56
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ATTACHMENT 2.13
PALO ALTO UNIFIED SCHOOL DISTRICT

25 Churchill Avenue Palo Alto, California 94306
STUDENT SUICIDE RISK DOCUMENTATION FORM

STUDENT INFORMATION

Date student was identified as possibly at risk:

Name:

Date of Birth: Gender: Grade:

Name of Parent/Guardian:

Parent/Guardian’s Phone Number(s):

IDENTIFICATION OF SUICIDE RISK

Who identified student as being at risk? Indicate name where appropriate.
Student him /herself

Parent:

Teacher:

Other staff:

Student/Friend:

Other:

e s |

Reason for concern:

RISK ASSESSMENT

Assessment conducted by:

Date of assessment:

Type of assessment conducted:

Results of assessment:

NOTIFICATION OF PARENT /GUARDIAN

Staff who notified parent/guardian:

Date notified:

Parent Contact Acknowledgement Form signed:
[l Yes
[l No
If no, provide reason:

MENTAL HEALTH REFERRAL

Student referred to: ‘ Date of referral:
Personal Safety Plan developed with student and parent: (date)
Mental Health Resources List and Student/Parent Handouts given to:
[0 Student (date)
[l Parent/Guardian (date)
Staff member to conduct follow-up: Date of follow-up:
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ATTACHMENT 2.14

GUIDELINES FOR FACILITATING A STUDENT’S RETURN TO SCHOOL

These guidelines will help staff plan for a student's return to school after a suicide attempt or mental health
crisis. In addition to meeting regularly with the student, the staff member facilitating the student's return should
do the following:

1. Become familiar with the basic information about the case, including:

How the student's risk status was identified
What precipitated the student's high-risk status or suicide attempt

What medication(s) the student is taking

2. With the family's agreement, serve as the school's primary link to the parents and maintain regular contact with
the family:

Call or meet frequently with the family
Facilitate referral of the family for family counseling, if appropriate

Meet with the student and his or her family and relevant school staff (e.g., the school psychologist or social
worker) about what services the student will need upon returning to school

3. Serve as liaison to other teachers and staff members, with permission of the family, regarding the student,
which could involve the following:

Ask the student about his or her academic concerns and discuss potential options
Educate teachers and other relevant staff members about warning signs of another suicide crisis

Meet with appropriate staff to create an individualized reentry plan prior to the student's return and
discuss possible arrangements for services the student needs

Modify the student's schedule and course load to relieve stress, if necessary.
Arrange tutoring from peers or teachers, if necessary.

Work with teachers to allow makeup work to be extended without penalty.
Monitor the student’s progress.

Inform teachers and other relevant staff members about the possible side effects of the medication(s)

being taken by the student and the procedures for notifying the appropriate staff member (e.g., the
school nurse, psychologist, or social worker) if these side effects are observed. When sharing information
about medical treatment, you need to comply with FERPA and HIPAA.

Follow up behavioral and/or attendance problems of the student by:

Meet with teachers to help them understand appropriate limits and consequences of behavior
Discuss concerns and options with the student

Consult with the school's discipline administrator
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ATTACHMENT 2.14

e Consult with the student's mental health service provider to understand whether, for example, these
behaviors could be associated with medication being taken by the student

e Monitor daily attendance by placing the student on a sign-in/sign-out attendance sheet to be signed by
the classroom teachers and returned to the attendance office at the end of the school day

o Make home visits or have regularly scheduled parent conferences to review attendance and discipline
record

e Facilitate counseling for the student specific to these problems at school

5. If the student is hospitalized, obtain the family's agreement to consult with the hospital staff regarding issues
such as:

e Deliver classwork assignments to be completed in the hospital or at home, as appropriate

e Allow arepresentative from school to visit the student in the hospital or at home with the permission of
the parents

e Attend treatment planning meetings and the hospital discharge conference with the permission of the
parents

6. Establish a plan for periodic contact with the student while he or she is away from school.

7. If the student is unable to attend school for an extended period of time, determine how to help him or her
complete course requirements.

Compiled with information from DiCara, C., O'Halloran, S., Williams, L., & Canty-Brooks, C. (2009). Youth suicide
prevention, intervention & postvention guidelines. Augusta, ME: Maine Youth Suicide Prevention Program.
Retrieved from http://www.maine.gov/suicideldocs/Guidefines%20 10-2009--w%20discl.pdf
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ATTACHMENT 2.15

GUIDELINES FOR WHEN A STUDENT RETURNS TO SCHOOL FOLLOWING ABSENCE FOR SUICIDAL BEHAVIOR

Students who have made a suicide attempt are at increased risk to attempt to harm themselves again. Appropriate
handling of the re-entry process following a suicide attempt is an important part of suicide prevention. School
personnel can help returning students by directly involving them in planning for their return to school. This
involvement helps the student to regain some sense of control.

Confidentiality is extremely important in protecting the student and enabling school personnel to render
assistance. Although necessary for continuity of care, it is often difficult to obtain appropriate information in order
to assist the student. If possible, secure a signed release from parents/guardians to communicate with the hospital
or the student’s therapist/counselor. Meeting with parents about their child prior to his/her return to school is
integral to making decisions concerning needed supports and the student’s schedule.

Suggestions to ease a student’s return to school:

1. Prior to the student’s return, a meeting between a designated school staff such as the school nurse, social
worker, administrator, or designee who is trusted by the student and parents/guardian should be scheduled to
discuss possible arrangements for support services and to create an individualized re-entry plan.

2. The designated school staff should:
a. Review and file written documents as part of the student’s confidential health record.

b. Serve as case manager for the student. Understand what precipitated the suicide attempt and be alert to
what might precipitate another attempt. Be familiar with practical aspects of the case, i.e. medications,
full vs. partial study load recommendations.

c. Help the student through re-admission procedures, monitor the re-entry, and serve as a contact for other
staff members who need to be alert to re-occurring warning signs.

d. Serve as a link with the parent/guardian, and with the written permission of the parent/guardian, serve
as the school liaison with any external medical or mental health service providers supporting the student.

3. Classroom teachers do need to know whether the student is on a full or partial study load and be updated on the
student’s progress in general. They do not need clinical information or a detailed history.

4. Discussion of the case among personnel directly involved in supporting the student should be specifically related
to the student’s treatment and support needs. Discussion of the student among other staff should be strictly on a
“need to know” basis. That is, information directly related to what staff has to know in order to work with the
student.

5. Discussion of any specific case in classroom settings should be avoided entirely since such discussion would
constitute a violation of the student’s right to confidentiality, and would serve no useful purpose to the student or
his/her peers.

6. It is appropriate for school personnel to recommend to students that they discuss their concerns or reactions
with an appropriate administrator or other designated school personnel. The focus of these discussions should not
be on the suicidal individual, but on building help seeking skills and resources for others who might be depressed
or suicidal.

Any number of issues are likely to surface and will need to be considered on a case-by-case basis and addressed at
the re-entry planning session. It is very likely that some of the school staff, the family, the mental health

professional, and the student will express concerns regarding the transition process.

from the Maine Youth Suicide Prevention Program
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ATTACHMENT 2.16
OTHER ISSUES AND OPTIONS SURROUNDING A STUDENT’S RETURN TO SCHOOL

Any number of issues are likely to surface and will need to be considered on a case-by-case basis and addressed at
the re-entry planning session. It is very likely that some of the school staff, the family, the mental health
professional and the student will express concerns. Some of the more common issues are listed below:

1. Issue: Transition from the hospital setting

Options:
* Visit the student in the hospital or home to begin the re-entry process with permission from the
parent/guardian.

* Consult with the student to discuss what support he/she feels that he/she needs to make a more successful
transition. Seek information about what the student would like communicated to friends and peers about
what happened.

* Request permission to attend the treatment planning meetings and the hospital discharge conference.
® Arrange for the student to work on some school assignments while in the hospital.
* Include the therapist/counselor in the school re-entry planning meeting.

2. Issue: Family concerns (denial, guilt, lack of support, social embarrassment, anxiety, etc.)

Options:
® Schedule a family conference with designated school personnel or home-school coordinator to address
their concerns.
* Include parents in the re-entry planning meeting.
* Refer the family to an outside community agency for family counseling services.
* Include information about those with sliding fee scale.

3. Issue: Social and Peer Relations

Options:
* Schedule a meeting with friends prior to re-entry to discuss their feelings regarding their friend, how to
relate and when to be concerned.

* Place the student in a school-based support group, peer helpers program but not as the helper, or buddy
system.

* Arrange for a transfer to another school if indicated.
* Be sensitive to the need for confidentiality and how to restrict gossip.

4.Issue: Academic concerns upon return to school

Options:
® Ask the student about his/her academic concerns and discuss potential options.
* Arrange tutoring from peers or teachers.
* Modify the schedule and adjust the course load to relieve stress.
¢ Allow make-up work to be adjusted and extended without penalty.
* Monitor the student’s progress.

61


jkuechle
Typewritten Text

jkuechle
Typewritten Text


ATTACHMENT 2.16

5. Issue: Medication

Options:

Alert the school nurse to obtain information regarding prescribed medication and possible side effects.
Notify teachers if significant side effects are anticipated.

Follow the policy of having the school nurse monitor and dispense all medication taken by the student at
school.

6. Issue: Behavior and attendance problems

Options:

Meet with teachers to help them anticipate appropriate limits and consequences of behavior.

Discuss concerns and options with the student.

Consult with discipline administrator.

Request daily attendance report from attendance office.

Make home visits or regularly schedule parent conferences to review attendance and discipline record.
Arrange for counseling for student.

Place the student on a sign in/out attendance sheet to be signed by the classroom teachers and returned to
the attendance office at the end of the school day.

7. Issue: Ongoing support*

Options:

Assign a school liaison to meet regularly with the student at established times. Talk to the student about
his/her natural contact at school - try to assign the person who already has a relationship with the student.
Maintain contact with the therapist and parents.

Ask the student to check in with the school counselor daily/weekly.

Utilize established support systems, Student Assistance Teams, support groups, friends, clubs and
organizations.

Schedule follow-up sessions with the school psychologist or home school coordinator.
Provide information to families on available community resources when school is not in session.

*In the event that a student loses a family member to suicide, school personnel should understand that suicide
evokes a special, complicated grief and most of the on-going support considerations mentioned in #7 would also

apply.

from the Maine Youth Suicide Prevention Program
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ATTACHMENT 2.18

Means Matter

Suicide, Guns & Public Health

Recommendations for Families

If you're concerned that a member of your household may be suicidal, there are steps you
can take to help keep them safe.

Three practical steps:

1. Call the National Suicide Prevention Lifeline, 1-800-273-TALK (1-800-273-8255) for
support and to find out about resources in your area. You can also urge the family

member to call the hotline him or herself for support. It's accessible around the clock.
2. Reduce easy access to dangerous substances at home. That includes:

»  Firearms - Because firearms are the most lethal among suicide methods, it is
particularly important that you remove them until things improve at home, or,
second best, lock them very securely. Please see below for further information on

removing and storing firearms.

. Medications - Don't keep lethal doses at home. Your doctor, pharmacist, or the
poison control center (1-800-222-1222) may be able to help you determine safe
quantities for the medicines you need to keep on hand. Please see below for more
information on how to dispose of excess medications safely. Be particularly aware
of keeping prescription painkillers (such as oxycodone and methadone) under
lock and key both because of their lethality and their potential for abuse.

*  Alcohol - Alcohol can both increase the chance that a person makes an unwise
choice, like attempting suicide, and increase the lethality of a drug overdose.

Keep only small quantities at home.

3. There are also steps you can take to help a family member who is feeling suicidal or
has recently attempted suicide. Please visit the websites listed below for more
information.

For more information. www.meansmatter.org Last updated: 4/28/11
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SECTION Ill;: POSTVENTION RESPONSE
TO SUICIDE OF A SCHoOL COMMUNITY MEMBER

Postvention (interventions that are conducted after a suicide) assists students in ways that promote the
mental health of the entire school community and supports students experiencing a mental or suicidal
crisis after the suicidal death of a school community member. These interventions are meant to help
manage the various aspects of the crisis and prevent contagion. Support and resources are provided for
students, staff, parents and the entire community. All aspects of postvention strive to treat the loss in
similar ways to that of other deaths within the school community and to return the school environment
to its normal routine as soon as is possible. In this way, postvention is inextricably linked to prevention.

A. STEPS TO TAKE IN THE IMMEDIATE AFTERMATH

1. Day Zero (day of event)
a. Contact key individuals
i. Principal or Designee Verifies Death
e Verify details of death with police or other local authority (see Attachment 3.16, “Working
With the Community”)

ii. Principal or Designee Contacts Family (see “Guidelines for Working With the Family”,

attachment 3.3, p. 70)

e Express sympathy as you would for any sudden death (see Appendix C5, “Comforting a
Grieving Individual”)

e Inquire about what the school can share about their loss. If family is unwilling or not ready
to share, help the family craft a message that they do want released in order to minimize
rumors, misinformation, and speculation. Acknowledge that this is a great tragedy and
assist them in understanding that crafting a message about the cause of death will help
their child’s friends who are suffering.

Ask what the school can do to support siblings.

Ask what school can do to support them (e.g., PTA to assist providing meals, inform family

about Kara grief support and AFSP “Surviving Suicide Loss” support such as the “Survivor

Outreach Program” etc.)

o AFSP’s Surviving a Suicide Loss: A Resource and Healing Guide:
http://www.afsp.org/files/Surviving/resource_healing guide.pdf

o AFSP Survivor Outreach Program
Call: 212-363-3500, ext. 2035 Email: survivingsuicideloss@afsp.org

o Kara Grief Support: http://www.kara-
grief.org/joomla/index.php?option=com_content&view=article&id=59&Itemid=122

e Let them know the school will be checking in with them in the coming days and weeks to
determine what support the school can provide
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iii.

iv.

Vi.
vii.

Principal Notifies Superintendent or Director of Student Services Who Notifies Schools

Where Siblings and Close Relatives Attend

e Shut down deceased student and his/her siblings in attendance system so no automated
messages regarding absence are sent home

e Shut down face-page on PAUSD IT system

CRT leader notified who then activates Crisis Response Team

Ensure office staff knows how to respond to inquiries (see Attachment 3.4, “Sample Script for

Office Staff”)

Campus Supervisor to prevent unauthorized visitors on campus

Work with district to secure external mental health providers (e.g. LPCH/SMHT, PAMF, ACS)

and grief support (e.g. Kara, AACI)

b. Notify School Community

i.
ii.

CRT Leader to notify all faculty and staff (see Attachment 3.5, “Guidelines for Notifying Staff))

Principal to notify families of students about the death and the school’s response (see

Attachment 3.6 “Sample Letter to Families”, and Attachment 3.7, “Sample Death Notification

for Parents”)

e Communicate letter to families in the most expedient way so they will know what their
student will be facing at school when the death is announced.

e Letter should include a list of local resources (refer to Appendix B1, “Mental Health
Resources”)

2. Day One (first school day after event)
a. Initial All-Staff Meeting (before school)

L.

ii.

Crisis Response Team Leader conducts the initial all-staff meeting with principal or designated
administrator. For a suggested meeting agenda, refer to Attachment 3.8, “Sample Agenda for
Initial All-Staff Meeting”

A few goals of this meeting are to:
1. Convey what information can be relayed to students
e For sample announcements, refer to Attachment 3.9, “Sample Announcements” and
“Sample Death Notification Statement for Students”
e Prepare staff to inform students in first period classes. In order to deal with student
reactions provide them with copies of:
o Attachment 3.10, “Talking About Suicide”
o Attachment 3.11, “Talking Points for Students and Staff After a Suicide”
o Attachment 3.12, “Sample Grief Discussion with Students”
o Attachment 3.13, “Facts About Suicide and Mental Disorders in Adolescents”
e Identify staff uncomfortable with notifying students of the death. Designate CRT
members or counselors to support those staff members in their classrooms throughout
the school day.
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e Remind staff who the designated media spokesperson is and that they should refer any
outside requests for comments or information to this individual.

Control rumors

Provide staff support
e Inform teachers that roving substitute teachers are available for those instructors who
may need a short break.
Advise staff that extra support is available for those who need it.
Offer end of day meeting for staff to debrief and to obtain support.
Provide staff with resources for themselves and the community (see Appendix B1,
“Mental health Resources”).
Remind staff of risk factors and warning signs (see Attachment 1.2, “Risk Factors for Youth
Suicide”, and Attachment 1.4, “Recognizing and Responding to Warning Signs of Suicide”)
and to use QPR training as situation warrants, etc.
Inform staff where to send at-risk students and that they must be sent with another
student or escorted by adult - never alone (see Attachment 1.1, “General Guidelines for
Teachers and Staff”).
Identify designated locations on campus for students who would like to support one
another with a trusted adult nearby. Determine who should monitor these stations
(activities director, other mental health providers). Provide snacks if possible along with
art and writing supplies for creative expression that may later be preserved for the
student’s family.
Share parent location designated for parents who come to campus to ask questions and
express concerns.
Send follow up email after the staff meeting with information discussed in the first meeting
and any additional details, such as list of local resources.

b. Support Students During the School Day

Counselors (preferably two) follow deceased student’s schedule to assess students and to
assist teachers

Identify, monitor, and support students who may be at risk

ii.

Recognize that students who were close to deceased and known vulnerable students
may be at-risk for suicide. Assign a CRT member to develop a list of students of concern
with input from others.

Meet with at-risk students, document, and follow-up as needed.

iii. Designate someone to circulate on campus to determine who might be in need and to monitor

iv.

for rumors (e.g. campus supervisor).

Meet with students in small groups including established groups of the deceased (e.g. sports,
clubs, friend groups) to provide emotional support. Meeting should be facilitated by counselor,
school psychologist, ACS, Kara, etc. To guide the meeting refer to Attachment 3.10, “Talking
About Suicide”, Attachment 3.11, “Talking Points for Students and Staff After a Suicide”, and
Attachment 3.12, “Sample Grief Discussion With Students”.
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c. After-School Staff Meeting

i. Acknowledge thatit's been a difficult day for everyone and that this meeting is an opportunity
to share experiences from the day and what their needs for support will be for the next day.

ii. Inform staff as to the continued availability of roving substitute teachers and counselors.
Determine this based upon expressed need and day one experiences in the classroom.

iii. Allow staff to express concerns and ask questions.

iv. Emphasize self-care for teachers/staff since they have been primarily focused on taking care
of students.

v. Reminder to continue to identify, monitor, and support students who may be at risk.

3. Advise on Appropriate Memorialization
In the interest of identifying a meaningful, safe approach to acknowledging the loss, schools
should both meet with the student’s friends and coordinate with the family. The school’s goal
should be to balance the students’ need to grieve with the goal of limiting the risk of
inadvertently glamorizing the death. In all cases, schools should have a consistent policy so
that suicide deaths are handled in the same manner as any other deaths. Refer to Attachment
3.14, “Memorialization” for more information from the AFSP & SPRC.

Key Considerations for Memorialization

e Any memorial should have the goals of being life-affirming, raising awareness, and
reducing stigma.

e Encourage contributions to suicide prevention or mental health organizations such as
AFSP, Kara, ACS, or AACI, or to an organization designated by the family.

e Because adolescents are especially vulnerable to the risk of suicide contagion, it's important
to memorialize the student in a way that doesn’t inadvertently glamorize or romanticize
either the student or the death. Schools can do this by seeking opportunities to emphasize
the connection between suicide and underlying brain conditions such as depression or
anxiety that can cause substantial psychological pain but may not be apparent to others (or
that may manifest as behavioral problems or substance abuse).

e Determine a date/time to gather materials from spontaneous memorials so that they can be
organized and given to the family. Well in advance of this time, let students know when this
will occur.

e CRT should be available to students concerned about rumors or social media postings about
the death. Social media can be used effectively for the dissemination of accurate information
and to promote suicide prevention efforts. See Attachment 3.19, “Social Media”, for
recommendations.

4. Key Considerations for Funeral/Memorial Service (see Attachment 3.14, “Memorialization”)

a. Discuss with the family the importance of informing clergy or whoever will be conducting the
funeral about the risk of suicide contagion among adolescents.
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b. Communicate the importance of emphasizing the connection between suicide and underlying
brain conditions (such as depression), as noted in the key considerations for memorialization
listed above.

c. Encourage the family to consider holding the funeral outside of school hours if at all
possible.

d. If family asks, principal should communicate with the funeral director about logistics,
including need for mental health professionals and/or grief counselors to be present at the
funeral.

e. Depending on family wishes, the Principal will disseminate information about the funeral to
students, parents, and staff as soon as it becomes available. Include the following information
in the announcement:

i. Location of the funeral

ii. Time of the funeral (keep school open if the funeral is during school hours)

iii. What to expect (e.g. whether there will be an open casket)

iv. Guidance regarding how to express condolences to the family (e.g. treat like any other
sudden death, family wishes for charitable donations vs. flowers, etc.). See Appendix C5,
“Comforting a Grieving Individual” for helpful recommendations.

v. School policy for releasing students during school hours to attend (i.e., students will be
released only with permission of parent, guardian, or designated adult).

vi. Consider having a trusted adult or family member accompany students who choose to
attend the funeral to provide support.

5. Minimize Risk of Suicide Contagion by Working with the Media
a. CRT leader to direct all media inquiries to the district media spokesperson.
b. Assemble media packet.
i. A statementis prepared in advance and a hard copy provided by media spokesperson when
contacted by outside organizations for comments or information regarding the death.
ii. For guidelines and sample statements refer to:
o Attachment 3.18, “Guidelines for Working With the Media”
o Attachment 3.20, “Sample Media Statement”
o Attachment 3.21, “Key Messages for Media Spokesperson”
iii. Include Appendix B1, “Mental Health Resources” for local resources and hotline numbers
iv. Provide media with SPRC/AFSP media guidelines (see Attachment 3.22, “Recommendations
For Reporting on Suicide”, and Attachment 3.23, “At-a-Glance: Safe Reporting on Suicide”).
o http://www.sprc.org/sites/sprc.org/files/library/at a_glance.pdf
o http://www.afsp.org/files/Misc_/recommendations.pdf

B. STEPS TO TAKE IN THE LONG-TERM AFTERMATH

1. Coordinate implementation of long-term response protocol
a. Schedule daily debriefs with Crisis Response Team while in initial assessment period to discuss
at-risk students who need follow-up and to review confidential database. This generally lasts 1-2
weeks, but can vary with the situation.
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Discuss with family of deceased student any concerns they may have for siblings, friends or
acquaintances and follow up accordingly. Counselor monitors and checks in with at-risk students
as long as needed. Documents name of student, date/time of check-in, assessment of areas of
concern, follow-up referrals and notifications on standardized forms (see Attachment 3.15,
“PAUSD Student Suicide Risk Documentation Form”).

Send e-mail updates to staff to keep them informed about funeral arrangements; resources and
supports available for them; physical, emotional, cognitive, and social manifestations of grief in
students; referral process for students of concern, etc. This generally lasts 1-2 weeks, but can
vary with the situation.

Develop prearranged protocol for removing personal items from locker or desk, respecting
family wishes for privacy and/or support

Use QPR techniques as needed

Convene CRT and facilitate a tactical debriefing of what worked and what could be improved upon
during the initial assessment period (1-2 weeks post-intervention). Team leader documents
successes, challenges, and recommendations for improvement to be incorporated into the
Comprehensive Suicide Prevention Toolkit.

Enhance identification and support of vulnerable students

a.

Identify students in need and refer to counselor (note alternative approaches to identifying
students at risk in Section I: Promotion). Attendance office to alert health tech or counselor
about increased student absences.

Continue to monitor for rumors.

Campus supervisor to rove on campus throughout the day and monitor the emotional climate
(e.g., an increase in fights or school delinquency).

Continue to meet with students in small groups, especially those groups of which the deceased
student was a member.

Recommend more individual supports (make sure to offer continued support if needed).

Prepare for anniversaries and special events

a.

Prior to graduation ceremonies for the deceased student’s class, check with family about any
requests. Acknowledgment of a student who has died by suicide should be consistent with
acknowledgement of a student who has died by any other means.

Be aware of special events (e.g. proms, birthday etc.), holidays, and anniversaries, as these may
activate possible stress/grief responses (physical, emotional, social, cognitive) in students or staff.
See Attachment 3.17, “Guidelines for Anniversaries of a Death”.

The probability of contagion is heightened on the anniversary of the death as well as on other
meaningful days.

Expect the possibility of long term memorials (see Attachment 3.14, “Memorialization”) and
continue to work with family, students, and social media.

Provide support as needed for siblings of the deceased enrolled in the district. Coordinate with
parents. Refer to and choose among the resources located in Appendix B for more information as

needed.
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Principal or designee to remain in contact with family through the funeral and in the weeks
following death.

Communicate with and support the broader school community.

a. Provide parent/community education about suicide, grief, and self-care within the first month
following death.

b. Site-based staff, district psychiatrist, district nurse may show AFSP “More than Sad” program
providing staff and parents with information about warning signs of suicide, risk-and-protective
factors, importance of means restriction, supportive services, community resources, crisis line,
and helpful responses to student questions.
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ATTACHMENTS FOR SECTION lIl: POSTVENTION

3.1 Postvention Protocol Flow Chart

3.2 Telephone Tree: Emergency Plan for Telephone Communication

3.3 Guidelines for Working with the Family, SAMHSA Toolkit

3.4 Sample Script for Office Staff, SAMHSA Toolkit

3.5 Guidelines for Notifying Staff, SAMHSA Toolkit

3.6 Sample Letter to Families, SAMHSA Toolkit

3.7 Sample Death Notification Statement for Parents, AFSP & SPRC Toolkit
3.8 Sample Agenda for Initial All-Staff Meeting, AFSP & SPRC Toolkit

3.9 Sample Announcements, SAMHSA Toolkit

3.10 Talking About Suicide, AFSP & SPRC Toolkit

3.11 Talking Points for Students and Staff after a Suicide, SAMHSA Toolkit
3.12 Sample Grief Discussion with Students, Kara

3.13 Facts about Suicide and Mental Disorders in Adolescents, AFSP & SPRC Toolkit
3.14 Memorialization, AFSP & SPRC Toolkit

3.15 Student Suicide Risk Documentation Form, SAMHSA Toolkit

3.16 Working with the Community, AFSP & SPRC Toolkit

3.17 Guidelines for Anniversaries of a Death, SAMHSA Toolkit

3.18 Guidelines for Working with the Media, SAMHSA Toolkit

3.19 Social Media, AFSP & SPRC Toolkit

3.20 Sample Media Statement, AFSP & SPRC Toolkit

3.21 Key Messages for Media Spokesperson, AFSP & SPRC Toolkit

3.22 Recommendations for Reporting on Suicide, AFSP

3.23 At a Glance: Safe Reporting on Suicide, SPRC
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ATTACHMENT 3.1
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TELEPHONE TREE

ATTACHMENT 3.2

EMERGENCY PLAN FOR TELEPHONE COMMUNICATION

SUPERINTENDENT’S SECRETARY WILL CALL:

856-0877 coveoeseesessesssessessssesee (3351 ) s
856-0834 .cooereeseersersessessssse (3326).cesrscesesiesrsoe
856-0960 .eorreerseesesesesessessese (3551 )crsrsersesesrsoe
8561726 covreseeseesessesesessesses (4251 e
856-1672 corseesesesersessesesessese (4351 e
858-1013 oo sersrseser s (1151
8561622 oorseeesesersessesessesses (4151 e
4634928t seesese s ssse sttt sttt
RECEPTIONIST WILL CALL:
322-5946 oo (3451 s
856-1337 covseseesrssesssessessssesoe (4651 cesrseesesresrso
856-0845 oo sessrssses e (3751 ) csrsessessesorsoe
8561377 coeeoeeeseesessesesessesses (3951 ).crsrseesesesrsne
856-0855 ..orveeeesersersrssssossessese (225 I
8560833 ooveersersersesssossesses (3851 ).
858-0508 ...oocreeesersersrsrses s (3251) oo

322-5935 .. (3 153 ) F—
329-3747 s (5457)cninneereeneenns
497-8230 s (G110 1 A—
School

329-3752 s (5289)..ceeeereereenns
329-3750 .o (5464).crereeireenns
833-4257 s (6449)..crrrereeereenns
494-8120 .. (CRYL S P
School

CERTIFICATED SECRETARY WILL CALL:

856-5188 ... (6053).ceecererreenne
School

354-8200 ..ot (5495).crereereenns
329-37071 e (1S 1°10) P
School

856-9810 ..ot (6462)..ceeereerrereerreeens
322-5956 .. (G100 )
329-3925 .. (70 )7
329-3944 ... (YL ) P ——
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ATTACHMENT 3.3

GUIDELINES FOR WORKING WITH THE FAMILY

Itis important to work with the family of a student who died by suicide. They will often appreciate the
support of the school community, and their cooperation can be valuable for effective postvention. The
principal or a representative of the school should request to visit the family in their home. It may be useful
for a pair of representatives to visit together so that they can support one another during the visit. It is
important to respect the cultural and religious traditions of the family related to suicide, death, grieving, and
funeral ceremonies.

The school representative(s) should:

Offer the condolences of the school.

Inquire about funeral arrangements. Ask if the funeral will be private or if the family will allow
students to attend.

Ask if the parents know of any of their child's friends who may be especially upset.
Provide the parents with information about grief counseling.

Ask the family if they would like their child’s personal belongings returned. These could include
belongings found in the student's locker and desk as well as papers and projects they may want to
keep.

Briefly explain to the parents what the school is doing to respond to the death.

From Preventing Suicide: A High School Toolkit, SAMHSA
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ATTACHMENT 3.4

SAMPLE SCRIPT FOR OFFICE STAFF

This script can help receptionists or other people who answer the telephone to respond appropriately to
telephone calls received in the early stages of the crisis.

Hello, School. Mayl help you?

Take messages on non-crisis-related calls.
For crisis-related calls, use the following general schema:
e Police or other security professionals: Immediate transfer to principal.
e Family members of deceased: Immediate transfer to principal or anyone else they want to reach at the
school. If principal is not available immediately, ask if they would like to speak to a school psychologist or

social worker.

e Otherschool administrators: Give out basic information on death and crisis response and offer to
transfer call to principal or others.

e A parentregarding their child’s immediate safety: Reassure parents if you know their child
was not involved and outline how children are being served and supported. If their child may have been
involved, transfer to a crisis team member who may have more information.

e Persons who call with information about others at risk: Take down information and getitto a
crisis team member. Take a phone number where a crisis team member can call the person back.

e Media: Take messages and refer to principal.

e Parents generally wanting to know how to respond: Explain that children and staff are being
supported. Take messages to give to Student Services staff from parents needing more detailed
information.

e Whereto send parents who arrive unannounced on the scene: Set aside a space for parents to

wait and get information. Any person removing a student from school must be on the annual registration
form as the parent or guardian. Records must be kept of who removed the child and when.

From Madison Metropolitan School District. (2005). Sudden death-suicide-critical incident: Crisis response procedures for
principals and student services staff. http://www.mhawisconsin.org/Data/Sites/1/media/gls/gls_madisoncrisisplan.pdf
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ATTACHMENT 3.5

GUIDELINES FOR NOTIFYING STAFF

These preparations should be made by the individual responsible for notifying faculty and staff about a
suicide so that a system will be in place in the event of a death.

e (reate two telephone trees:
1. To notify the Suicide Response Team
2. To notify all staff members of a suicide that occurs during non-school hours

e Hold a staff meeting before school opens to review the postvention process. Provide staff with any
information they may need to address the situation when the students arrive.

o Identify which Suicide Response Team members will be responsible for notifying staff if news of a
suicide arrives while school is in session. These people should be provided with completed copies of a
suicide death announcement (examples can be found in Attachments 3.9 and 3.10).

¢ Announcements should always be made in classrooms. They should never be made over the school’s
public address system or in assemblies. Inclassrooms, school staff familiar to the students can make
the announcements and then assess students' reactions, respond to students' concerns, provide
support, and identify those who may need additional help. This will help students cope with intense
emotions they may experience.

From Preventing Suicide: A High School Toolkit, SAMHSA
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ATTACHMENT 3.6

SAMPLE LETTER TO FAMILIES

Dear Parents,

[ am writing this letter with great sadness to inform you that one of our sophomore students took his life last
evening. Our thoughts and sympathies go out to his family and friends.

All of the students were given the news of the death by their teacher in homeroom this morning. I have
included a copy of the announcement that was read to them. Members of our crisis team met with students
individually and in groups today and will be available to the students over the next days and weeks to help
them cope with the death of their peer.

Information about funeral services will be given to the students once it has been made available to us.
Students will be released to attend services only with parental permission and pick up, and we strongly
encourage you to accompany your child to any services.

[ am including information about suicide and some talking points that can be helpful to you in discussing
this issue with your teen. I am also including a list of school and community resources should you feel your
child is in need of additional assistance. If you need immediate assistance, call the Santa Clara County Suicide
and Crisis Hotline 24/7 at 1-855-278-4204.

Please do not hesitate to call me or one of the counselors if you have questions or concerns.

Sincerely,
(Principal)

Adapted from AFSP. After a suicide: A toolkit for schools. Newton, MA: Education Development Center, Inc.
Available online at http://fwww.sprc. org/sites/sprc.org/files/library/AfteraSuicideToolkitforSchools.pdf
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ATTACHMENT 3.7

SAMPLE DEATH NOTIFICATION STATEMENT FOR PARENTS
To be sent by e-mail or regular mail

OPTION 1: WHEN THE DEATH HAS BEEN RULED A SUICIDE
Dear Parents,

[ am writing with great sadness to inform you that one of our students, has died. Our thoughts and
sympathies are with [his/her] family and friends.

All of the students were given the news of the death by their teacher in [advisory/homeroom] this morning. I have
included a copy of the announcement that was read to them.

The cause of death was suicide. We want to take this opportunity to remind our community that suicide is a very
complicated act. It is usually caused by a mental disorder such as depression, which can prevent a person from
thinking dearly about his or her problems and how to solve them. Sometimes these disorders are not identified or
noticed; other times, a 'person with a disorder will show obvious symptoms or signs. [ am including some
information that may be helpful to you in discussing suicide with your child.

Members of our Crisis Response Team are available to meet with students individually and in groups today as well
as over the coming days and weeks. Please contact the school office if you feel your child is in need of additional
assistance; we have a list of school and community mental health resources.

Information about the funeral service will be made available as soon as we have it. If your child wishes to attend,
we strongly encourage you to accompany him or her to the service. If the funeral is scheduled during school hours,
students who wish to attend will need parental permission to be released from school.

The school will be hosting a meeting for parents and others in the community at [date/time/location]. Members of
our Crisis Response Team [or mental health professionals] will be present to provide information about common
reactions following a suicide and how adults can help youths cope. They will also provide information about
suicide and mental illness in adolescents, including risk factors and warning signs of suicide, and will address
attendees' questions and concerns.

Please do not hesitate to contact me or one of the school counselors with any questions or concerns.

Sincerely,
[Principal]

OPTION 2 - WHEN THE CAUSE OF DEATH IS UNCONFIRMED:
Dear Parents,

[ am writing with great sadness to inform you that one of our students, has died. Our thoughts and
sympathies are with [his/her] family and friends.

All of the students were given the news of the death by their teacher in [advisory/homeroom] this morning. [ have
included a copy of the announcement that was read to them.

The cause of death has not yet been determined by the authorities. We are aware that there has been some talk
about the possibility that this was a suicide death. Rumors may begin to circulate, and we have asked the students
not to spread rumors since they may turn out to be inaccurate and can be hurtful and unfair to as well as
[his/her] family and friends. We'll do our best to give you accurate information as it becomes known to us.

Members of our Crisis Response Team are available to meet with students individually and in groups today as well
as over the coming days and weeks. Please contact the school office if you feel your child is in need of additional
assistance; we have a list of school and community mental health resources.
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ATTACHMENT 3.7

Information about the funeral service will be made available as soon as we have it. If your child wishes to attend,
we strongly encourage you to accompany him or her to the service. If the funeral is scheduled during school hours,
students who wish to attend will need parental permission to be released from school.

Please do not hesitate to contact me or one of the school counselors with any questions or concerns.

Sincerely,
[Principal]

OPTION 3 - WHEN THE FAMILY HAS REQUESTED THAT THE CAUSE OF DEATH NOT BE DISCLOSED:
Dear Parents,

[ am writing with great sadness to inform you that one of our students, has died. Our thoughts and
sympathies are with [his/her] family and friends.

All of the students were given the news of the death by their teacher in [advisory/homeroom] this morning. | have
included a copy of the announcement that was read to them.

The family has requested that information about the cause of death not be shared at this time. We are aware that
there have been rumors that this was a suicide death. Since the subject has been raised, we want to take this
opportunity to remind our community that suicide, when it does occur, is a very complicated act. It is usually
caused by a mental disorder such as depression, which can prevent a person from thinking clearly about the
problems in his or her life and how to solve them. Sometimes these disorders are not identified or noticed; other
times, a person with a disorder will show obvious symptoms or signs.

Members of our Crisis Response Team are available to meet with students individually and in groups today as well
as over the coming days and weeks. Please contact the school office if you feel your child is in need of additional
assistance; we have a list of additional school and community mental health resources.

Information about the funeral service will be made available as soon as we have it. If your child wishes to attend,
we strongly encourage you to accompany him or her to the service. If the funeral is scheduled during school hours,
students who wish to attend will need parental permission to be released from school.

Please do not hesitate to contact me or the school counselors with any questions or concerns.

Sincerely,
[Principal]

From After a Suicide A Toolkit for Schools 2011, AFSP & SPRC
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ATTACHMENT 3.8

SAMPLE AGENDA FOR INITIAL ALL-STAFF MEETING

This meeting is typically conducted by the Crisis Response Team Leader and should be held as soon as possible,
ideally before school starts in the morning.

Depending on when the death occurs, there may not be enough time to hold the meeting before students have
begun to hear the news through word of mouth, text messaging, or other means. If this happens, the Crisis
Response Team Leader should first verify the accuracy of the reports and then notify staff of the death through the
school's predetermined crisis alert system, such as e-mail or calls to classroom phones. Remember that
information about the cause of death should be withheld until the family has been consulted.

Goals of Initial Meeting
Allow at least one hour to address the following goals:

Introduce the Crisis Response Team members.

Share accurate information about the death.

Allow staff an opportunity to express their own reactions and grief. Identify anyone who may need
additional support and refer them to appropriate resources.

Provide appropriate faculty (e.g., homeroom teachers or advisors) with a scripted death notification
statement for students. Arrange coverage for any staff who are unable to manage reading the
statement.

Prepare for student reactions and questions by providing handouts to staff on Talking About Suicide
and Facts About Suicide and Mental Disorders in Adolescents.

Explain plans for the day, including locations of crisis counseling rooms.

Remind all staff of the important role they may play in identifying changes in behavior among the
students they know and see every day, and discuss plan for handling students who are having difficulty.
Brief staff about identifying and referring at-risk students as well as the need to keep records of those
efforts.

Apprise staff of any outside crisis responders or others who will be assisting.

Remind staff of student dismissal protocol for funeral.

Identify which Crisis Response Team member has been designated as the media spokesperson and
instruct staff to refer all media inquiries to him or her.

End of the First Day
It can also be helpful for the Crisis Response Team Leader and/or the Team Coordinator to have an all-staff
meeting at the end of the first day. This meeting provides an opportunity to take the following steps:

Offer verbal appreciation of the staff.

Review the day's challenges and successes.

Debrief, share experiences, express concerns, and ask questions.

Check in with staff to assess whether any of them need additional support, and refer accordingly.
Disseminate information regarding the death and/or funeral arrangements.

Discuss plans for the next day.

Remind staff of the importance of self-care.

Remind staff of the importance of documenting crisis response efforts for future planning and
understanding.

From After a Suicide A Toolkit for Schools 2011, AFSP & SPRC
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ATTACHMENT 3.9

SAMPLE ANNOUNCEMENTS

Sample Announcements for Use with Students after a (Possible) Suicide

1.

After the school's Suicide Response Team has been mobilized, it is critical for
administration and/or crisis team members to prepare a statement about the death for
release to faculty and students. The announcement should include the facts as they
have been officially communicated to the school. Announcements should not overstate
or assume facts not in evidence. If the official cause of death has not as yet been ruled
suicide, avoid making that assumption. There are also many instances when family
members insist that a death that may appear to be suicide was, in fact, accidental.

The Suicide Response Team should either visit all classrooms to give the
announcement to staff or present the announcement at a meeting of all staff called by
the building administrator as soon as possible following the death. If a meeting is held,
the building administrator and a member of the Suicide Response Team could facilitate
the meeting. The goals of such a meeting are to inform the faculty, acknowledge their
grief and loss, and prepare them to respond to the needs of the students. Faculty will
then read the announcement to their students in their homerooms (or other small
group) so that students get the same information at the same time from someone they
know.

The sample announcements in this section are straightforward and are designed for use
with faculty, students, and parents, as appropriate. Directing your announcement to the
grade level of the students is also important, especially in primary or middle schools. A
written announcement should be sent home to parents with additional information
about common student reactions to suicide and how to respond, as well as suicide

prevention information.
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ATTACHMENT 3.9

SAMPLE ANNOUNCEMENTS DAY 1

Sample Announcement for When a Suicide has Occurred, Morning, Day 1

This morning we heard the extremely sad news that took his/her

life lust night. I know we are all saddened by his/her death and send our condolences to his/her family
and friends. Crisis stations will be located throughout the school today for students who wish to talk to
a counselor. Information about the funeral will be provided when it is available, and students may

attend with parental permission.

Sample Announcement for a Suspicious Death Not Declared Suicide: Morning, Day 1

This morning we heard the extremely sad news that died last night

from a gunshot wound. This is the only information we have officially received on the circumstances

surrounding the event. I know we are all saddened by 'sdeath and

send our condolences to his/her family and friends. Crisis stations will be located throughout the school
today for students who wish to talk to a counselor. Information about the funeral will be provided when

it is available; students may attend with parental permission.

Sample Announcement, End of Day 1

At the end of the first day, another announcement to the whole school prior to dismissal can serve
to join the whole school in their grieving in a simple, non-sensationalized way. In this case, it is
appropriate for the building administrator to make an announcement similar to the following over
the loud speaker:

’

Today has been a sad day for all ofus. We encourage you to talk about, S

death with your friends, your family. and whoever else gives you support. We will have special staff here for you
tomorrow to help in dealing with our loss. Letus end the day by having the whole school offer a moment of

silence for
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ATTACHMENT 3.9

SAMPLE ANNOUNCEMENTS DAY 2

On the second day following the death, many schools have found it helpful to start the day with another
homeroom announcement. This announcement can include additional verified information, re-
emphasize the continuing availability of in-school resources, and provide information to facilitate grief.
Here's a sample of how this announcement might be handled:

We know that sdeath has been declared a suicide. Even

though we might try to understand the reasons for his/her doing this, we can never really know what was
going on that made him/her take his/her life. One thing that's important to remember is that there is
never just one reason for a suicide. There are always many reasons or causes, and we will never be able to

figure them all out.

Today we begin the process of returning to a normal schedule in school. This may be hard for some of us to
do. Counselors are still available in school to help us deal with our feelings. If you feel the need to speak to
a counselor, either alone or with a friend, tell a teacher, the principal, or the school nurse, and they will

help make the arrangements.

We also have information about the visitation and funeral. The visitation will be held tomorrow evening at

the Funeral Home from to p.m. There will be a funeral Mass

at o’clock at, Church. In order to be excused from

school to attend the funeral, you will need to be accompanied by a parent or relative, or have your parent's

permission to attend. We also encourage you to ask your parents to go with you to the funeral home.

Reprinted from Underwood, M, & Dunne-Maxim, K. (1997). Managing sudden traumatic loss in the schools.
Piscataway, N.].: University of Medicine and Dentistry of New Jersey.
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ATTACHMENT 3.9

SAMPLE DEATH NOTIFICATION STATEMENT FOR STUDENTS

Use in small groups such as homerooms or advisories, not in assemblies or over loudspeakers.

OPTION 1 - WHEN THE DEATH HAS BEEN RULED A SUICIDE:

[t is with great sadness that | have to tell you that one of our students, has taken [his/her]
own life. All of us want you to know that we are here to help you in any way we can.

A suicide death presents us with many questions that we may not be able to answer right away. Rumors may begin
to circulate, and we ask that you not spread rumors you may hear. We'll do our best to give you accurate
information as it becomes known to us.

Suicide is a very complicated act. It is usually caused by a mental disorder such as depression, which can prevent a
person from thinking clearly about his or her problems and how to solve them. Sometimes these disorders are not
identified or noticed; in other cases, a person with a disorder will show obvious symptoms or signs. One thing is
certain: there are treatments that can help. Suicide should never, ever be an option.

Each of us will react to 's death in our own way, and we need to be respectful of each other. Feeling sad is a
normal response to any loss. Some of you may not have known very well and may not be as affected, while
others may experience a great deal of sadness. Some of you may find you're having difficulty concentrating on your
schoolwork, and others may find that diving into your work is a good distraction.

We have counselors available to help our school community deal with this sad loss and to enable us to understand
more about suicide. If you'd like to talk to a counselor, just let your teachers know.

Please remember that we are all here for you.

OPTION 2 - WHEN THE CAUSE OF DEATH IS UNCONFIRMED:

[t is with great sadness that | have to tell you that one of our students, has died. All of us want
you to know that we are here to help you in any way we can.

The cause of death has not yet been determined by the authorities. We are aware that there has been some talk
about the possibility that this was a suicide death. Rumors may begin to circulate, and we ask that you not spread
rumors since they may turn out to be inaccurate and can be deeply hurtful and unfair to as well as [his/her] family
and friends. We'll do our best to give you accurate information as it becomes known to us.

Each of us will react to 's death in our own way, and we need to be respectful of each other. Feeling
sad is a normal response to any loss. Some of you may not have known very well and may not be as
affected, while others may experience a great deal of sadness. Some of you may find you're having difficulty
concentrating on your schoolwork, and others may find that diving into your work is a good distraction. We have
counselors available to help our school community deal with this sad loss. If you'd like to talk to a counselor, just
let your teachers know.

Please remember that we are all here for you.

OPTION 3 - WHEN THE FAMILY HAS REQUESTED THAT THE CAUSE OF DEATH NOT BE DISCLOSED:

It is with great sadness that | have to tell you that one of our students, , has died. All of us want you to
know that we are here to help you in any way we can.

The family has requested that information about the cause of death not be shared at this time.

86


bridgetjohnson
Typewritten Text

jkuechle
Typewritten Text

jkuechle
Typewritten Text

jkuechle
Typewritten Text

jkuechle
Typewritten Text

jkuechle
Typewritten Text

jkuechle
Typewritten Text


ATTACHMENT 3.9

We are aware that there has been some talk about the possibility that this was a suicide death. Rumors may begin
to circulate, and we ask that you not spread rumors since they may turn out to be inaccurate and can be deeply
hurtful and unfair to as well as [his/her] family and friends. We'll do our best to give you accurate information as it
becomes known to us.

Since the subject has been raised, we do want to take this opportunity to remind you that suicide, when it does
occur, is a very complicated act. It is usually caused by a mental disorder such as depression, which can prevent a
person from thinking dearly about his or her problems and how to solve them. Sometimes these disorders are not
identified or noticed; in other cases a person with a disorder will show obvious symptoms or signs. One thing is
certain: there are treatments that can help. Suicide should never, ever be an option.

Each of us will react to 's death in our own way, and we need to be respectful of each other. Feeling sad is a
normal response to any loss. Some of you may not have known very well and may not be as affected, while
others may experience a great deal of sadness. Some of you may find you're having difficulty concentrating on your
schoolwork, and others may find that diving into your work is a good distraction. We have counselors available to
help our school community deal with this sad loss. If you'd like to talk to a counselor, just let your teachers know.

Please remember that we are all here for you.

From After a Suicide A Toolkit for Schools 2011, AFSP & SPRC
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ATTACHMENT 3.10

TALKING ABOUT SUICIDE

Give accurate information about suicide.

Suicide is a complicated behavior. It is not caused by a single event such as a bad grade, an
argument with parents, or the breakup of a relationship.

In most cases, suicide is caused by an underlying mental disorder like depression or substance
abuse. Mental disorders affect the way people feel and prevent them from thinking clearly and
rationally. Having a mental disorder is nothing to be ashamed of, and help is available.

Talking about suicide in a calm, straight-forward manner does not put ideas into kids’ minds.

EXAMPLES OF WHAT TO SAY:

* “The cause of 's death was suicide. Suicide is most often caused by serious mental
disorders like depression, combined with other complications.”

e was likely struggling with a mental health issue like depression or anxiety, even though
it may not have been obvious to other people.”

*  “There are treatments to help people who are having suicidal thoughts.”

*  “Since 90% of people who die by suicide have a mental disorder at the time of their death, it is
likely that suffered from a mental health disorder that affected [his/her] feelings,
thoughts, and ability to think clearly and solve problems in a better way.”

*  “Mental disorders are not something to be ashamed of, and there are very good treatments to
help the symptoms go away.”

Address blaming and scapegoating.

[t is common to try to answer the question “why?” after a suicide death. Sometimes this turns into
blaming others for the death.

EXAMPLE OF WHAT TO SAY:

* “The reasons that someone dies by suicide are not simple, and are often related to mental
disorders that get in the way of the person thinking clearly. Blaming others - or blaming the
person who died - does not acknowledge the reality that the person was battling a mental
health disorder.”

Do not focus on the method or graphic details.

Talking in graphic detail about the method can create images that are upsetting and can increase
the risk of imitative behavior by vulnerable youth.

If asked, it is okay to give basic facts about the method, but don’t give graphic details or talk at
length about it. The focus should be not on how someone killed themselves but rather on how to
cope with feelings of sadness, loss, anger, etc.

EXAMPLES OF WHAT TO SAY:

e “Itistragic that he died by hanging. Let’s talk about how ’s death has affected you and
ways for you to handle it.”
*  “How can we figure out the best ways to deal with our loss and grief?”
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Address anger.

Accept expressions of anger at the deceased and explain that these feelings are normal.

EXAMPLE OF WHAT TO SAY:
* “Itis okay to feel angry. These feelings are normal and it doesn’t mean that you didn’t care
about . You can be angry at someone’s behavior and still care deeply about that person.”

Address feelings of responsibility.

Reassure those who feel responsible or think they could have done something to save the deceased.

EXAMPLES OF WHAT TO SAY:
*  “This death is not your fault.”
* “We can’t always predict someone else’s behavior.”
* “We can’t control someone else’s behavior.”

Encourage help-seeking.

Encourage students to seek help from a trusted adult if they or a friend are feeling depressed or
suicidal.

EXAMPLES OF WHAT TO SAY:

* “We are always here to help you through any problem, no matter what. Who are the people
you would go to if you or a friend were feeling worried or depressed or had thoughts of
suicide?”

* “There are effective treatments to help people who have mental health disorders or substance
abuse problems. Suicide is never the answer.”

* “This is an important time for all in our [school, team, etc.] community to support and look out

for one another. If you are concerned about a friend, you need to be sure to tell a trusted
adult.”

“After a Suicide: A Toolkit for Schools AFSP& SPRC
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ATTACHMENT 3.11

TALKING POINTS FOR STUDENTS AND STAFF AFTER A SUICIDE

TALKING POINT

WHAT TO SAY

Give accurate information about suicide.

Suicide is a complicated behavior. Help students
understand the complexities.

Suicide is not caused by a single event, such as
fighting with parents, or a bad grade, or the
breakup of a relationship.

In most cases, suicide is caused by mental health
disorders like depression or substance abuse
problems. Mental health disorders affect the way
people feel and prevent them from thinking
clearly and rationally. Having a mental health
disorder is nothing to be ashamed of.

There are effective treatments to help people who
have mental health disorders or substance abuse
problems. Suicide is never the answer.

Address blaming and scapegoating.

[t is common to try to answer the question
“why” by blaming others for the suicide.

Blaming others for the suicide is wrong, and it’s
not fair. Doing that can hurt another person
deeply.

Do not talk about the method.

Talking about the method can create images that
are upsetting, and it may increase the risk of
imitative behavior by vulnerable youth.

Let’s focus on talking about the feelings we are
left with after ’s death and figure out
the best way to manage them.

Address anger.

Accept expression of anger at the deceased. Help
students know these feelings are normal.

It is okay to feel angry. These feelings are normal,
and it doesn’t mean that you didn’t care about

. You can be angry at someone’s behavior
and still care deeply about that person.

Address feelings of responsibility.

Help students understand that the only person
responsible for the suicide is the deceased.

Reassure those who have exaggerated feelings
of responsibility, such as thinking they should
have done something to save the deceased or
seen the signs.

This death is not your fault. We cannot always see
the signs because a suicidal person may hide them
well.

We cannot always predict someone’s behavior.

Encourage help-seeking.

Encourage students to seek help from a trusted
adult if they or a friend are feeling depressed or
suicidal.

We are always here to help you through any
problem, no matter what. Who are the people you
would go to if you or a friend were feeling
worried, depressed, or had thoughts of suicide?

From “Preventing Suicide: A High School Toolkit” SAMHSA
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ATTACHMENT 3.12

SAMPLE GRIEF DISCUSSION WITH STUDENTS

Share facts of the death:

"I have some very sad news to share today. Our teacher, Mrs. died a few weeks ago due to
complications from . I am feeling pretty sad and would like to take some time to talk to you
about how you are and answer any questions you might have...

Share the information that you have directly and honestly.

* Ask students if they know what happened. Ask them how they found out. At this point allow them to share
what they know or think without correcting them.

* Allow students to ask questions. Answer questions as best you can, knowing that it is okay to say "l don't
know" when you don't have the answer.

* Talk to your class about how grief affects people and encourage them to share how they feel. One way to
do this is to discuss what other types of losses or deaths the students in your class have experienced, and
what helped them cope.

* Letstudents know that if they would like to write a letter and/or draw a picture to support the family that
they could do so.

* Letstudents and families know that there are support counselors that they can speak with today who can
help with on-going support as well.

* Discuss how difficult it may be for their classmate(s) to return to school, and how they may help. You can
ask your class for ideas about how they would like others to treat them if they were returning to school
after a death, pointing out differences in preferences such as:

v" Some grieving students might like to be left alone while others may want the circumstances discussed
freely.

v" Some grieving students may want everyone to treat them the same way they treated them before. These
students typically don't like people being "extra nice".

v Other grieving students may say they don't want to be in the spotlight, but they may also feel like they don't
want people acting like nothing happened.

Provide a way for your class to reach out to the grieving classmate and his or her family. One of the ways that
students can reach out is by sending cards or pictures to the child and family, letting them know the class is
thinking of them. If students in your class knew the person who died, they could share memories of that person.

From KARA: Moving through Grief Toward Hope and Meaning. www.karfa-grief.org
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FACTS ABOUT SUICIDE AND MENTAL DISORDERS IN ADOLESCENTS

Suicide is not inexplicable and is not simply the result of stress or difficult life circumstances. The key suicide risk
factor is an undiagnosed, untreated, or ineffectively treated mental disorder. Research shows that over 90 percent
of people who die by suicide have a mental disorder at the time of their death.

In teens, the mental disorders most closely linked to suicide risk are major depressive disorder, bipolar disorder,
generalized anxiety disorder, conduct disorder, substance use disorder, and eating disorders. While in some cases
these disorders may be precipitated by environmental stressors, they can also occur as a result of changes in brain
chemistry, even in the absence of an identifiable or obvious "reason."

Suicide is almost always complicated. In addition to the underlying disorders listed above, suicide

risk can be affected by personality factors such as impulsivity, aggression, and hopelessness. Moreover, suicide risk
can also be exacerbated by stressful life circumstances such as a history of childhood physical and/or sexual abuse;
death, divorce, or other trauma in the family; persistent serious family conflict; traumatic breakups of romantic
relationships; trouble with the law; school failures and other major disappointments; and bullying, harassment, or
victimization by peers.

It is important to remember that the vast majority of teens who experience even very stressfull life events do not
become suicidal. In some cases, such experiences can be a catalyst for suicidal behavior in teens who are already
struggling with depression or other mental health problems. In others, traumatic experiences (such as prolonged
bullying) can precipitate depression, anxiety, abuse of alcohol or drugs, or another mental disorder, which can
increase suicide risk. Conversely, existing mental disorders may also lead to stressful life experiences such as
family conflict, social isolation, relationship breakups, or school failures, which may exacerbate the underlying
illness and in turn increase suicide risk.

Warning Signs of Suicide

These signs may mean someone is at risk for suicide. Risk is greater if a behavior is new or has recently increased
in frequency or intensity, and if it seems related to a painful event, loss, or change.
« Talking about wanting to die or kill oneself

« Looking for ways to kill oneself, such as searching online or buying a gun

« Talking about feeling hopeless or having no reason to live

« Talking about feeling trapped or in unbearable pain

» Talking about being a burden to others

e Increasing the use of alcohol or drugs

» Acting anxious or agitated, or behaving recklessly

« Sleeping too little or too much

» Withdrawing or feeling isolated

« Showing rage or talking about seeking revenge

« Displaying extreme mood swings

What to Do in a Crisis

Take any threat or talk about suicide seriously. Start by telling the person that you are concerned. Don't be afraid
to ask whether she or he is considering suicide or has a plan or method in mind. Resist the temptation to argue the
person out of suicide by saying, "You have so much to live for" or "Your suicide will hurt your family and friends."
Instead, seek professional help.

In an acute crisis:
e Call 911.
¢ Do not leave the person alone.
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ATTACHMENT 3.13

« If safe to do so, remove any firearms, alcohol, drugs, or sharp objects that could be used.
« Call the National Suicide Prevention Lifeline: 1-800-273-TALK (8255).
» Take the person to an emergency room or walk-in clinic at a psychiatric hospital.

Symptoms of Mental Disorders Associated with Suicide Risk

Most adults are not trained to recognize signs of serious mental disorders in teens, and symptoms are therefore
often misinterpreted or attributed to normal adolescent mood swings, laziness, poor attitude, or immaturity.
Diagnosis of a mental disorder should always be made by a qualified mental

health professional.

The key symptoms of major depressive disorder in teens are sad, depressed, angry, or irritable mood and lack of
interest or pleasure in activities the teen used to enjoy, lasting at least two weeks. Symptoms represent a clear
change from the person's normal behavior and may include changes in appetite or sleep, feelings of
worthlessness/guilt, inability to concentrate, slowed or agitated movement, recurrent thoughts of death or suicide,
fatigue/loss of energy, and self-harm behavior.

Sometimes referred to as manic depression, bipolar disorder includes alternating episodes of depression and
mania. Symptoms of mania last at least one week, cause clear social or academic problems, and include extreme
distractibility, lack of need for sleep, unusually rapid speech or motor activity, excessive talking, and involvement
in risky activities such as gambling or irresponsible sexual behavior.

The key characteristics of generalized anxiety include persistent worry (about tests or speaking in class)
occurring on most days for a period of six months. Symptoms may include restlessness or feeling keyed up,
irritability, being easily fatigued, muscle tension, difficulty concentrating, and sleep disturbances.

Teens with substance use disorder show a problematic pattern of drug or alcohol use over 12 months or more,
leading to significant impairment or distress. Symptoms include taking larger amounts, over a longer period, than
intended; continued use despite knowing that it is causing problems; increased irritability and anger; sleep
disturbances; and family conflict over substance use.

Conduct disorder is a repetitive, persistent pattern in children or adolescents of violating the rights of others,
rules, or social norms, occurring over 12 months. Symptoms include bullying or threatening others, physical fights,
fire-setting, destroying property, breaking into houses/cars, physical cruelty to people or animals, lying,
shoplifting, running away from home, and frequent truancy.

Anorexia nervosa and bulimia are eating disorders that are strongly linked to other mental disorders, especially
depression and anxiety. Symptoms of anorexia nervosa include refusal to maintain body weight at a minimally
normal level for age and height, intense fear of gaining weight,

and a denial of low body weight. Symptoms of bulimia include repeated episodes of binge eating (at least twice a
week for three months) combined with recurrent inappropriate behaviors to avoid gaining weight such as
vomiting, misuse of laxatives, or excessive exercise.

Help Is Available

If there are concerns about a student's emotional or mental health, a referral should be made to an appropriate
mental health professional for assessment, diagnosis, and possible treatment. Mental health resources that may be
available include school counselors, community mental health agencies, emergency psychiatric screening centers,
and children's mobile response programs. Pediatricians and primary care providers can also be a source of mental
health referrals.

93


jkuechle
Typewritten Text


ATTACHMENT 3.13

Some depressed teens show improvement in just four to six weeks with talk therapy alone. Most others experience
a significant reduction of depressive symptoms with antidepressant medication. Medication is usually essential in
treating severe depression and. other serious mental disorders, such as bipolar disorder and schizophrenia. Since
2004, an FDA warning has recommended close monitoring of youth taking antidepressants for worsening of
symptoms, suicidal thoughts or behavior, and other changes. Risks of medication must be weighed against the risks
of not effectively treating depression or other serious mental disorders.

Adapted with permission from More Than Sad: Preventing Teen Suicide, American Foundation for
Suicide Prevention, http://www.morethansad.org.)

Additional Information
Center for School Mental Health Assistance. Crisis intervention: A guide for school-based clinicians. (2002).
http://csmh.umaryland.edu/resources/CSMH /resourcepackets/files/crisis_intervention 2002.pdf

Maine Department of Health and Human Services. Media guidelines for school administrators who may interact
with reporters about youth suicide. (2006).
http://www.maine.gov/suicide/professionals/program/mediaschoolhtm

National Association of School Psychologists. Culturally competent crisis response: Information for school
psychologists and crisis teams. (2004). http://www.schoolcounselor.org/files/cc_crisis.pdf

National Suicide Prevention Lifeline. http://www.suicidepreventinolifeline.org
800-273-TALK (8255)

Reeves, M. A, Brock, S. E., and Cowan, K. C. Managing school crises: More than just response. (2008).
http://www.nasponline.org/resources/principals/School%20Crisis%20NASSP%20May%20202008.pdf

Suicide Prevention Resource Center (SPRC). Customized Information for school health and mental health care
providers. (2008). http://www.sprc.org/featured_resources/customized/school_mentalhealth.asp

U.S. Department of Education, Office of Safe and Drug-Free Schools. Practical information on crisis planning: A
guide for schools and communities (2007).
http://www2.ed.gov/admins/lead /safety/emergencyplan/crisisplanning.pdf

Weekley, N., and Brock, S. E. Suicide: Postvention strategies for school personnel. (2004).
http://www.nasponline.org/resources/intonline/HCHS2 weekley.pdf

AFSO & SPRC: After a Suicide A Toolkit for Schools 2011
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ATTACHMENT 3.14

MEMORIALIZATION

School communities often wish to memorialize a student who has died, reflecting a basic human
desire to remember those we have lost. It can be challenging for schools to strike a balance between
compassionately meeting the needs of distraught students while preserving the ability of the school
to fulfill its primary purpose of education. In the case of suicide, schools must consider how to
appropriately memorialize the student who died without risking suicide contagion among other
students who may themselves be at risk.

KEY CONSIDERATIONS

Itis very important that schools strive to treat all deaths in the same way. Having one approach for
memorializing a student who died of cancer or in a car accident and a different approach for a
student who died by suicide reinforces stigma and may be deeply and unfairly painful to the
student's family and friends.

Nevertheless, because adolescents are especially vulnerable to the risk of suicide contagion, it's
equally important to memorialize the student in a way that doesn't inadvertently glamorize or
romanticize either the student or the death. Schools can do this by seeking opportunities to
emphasize the connection between suicide and underlying mental health issues such as depression
or anxiety that can cause substantial psychological pain but may not be apparent to others (or that
may manifest as behavioral problems or substance abuse).

Wherever possible, schools should both meet with the student's friends and coordinate with the
family, in the interest of identifying a meaningful, safe approach to acknowledging the loss. This
section includes several creative suggestions for memorializing students who have died by suicide.

Funerals and Memorial Services

All the recommendations made here focus on keeping the regular school schedule intact to the
maximum extent possible for the benefit of the entire student body (including those who may not
have known the deceased).

While at first glance schools may appear to provide an obvious setting for a funeral or memorial
service because of their connection to the community and their ability to accommodate a large
crowd, it is strongly advised that such services not be held on school grounds, to enable the school
to focus instead on maintaining its regular schedule, structure, and routine. Additionally, using a
room in the school for a funeral service can inextricably connect that space to the death, making it
difficult for students to return there for regular classes or activities.

In situations where school personnel are able to collaborate with the family regarding the funeral
or memorial service arrangements, it is also strongly advised that the service be held outside of
school hours.

If the family does hold the service during school hours, it is recommended that school remain open
and that school buses not be used to transport students to and from the service. Students should be
permitted to leave school to attend the service only with appropriate parental permission (regular

school protocols should be followed for dismissing students over the age of majority).

If possible, the school should coordinate with the family and funeral director to arrange for
counselors to attend the service. A guide for funeral directors is available at
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ATTACHMENT 3.14

h«p;//www.sprc.org/library/funeraldirectors.pdf. In all cases, the principal or another senior
administrator should attend the funeral.

Schools should strongly encourage parents whose children express an interest in attending the
funeral to attend with them. This provides not only emotional support but also an opportunity for
parents to open a discussion with their children and remind them that help is available if they or a
friend are in need.

Spontaneous Memorials

In the immediate aftermath of a suicide death, it is not unusual for students to create a spontaneous
memorial by leaving flowers, cards, poems, pictures, stuffed animals, or other items in a place
closely associated with the student, such as his or her locker or classroom seat, or at the site where
the student died. Students may even come to school wearing t-shirts or buttons bearing
photographs of the deceased student.

The school's goal should be to balance the students' need to grieve with the goal of limiting the risk
of inadvertently glamorizing the death. In all cases, schools should have a consistent policy so that
suicide deaths are handled in the same manner as any other deaths. A combination of time limits
and straightforward communication can help to restore equilibrium and avoid glamorizing the
death in ways that may increase the risk of contagion. Although it may in some cases be necessary
to set limits for students, it is important to do so with compassion and sensitivity, offering creative
suggestions whenever possible. For example, schools may wish to make poster board and markers
available so that students can gather and write messages. It is advisable to set up the posters in an
area that may be avoided by those who don't wish to participate (i.e., not in the cafeteria or at the
front entrance). After a few days, the posters can be removed and offered to the family.

When a memorial is spontaneously created on school grounds, schools are advised to monitor it for
messages that may be inappropriate (hostile or inflammatory) or that indicate students who may
themselves be at risk. Schools can leave such memorials in place until after the funeral (or for up to
approximately five days), after which the tribute objects may be offered to the family. It is generally
not necessary to prohibit access to the site or to cordon it off, which would merely draw excessive
attention to it.

[t is recommended that schools discourage requests to create and distribute t-shirts and buttons
bearing images of the deceased by explaining that, while these items may be comforting to some
students, they may be quite upsetting to others. If students come to school wearing such items
without first seeking permission, it is recommended that they be allowed to wear the items for that
day only, and that it should be explained to them that repeatedly bringing images of the deceased
student into the school can be disruptive and can glamorize suicide.

Since the emptiness of the deceased student's chair can be unsettling and evocative, after
approximately five days (or after the funeral), seat assignments may be re-arranged to create a new
environment. Teachers should explain in advance that the intention is to strike a compassionate
balance between honoring the student who has died while at the same time returning the focus
back to the classroom curriculum. The students can be involved in planning how to respectfully
remove the desk; for example, they could read a statement that emphasizes their love for their
friend and their commitment to work to eradicate suicide in his or her memory.

When a spontaneous memorial occurs off school grounds, the school's ability to exert influence is
limited. It can, nevertheless, encourage responsible approach among the students by explaining
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that it is recommended that memorials be time-limited (again, approximately five days, or until
after the funeral), at which point the memorial would be disassembled and the items offered to
the family. Another approach is to suggest that the students participate in a (supervised)
ceremony to disassemble the memorial, during which music could be played and students could be
permitted to take part of it home; the rest of the items would then be offered to the family.

Students may also hold spontaneous gatherings or candlelight vigils. Schools should discourage
gatherings that are large and unsupervised; when necessary, administrators may consider enlisting
the cooperation of local police to monitor off-campus sites for safety. Counselors can also be
enlisted to attend these gatherings to offer support, guidance, and supervision.

It is not recommended that flags be flown at half-staff (a decision generally made by local
government authorities rather than the school administration in any event).

School Newspapers

Coverage of the student's death in the school newspaper may be seen as a kind of memorial; also,
articles can be used to educate students about suicide warning signs and available resources. It is
strongly recommended that any such coverage be reviewed by an adult to ensure that it conforms
to the standards set forth in Reporting on Suicide: Recommendations for the Media, which was
created by the nation's leading suicide prevention organizations.

Events

The student's classmates may wish to dedicate an event (such as a dance performance, poetry
reading, or sporting event) to the memory of their friend. End-of-the-year activities may raise
questions of whether to award a posthumous degree or prize, or include a video tribute to the
deceased student during graduation. The guiding principle is that all deaths should be treated the
same way. Schools may also wish to encourage the student's friends to consider creative
suggestions, such as organizing a suicide prevention-awareness or fundraising event.

Often, the parents of the deceased student express an interest in holding an assembly or other
event to address the student body and describe the intense pain the suicide death has caused to
their family in the hopes that this will dissuade other students from taking their own lives. While
it is surely understandable that bereaved parents would wish to prevent another suicide death,
schools are strongly advised to explain that this is not an effective approach to suicide prevention
and may in fact even be risky, because students who are suffering from depression or other mental
health issues may hear the messaging very differently from the way it is intended, and may even
become more likely to act on their suicidal thoughts. Instead, parents should be encouraged to
work with the school to bring an appropriate educational program to the school, such as More than
Sad: Teen Depression, a DVD that educates teens about the signs and symptoms of depression
{available at http://www.morethansad.org) or others that are listed in the Suicide Prevention
Resource Center/American Foundation for Suicide Prevention Best Practices Registry (available at
http://www.sprc.org).

Yearbooks

Again, the guiding principle is that all deaths should be treated the same way. So if there is a history
of dedicating the yearbook (or a page of the yearbook) to students who have died, that policy is
equally applicable to a student who has died by suicide, provided that an adult makes final editorial
decisions.
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ATTACHMENT 3.14

Whenever possible, the focus should be on mental health and/or suicide prevention. For example,
underneath the student's picture it might say, "In your memory we will work to erase the stigma
surrounding mental illness and suicide." The page might also include pictures of classmates
engaging in a suicide prevention event such as an Out of the Darkness community walk
(http://www.outofthedarkness.org).

Graduation

If there is a tradition of including a tribute to deceased students who would have graduated with
the class, students who have died by suicide should likewise be included. For example, schools may
wish to include a brief statement acknowledging and naming those students from the graduating
class who have died. Final decisions about what to include in such tributes should be made by an
adult.

Permanent Memorials and Scholarships

Some communities wish to establish a permanent memorial (sometimes physical, such as planting a
tree or installing a bench or plaque; sometimes commemorative, such as a scholarship). Others are
afraid to do so.

While there is no research to suggest that permanent memorials per se create a risk of contagion,
they can prove to be upsetting reminders to bereaved students, and therefore disruptive to the
school's goal of maintaining emotional regulation. Whenever possible, therefore, it is
recommended that they be established off school grounds. Moreover, the school should bear in
mind that once it plants a tree, puts up a plaque, installs a park bench, or establishes a named
scholarship for one deceased student, it should be prepared to do so for others, which can become
quite difficult to sustain over time.

Creative Suggestions

Some schools may resist allowing any kind of memorialization at all, damping down on any student
desire to publicly acknowledge the death for fear of glamorizing suicide and risking suicide
contagion. But simply prohibiting any and all memorialization is problematic in its own right-it is
deeply stigmatizing to the student's family and friends, and can generate intense negative reactions,
which can exacerbate an already difficult situation and undermine the school's efforts to protect the
student body's emotional regulation.

Schools can play an important role in channeling the energy and passion of the students (and
greater community) in a positive direction, balancing the community's need to grieve with the
impact that the proposed activity will likely have on students, particularly those who were closest
to the student who died.

It can be helpful for schools to proactively suggest a meeting with the student's close friends to talk
about the type and timing of any memorialization. This can provide an important opportunity for
the students to be heard and for the school to sensitively explain its rationale for permitting certain
kinds of activities and not others. Schools may even wish to establish a standing committee
composed of students, school administrators, and family members that can be convened on an as-
needed basis.

[t can also be helpful for schools to come equipped with specific, constructive suggestions for safe
memorialization, such as:
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ATTACHMENT 3.14

* Holding a day of community service or creating a school-based community service program
in honor of the deceased

* Putting together a team to participate in an awareness or fundraising event sponsored by
one of the national mental health or suicide prevention organizations (e.g.,
http:www.outofthedarkness.org), or holding a local fundraising event to support a local
crisis hotline or other suicide prevention program

* Sponsoring a mental health awareness day

* Purchasing books on mental health for the school or local library

*  Working with the administration to develop and implement a curriculum focused on
effective problem-solving

* Volunteering at a community crisis hotline

* Raising funds to help the family defray their funeral expenses

* Making a book available in the school office for several weeks in which students can write
messages to the family, share memories of the deceased, or offer condolences; the book can
then be presented to the family on behalf of the school community

Additional Information

Centre for Suicide Prevention (Calgary). School Memorials After Suicide: Helpful or harmful?
(2004). http://www.sprc.org/library_resources/items/school-memorials-after-suicide-helpful-or-
harmful

Gould, M. et al. Media Contagion and Suicide Among the Young. American Behavioral Scientist 46:9
(May 2003)
1269-1284.

Jellinek, M. et al. When a Student Dies. Educational Leadership Association for Supervision and
Curriculum
Development (November 2007); 78-82.

[

National Association of School Psychologists. Memorial Activities at School: A List of “Do's” and
"Don'ts” (2002). http://www.nasponline.org/resources/crisis_safety/memorialdo_donot.pdf

National School Board Association. Student Suicide Memorial Policy. School Board News.18 (March
24,1998).

AFSP & SPRC: After a Suicide: A Toolkit for Schools 2011
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ATTACHMENT 3.15
PALO ALTO UNIFIED SCHOOL DISTRICT

25 Churchill Avenue Palo Alto, California 94306
STUDENT SUICIDE RISK DOCUMENTATION FORM

STUDENT INFORMATION

Date student was identified as possibly at risk:

Name:

Date of Birth: Gender: Grade:

Name of Parent/Guardian:

Parent/Guardian’s Phone Number(s):

IDENTIFICATION OF SUICIDE RISK

Who identified student as being at risk? Indicate name where appropriate.
Student him /herself

Parent:

Teacher:

Other staff:

Student/Friend:

Other:

I s s

Reason for concern:

RISK ASSESSMENT

Assessment conducted by:

Date of assessment:

Type of assessment conducted:

Results of assessment:

NOTIFICATION OF PARENT/GUARDIAN

Staff who notified parent/guardian:

Date notified:

Parent Contact Acknowledgement Form signed:
[1 Yes
[l No
If no, provide reason:

MENTAL HEALTH REFERRAL

Student referred to: Date of referral:
Personal Safety Plan developed with student and parent: (date)
Mental Health Resources List and Student/Parent Handouts given to:
[0 Student (date)
[l Parent/Guardian (date)
Staff member to conduct follow-up: Date of follow-up:
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ATTACHMENT 3.16

WORKING WITH THE COMMUNITY

Because schools exist within the context of a larger community, it's very important that in the
aftermath of a suicide or other death they establish and maintain open lines of communication with
community partners such as the coroner/medical examiner, police department, mayor's office,
funeral director, clergy, and mental health professionals.

KEY CONSIDERATIONS
The school is in a unique position to encourage open and constructive dialogue among important
community partners, as well as with the family.

Even in those realms where the school may have limited authority (such as the funeral), a
collaborative approach allows for the sharing of important information and coordination of
strategies. For example, a school may be able to offer relevant information (such as the likely
turnout at the funeral) and anticipate problems (such as the possibility that students may gather
late at night at the place where the deceased died). A coordinated approach can be especially
critical when the suicide death receives a great deal of media coverage and the entire community
becomes involved.

Coroner/Medical Examiner

The coroner or medical examiner is the best starting point for confirming that the death has in fact
been declared a suicide. (In some cases, it may also be necessary to contact the police department
to verify the information). It is important that schools Get The Facts First and ascertain that all
information is accurate before communicating with students.

However, given how quickly news and rumors spread {including through media coverage, e-mail,
texting, and social networking sites), schools may not be able to wait for a final determination
before they need to begin communicating with the students. In those cases, schools can say, "At this
time, this is what we know..."

There may also be cases in which there is disagreement between the authorities and the family
regarding the cause of death. For example, the death may have been declared a probable suicide but
the family believes it to have been a homicide or an accident. Or the death may have been declared a
suicide, but the family does not want this communicated, perhaps due to stigma, for fear of risking
contagion, or because they simply do not (yet) believe or accept that it was suicide.

Schools have a responsibility to balance the need to be truthful with the school community while
remaining sensitive to the family. They can take this opportunity to educate the community
(including potentially vulnerable students) about the causes and complexity of suicide and to
identify available mental health resources. For example, a school might say; "According to the
medical examiner, the death has been declared a suicide. It can sometimes be difficult for us to
be absolutely sure whether a death was intentional or not (for example, in the case of a drug
overdose or a motor vehicle accident involving a single vehicle). While we may never know all of
the details, we are deeply saddened, and want to take this opportunity to teach you some
important information about suicide and where you can find help.”

Of course, if a legal gag order is in effect, the school attorney should first research the applicable
state law regarding discussing the cause of death before the school issues a statement.
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ATTACHMENT 3.16

Police Department

The police will likely be an important source of information about the death, particularly if there is
an ongoing investigation (for example, if it has not yet been determined whether the death

was suicide or homicide). The school will need to be in close communication with the police to
determine (a) what they can and cannot say to the school community so as not to interfere with the
investigation, and (b) whether there are certain students who must be interviewed by the police
before the school can debrief or counsel them in any way.

There may also be situations in which the school has information that's relevant to the ability of the
police to keep students safe. For example, the school may become aware that students have
established a memorial off-campus and may even be engaging in dangerous behavior (such as
gathering in large groups at the site of the death at night or holding vigils at which alcohol is being
consumed) and may need to enlist the cooperation of the police to keep the students safe. The
school may also be in a unique position to brief the police (and even the family) about what to
expect at the funeral or memorial service in terms of turnout and other safety concerns.

Mayor's Office and Local Government

A student suicide death may reveal an underlying community-wide problem such as drug or
alcohol use, bullying, gang violence, or a possible community-wide suicide cluster. Because schools
function within-not separate from-the surrounding community, local government entities such as
the mayor's office can be helpful partners in promoting dialogue and presenting a united front in
the interest of protecting the community's young people.

Funeral Director

The school and funeral home are complementary sources of information for the community.
Schools are often in an excellent position to give the funeral director a heads-up about what

to expect at the funeral in terms of the number and types of students likely to attend, and the
possible need to have additional security present. The school can also provide information about
local counseling and other resources to the funeral directors, with the request that the information
be made available to attendees at the funeral.

Schools can ask the funeral director to provide (or recommend) materials that the school could
provide to students to help them prepare for the funeral. Schools can also encourage the funeral
director to talk to the family about the importance of scheduling the service outside of school hours,
encouraging students' parents to attend, and providing counselors to meet with distraught students
after the service (and the need for a quiet area in which to do so).

Clergy

Because the school may be in the best position to understand the risk of contagion, it can play an
important role by encouraging a dialogue between the family and the clergy (or whomever will be
officiating at the service) to help sensitize them to the issue. This dialogue may provide an
opportunity to explain the importance of not inadvertently romanticizing either the student or the
death in the eulogy, but instead emphasizing the connection between suicide and underlying
mental health issues such as depression or anxiety, which can cause substantial psychological pain
but may not be apparent to others (or may manifest as behavioral problems or substance abuse).

Of course, if the school has a religious affiliation, it will be important to include clergy who are on
staff in any communications and outreach efforts to support the student body, and encourage them
to be familiar with their faith's current understanding of the relationship between mental illness
and suicide.
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ATTACHMENT 3.16

Mental Health and Medical Communities

Most schools have counselors on staff, and it is important that these individuals are linked to other
mental health professionals in the community. In particular, 1t is advisable that the school establish
an ongoing relationship with a community mental health center that can see students in the event
of a psychiatric emergency. In the aftermath of a suicide death, schools will want to notify the
center to ensure seamless referrals if students show signs of disuess. Schools will also want to
publicize crisis hotline numbers such as Lifeline: 800-273-TALK (8255).

In addition, schools can encourage the local medical community, including primary care doctors
and pediatricians, to screen for depression, substance abuse, and other relevant disorders in the
youth they see.

Outside Trauma Responders

Working with schools in the aftermath of a suicide death can easily exhaust school crisis team
members, which can interfere with their ability to effectively assist the students. Bringing in trained
trauma responders from other school districts or local mental health or crisis centers to work
alongside the school's crisis team members-and to provide care for the caregivers-can be quite
helpful.

Community Organizations
Schools may also wish to network with their local chapter of the American Foundation for
Suicide Prevention and with suicide bereavement support groups (see http://www.afsp.org).

Additional Information
SPAN USA and Suicide Prevention Resource Center (SPRC). Help at Hand: Supporting Survivors of
Suicide loss. A guide for funeral directors. (2008). http://www.sprc./library/funeraldirectors.pdf

Suicide Prevention Resource Center (SPRC). After a suicide: Recommendations for religious
services and other public memorial observances. (2004).
http://www.sprc.org/library/aftersuicide.pdf

Suicide Prevention Resource Center (SPRC). Consensus Statement on Suicide and Suicide

Prevention from an Interfaith Dialogue. (2009).
http://www.sprc.org/library/Consensus_Statement.pdf

AFSO & SPRC: After a Suicide: A Toolkit for Schools 2011
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ATTACHMENT 3.17

GUIDELINES FOR ANNIVERSARIES OF A DEATH

A revisiting of grief feelings can resurface on or near the anniversary date of a tragic loss. In some
cultures there is a memorial ceremony held about one year after a death. Faculty and staff, if
reminded of the anniversary, can be prepared to monitor and support students at that time. Adults
are not immune to this, and so staff members may also revisit the loss. The postvention team may
consider a follow-up program on the anniversary date. The school should be prepared for grief and
emotions associated with the death that may also occur on other occasions, such as:

* The birthday of the person who died
* Holidays

¢ Athletic or other events in which the deceased would have participated

* The start of a school year
*  Proms
* Graduation
The following actions can help a school prepare for such an anniversary:

* Remind staff to be aware that students may experience emotional reactions

* Educate staff about the warning signs of suicide and how to recognize and respond to
students who may be at risk or experience severe emotions

* Remind staff that they may also experience an emotional reaction on this date

* Have grief counselors or mental health professionals on call

Adapted from Kerr, M , Brent, D., McKain, B., & McCommons, P (2003). Postvention standards manual:
A guide for a schools response in the aftermath of sudden death (4t ed.) Pittsburgh: University of
Pittsburgh/Western Psychiatric Institute and Clinic
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ATTACHMENT 3.18

GUIDELINES FOR WORKING WITH THE MEDIA

The staff person responsible for working with the media should prepare a written statement for

release to those media representatives who request it. The statement should include the

following:
o A very brief statement acknowledging the death of the student that does not include
details about the death
o An expression of the school's sympathy to the survivors of the deceased
o Information about the school's postvention policy and program

All other staff (including school board members) should:

o Refrain from making any comments to or responding to requests from the media

o Refer all requests from the media to the person responsible for working with the media

Media representatives should:

o Not be permitted to conduct interviews on the school grounds

o Not be allowed to attend parent and student group meetings in order to protect
information shared by parents who are concerned about their children

o Be provided with a copy of SPRC's information sheet "At-a-Glance: Safe Reporting
on Suicide," which can be found at http://www.sprc.org/library/at_a_glance.pdf

Adapted from Kerr, M, Brent, D., McKain, B.,, & McCommons, P. (2003). Postvention standards
manual: A guide for a school's response in the aftermath of sudden death (4th ed.) Pittsburgh:
University of Pittsburgh/Western Psychiatric Institute and Clinic.
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ATTACHMENT 3.19

SOCIAL MEDIA

The term social media refers to the various Internet and mobile communications tools (such as texting, Facebook,
Twitter, YouTube, MySpace and others) that may be used to communicate information extremely rapidly, often to
large numbers of people. In the emotionally charged atmosphere that can follow a suicide death, schools may be
inclined to try to control or stifle such communications by students-a task that is virtually impossible in any event,
since they generally take place outside of school hours and property. Schools can, however, utilize social media
effectively to disseminate information and promote suicide prevention efforts.

KEY CONSIDERATIONS

Following a suicide death, students may immediately turn to social media for a variety of purposes, including
transmitting news about the death (both accurate and rumored), calling for impromptu gatherings (both safe and
unsafe), creating online memorials (both moving and risky), and posting messages (both appropriate and hostile)
about the deceased.

Although schools may initially consider social media to be outside of its traditional jurisdiction, they can in fact
collaborate with students and utilize these tools to disseminate important and accurate information to the school
community, identify students who may be in need of additional support or further intervention, share resources
for grief support and mental health care, and promote safe messages that emphasize suicide prevention and
minimize the risk of suicide contagion.

Involve Students

It can be very beneficial for a designated member of the Crisis Response Team (ideally someone from the school's
information technology department) to reach out to friends of the deceased and other key students to work
collaboratively in this area. Working in partnership with student leaders will enhance the credibility and
effectiveness of social media efforts, since the students themselves are in the best position to help identify the
particular media favored by the student body, engage their peers in honoring their friend's life appropriately and
safely, and inform school staff about online communications that may be worrisome.

Students who are recruited to help should be reassured that school staff are only interested in supporting a healthy
response to their peer's death, not in thwarting communication. They should also be made aware that staff are
available and prepared to intervene if any communications reveal cause for concern.

Disseminate Information

* Schools may already have a website and/or an online presence (or page) on one or more social media sites;
students can help identifY others that are currendy popular. These can be used to proactively communicate
with students, teachers, and parents about:

* The funeral or memorial service (schools should of course check with the student's family before sharing
information about the funeral)

*  Where students can go for help or meet with counselors

* Mental illness and the causes of suicide

* Local mental health resources

* The National Suicide Prevention Lifeline number: 800-273-TALK (8255)

* National suicide prevention organizations such as the National Suicide Prevention Lifeline (http:llwww.
suicidepreyentionlifeline.org), the American Foundation for Suicide Prevention (http:1/ afsp.or.g),

Schools should emphasize help-seeking and suicide prevention. More specific guidance for

safe message content may be found at http://www.sprc.org/llbrazy/SafeMessagingfina].pdf. Students can also be
enlisted to post this information on their own online pages.
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ATTACHMENT 3.19

Online Memorial Pages
Online memorial pages and message boards have become common practice in the aftermath of a death.

Some schools (with the permission and support of the deceased student's family) may choose to establish a
memorial page on the school website or on a social networking site. As with all memorialization following a suicide
death, such pages should take care not to glamorize the death in ways that may lead other at-risk students to
identify with the person who died. It is therefore vital that memorial pages utilize safe messaging, include
resources, be monitored by an adult, and be time-limited.

It is recommended that online memorial pages remain active for up to 30 to 60 days after the death, at which time
they should be taken down and replaced with a statement acknowledging the caring and supportive messages that
had been posted and encouraging students who wish to further honor their friend to consider other creative
suggestions.

If the student's friends create a memorial page of their own, it is important that school personnel communicate
with the students to ensure that the page includes safe messaging and accurate information. School personnel
should also join any student-initiated memorial pages so that they can monitor and respond as appropriate.

Monitor and Respond
To the extent possible, social media sites {including the deceased's wall or personal profile pages)
should be monitored for:

* Rumors

* Information about upcoming or impromptu gatherings

* Derogatory messages about the deceased

* Messages that bully or victimize current students

* Comments indicating students who may themselves be at risk

Responses may include posting comments that dispel rumors, reinforce the connection between mental illness and
suicide, and offer resources for mental health care. In some cases, the appropriate response may go beyond simply
posting a comment, safe message, or resource information. It may extend to notifying parents and local law
enforcement about the need for security at a late-night student gathering, for example.

In some cases it may be necessary to take action against so-called trolls who may seek out memorial pages on
social media sites and post deliberately offensive messages and pictures. Most sites have a report mechanism or
comparable feature, which enables users to notify the site of the offensive material and request that it be removed.
The administrator of the memorial page may also be able to block particular individuals from accessing the site.
Because the available options vary from site to site and can evolve over time, schools are advised to contact the
particular site for instructions.

The National Suicide Prevention Lifeline has developed an in-depth online postvention manual that details how to
find various social media sites and other online groups, post resources, and reach out to parents. It also includes
case examples and resource links and is available at

On occasion, schools may become aware of posted messages indicating that another student may be at risk of
suicide. Messages of greatest concern may suggest hopelessness or refer to plans to join the deceased student. In
those instances, it may be necessary to alert the student's family and/or contact the National Suicide Prevention
Lifeline to request that a crisis center follow up with the student.

Additional Information

National Suicide Prevention Lifeline. Lifeline online postvention manual.
http://www.sprc.org/library/LifelineOnlinePostventionManual.pdf

Suicide Prevention Resource Center (SPRC). Safe and Effective Messaging for Suicide Prevention. (2006).
http://www.sprc.org/library/SafeMessagingfinal.pdf
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ATTACHMENT 3.20

SAMPLE MEDIA STATEMENT

To be provided to local media outlets either upon request or proactively.

School personnel were informed by the coroner's office thata ____ year-old student at

school has died. The cause of death was suicide. Our thoughts and support go out to [his/her] family
and friends at this difficult time.

The school will be hosting a meeting for parents and others in the community at
[date/time/location]. Members of the school's Crisis Response Team [or mental health
professionals] will be present to provide information about common reactions following a suicide
and how adults can help youths cope. They will also provide information about suicide and mental
illness in adolescents, including risk factors and warning signs of suicide, and will address
attendees' questions and concerns. A meeting announcement has been sent to parents, who can
contact school administrators or counselors at [number] or
[e-mail address] for more information.

Trained crisis counselors will be available to meet with students and staff starting tomorrow and
continuing over the next few weeks as needed.

Suicide Warning Signs
These signs may mean someone is at risk for suicide. Risk is greater if a behavior is new or has
recently increased in frequency or intensity, and if it seems related to a painful event, loss, or
change.

* Talking about wanting to die or kill oneself

* Looking for ways to kill oneself, such as searching online or buying a gun

* Talking about feeling hopeless or having no reason to live

* Talking about feeling trapped or in unbearable pain

* Talking about being a burden to others

* Increasing the use of alcohol or drugs

* Acting anxious or agitated, or behaving recklessly

* Sleeping too little or too much

* Withdrawing or feeling isolated

* Showing rage or talking about seeking revenge

* Displaying extreme mood swings

National Suicide Prevention Lifeline
1-800-273-TALK (8255)

Santa Clara County Suicide and Crisis Hotline
1-855-278-4204

Adolescent Counseling Services
650-424-0852 www.acs-teens.org

Local Mental Health Resources:
Refer to Appendix B1, Resource List, PAUSD Comprehensive Suicide Prevention Toolkit

Recommendations for Reporting on Suicide

Research has shown that graphic, sensationalized, or romanticized descriptions of suicide deaths in
the news media can contribute to suicide contagion ("copycat” suicides), particularly among youth.
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ATTACHMENT 3.20

Media are strongly encouraged to refer to the document "Reporting on Suicide: Recommendations
for the Media,"” which is available at http://www.afsp.org/media and
http://www.sprc.org/library/at a glance.pdf

Media Contact
Name Title
School Phone

E-Mail Address

AFSP & SPRC After a Suicide: A Toolkit for Schools 2011
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ATTACHMENT 3.21

KEY MESSAGES FOR MEDIA SPOKESPERSON

For use when fielding media inquiries.

Suicide/Mental Illness

Depression is the leading cause of suicide in teenagers.

About 6 percent of teenagers will develop depression yearly. Sadly, more than 80 percent of
these kids will not have their illness properly diagnosed or treated, which can also lead to
school absenteeism, failing grades, dropouts, crimes, and drug and alcohol abuse.
Depression is among the most treatable of all mood disorders. More than three fourths of
people with depression respond positively to treatment.

The best way to prevent suicide is through early detection, diagnosis, and vigorous
treatment of depression and other mental disorders, including addictions.

School's Response Messages

We are heartbroken over the death of one of our students. Our hearts, thoughts, and prayers
go out to [his/her] family and friends, and the entire community.

We will be offering grief counseling for students, faculty and staff starting on [date] through
[date].

We will be hosting an informational meeting for parents and the community regarding
suicide prevention on [date/time/location]. Experts will be on hand to answer questions.
No 1V cameras or reporters will be allowed in the school or on school grounds.

School Response to Media

Media are strongly encouraged to refer to the document "Reporting on Suicide:
Recommendations for the Media," which is available at http://www. afsp.org/media and
http://www. sprc.org/library/at_a _glance.pdf

Research has shown that graphic, sensationalized, or romanticized descriptions of suicide
deaths in the news media can contribute to suicide contagion ("copycat" suicides),
particularly among youth.

Media coverage that details the location and manner of suicide with photos or video
increases risk of contagion.

Media should also avoid oversimplifying cause of suicide (e.g., "student took his own life
after breakup with girlfriend"). This gives the audience a simplistic understanding of a very
complicated issue.

Instead, remind the public that more than 90 percent of people who die by suicide have an
underlying mental disorder such as depression.

Media should include links to or information about helpful resources such as local crisis
hotlines or the National Suicide Prevention Lifeline 800-273-TALK (8255).

AFSP & SPRC: After a Suicide A Toolkit for Schools 2011
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ATTACHMENT 3.22

RECOMMENDATIONS FOR
REPORTING ON SUICIDE®

Developed in collaboration with: American Association of Suicidology, American Foundation for Suicide Prevention, Annenberg
Public Policy Center, Associated Press Managing Editors, Canterbury Suicide Project - University of Otago, Christchurch,
New Zealand, Columbia University Department of Psychiatry, ConnectSafely.org, Emotion Technology, International Association
for Suicide Prevention Task Force on Media and Suicide, Medical University of Vienna, National Alliance on Mental lliness,
National Institute of Mental Health, National Press Photographers Association, New York State Psychiatric Institute, Substance
Abuse and Mental Health Services Administration, Suicide Awareness Voices of Education, Suicide Prevention Resource Center,
The Centers for Disease Control and Prevention (CDC) and UCLA School of Public Health, Community Health Sciences.

IMPORTANT POINTS FOR COVERING SUICIDE

¢ More than 50 research studies worldwide have found that certain types of news coverage can increase
the likelihood of suicide in vulnerable individuals. The magnitude of the increase is related to the amount,
duration and prominence of coverage.

» Risk of additional suicides increases when the story explicitly describes the suicide method, uses dramatic/
graphic headlines or images, and repeated/extensive coverage sensationalizes or glamorizes a death.

¢« Covering suicide carefully, even briefly, can change public misperceptions and correct myths, which can
encourage those who are vulnerable or at risk to seek help.

Suicide is a public health issue. Media and online coverage Suicide Contagion or “Copycat Suicide”
of suicide should be informed by using best practices. Some occurs when one or more suicides
suicide deaths may be newsworthy. However, the way media are reported in a way that contributes
cover suicide can influence behavior negatively by contributing to another suicide.

to contagion or positively by encouraging help-seeking.

References and additional information can be found at: www.ReportingOnSuicide.org.

INSTEAD OF THIS: @ DO THIS:

Big or sensationalistic headlines, or prominent e Inform the audience without sensationalizing
placement (e.g., “Kurt Cobain Used Shotgun to the suicide and minimize prominence (e.g.,
Commit Suicide”). “Kurt Cobain Dead at 27”).

Including photos/videos of the location or method of Use school/work or family photo; include hotline
death, grieving family, friends, memorials or funerals. logo or local crisis phone numbers.

Describing recent suicides as an “epidemic, ” Carefully investigate the most recent CDC data and
“skyrocketing,” or other strong terms. use non-sensational words like “rise” or “higher.”

Describing a suicide as inexplicable or Most, but not all, people who die by suicide exhibit
“without warning.” warning signs. Include the “Warning Signs” and “What
to Do” sidebar (from p. 2) in your article if possible.

“John Doe left a suicide note saying...”. “A note from the deceased was found and is being
reviewed by the medical examiner.”

Investigating and reporting on suicide similar Report on suicide as a public health issue.
to reporting on crimes.

Quoting/interviewing police or first responders Seek advice from suicide prevention experts.

about the causes of suicide.

6 3

Referring to suicide as “successful,” “unsuccessful’ Describe as “died by suicide” or “completed”

or a “failed attempt.” or “killed him/herself.”
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| | AVOID MISINFORMATION AND OFFER HOPE

Suicide is complex. There are almost always multiple causes,
including psychiatric illnesses, that may not have been
recognized or treated. However, these illnesses are treatable.

Refer to research findings that mental disorders and/or
substance abuse have been found in 90% of people who
have died by suicide.

Avoid reporting that death by suicide was preceded by a

single event, such as a recent job loss, divorce or bad grades.

Reporting like this leaves the public with an overly simplistic
and misleading understanding of suicide.

Consider quoting a suicide prevention expert on causes
and treatments. Avoid putting expert opinions in a
sensationalistic context.

Use your story to inform readers about the causes of
suicide, its warning signs, trends in rates and recent
treatment advances.

Add statement(s) about the many treatment options
available, stories of those who overcame a suicidal
crisis and resources for help.

Include up-to-date local/national resources where
readers/viewers can find treatment, information and

HELPFUL SIDE-BAR FOR STORIES

WARNING SIGNS OF SUICIDE

Talking about wanting to die
Looking for a way to kill oneself

Talking about feeling hopeless or
having no purpose

Talking about feeling trapped or
in unbearable pain

Talking about being a burden
to others

Increasing the use of alcohol or drugs
Acting anxious, agitated or recklessly
Sleeping too little or too much
Withdrawing or feeling isolated

Showing rage or talking about
seeking revenge

Displaying extreme mood swings

The more of these signs a person shows,

advice that promotes help-seeking. the greater the risk. Warning signs are

associated with suicide but may not

be what causes a suicide.

SUGGESTIONS FOR ONLINE MEDIA, MESSAGE
BOARDS, BLOGGERS & CITIZEN JOURNALISTS

WHAT TO DO

Bloggers, citizen journalists and public commentators can
help reduce risk of contagion with posts or links to treatment
services, warning signs and suicide hotlines.

Include stories of hope and recovery, information on how
to overcome suicidal thinking and increase coping skKills.

The potential for online reports, photos/videos and stories
to go viral makes it vital that online coverage of suicide
follow site or industry safety recommendations.

Social networking sites often become memorials to the
deceased and should be monitored for hurtful comments
and for statements that others are considering suicide.
Message board guidelines, policies and procedures could
support removal of inappropriate and/or insensitive posts.

If someone you know exhibits

warning signs of suicide:

MORE INFORMATION AND RESOURCES AT:

www.ReportingOnSuicide.org or the following local resources:

112

Do not leave the person alone

Remove any firearms, alcohol,
drugs or sharp objects that could
be used in a suicide attempt

Call the U.S. National Suicide Prevention
Lifeline at 800-273-TALK (8255)

Take the person to an emergency
room or seek help from a medical
or mental health professional

THE NATIONAL SUICIDE
PREVENTION LIFELINE

800-273-TALK (8255)
A free, 24/7 service g NATIONAL |

SUICIDE

PREVENTION
LIFELINE

1-800-273-TALK (8255)

that can provide
suicidal persons or
those around them
with support,
information and
local resources.
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ATTACHMENT 3.23

SUICIDE PREVENTION RESOURCE CENTER

At-a-Glance: Safe Reporting on Suicide

Research indicates that the way suicide is reported in the media can contribute to additional suicides and suicide attempts.
Conversely, stories about suicide can inform readers and viewers about the likely causes of suicide, its warning signs,
trends in suicide rates, and recent treatment advances. The following recommendations have been developed to assist

reporters and editors in safe reporting on suicide.

For Reporters

What to Avoid

* Avoid detailed descriptions of the suicide, including specifics

of the method and location.
Reason: Detailed descriptions increase the risk of a
vulnerable individual imitating the act.

Avoid romanticizing someone who has died by suicide. Avoid
featuring tributes by friends or relatives. Avoid first-person
accounts from adolescents about their suicide attempts.
Reason: Positive attention given to someone who has died
(or attempted to die) by suicide can lead vulnerable indi-
viduals who desire such attention to take their own lives.

Avoid glamorizing the suicide of a celebrity.

Reason: Research indicates that celebrity suicides can
promote copycat suicides among vulnerable people.
Do not let the glamour of the celebrity obscure any
mental health or substance abuse problems that may
have contributed to the celebrity’s death.

Avoid oversimplifying the causes of suicides, murder-suicides,
or suicide pacts, and avoid presenting them as inexplicable
or unavoidable.

Reason: Research shows that from 60-90 percent

of suicide victims have a diagnosable mental illness
and/or substance use disorder. People whose suicide
act appears to be triggered by a particular event often
have significant underlying mental health problems
that may not be readily evident, even to family and
friends. Studies also have found that perpetrators of
murder-suicides are often depressed, and that most
suicide pacts involve one individual who is coercive
and another who is extremely dependent.

Avoid overstating the frequency of suicide.

Reason: Overstating the frequency of suicide (by, for
example, referring to a “suicide epidemic”) may cause
vulnerable individuals to think of it as an accepted or
normal response to problems. Even in populations that

have the highest suicide rates, suicides are rare.

* Avoid using the words “committed suicide” or “failed” or
“successful” suicide attempt.
Reason: The verb “committed” is usually associated
with sins or crimes. Suicide is better understood in a
behavioral health context than a criminal context. Con-
sider using the phrase “died by suicide.” The phrases
“successful suicide” or “failed suicide attempt” imply
favorable or inadequate outcomes. Consider using
“death by suicide” or “non-fatal suicide attempt.”

What to Do

» Always include a referral phone number and information
about local crisis intervention services.
Refer to: The National Suicide Prevention Lifeline
toll-free number, 1-800-273-TALK (273-8255), which
is available 24/7, can be used anywhere in the United
States, and connects the caller to a certified crisis cen-
ter near where the call is placed. More information can
be found on the National Suicide Prevention Lifeline
website: www.suicidepreventionlifeline.org

» Emphasize recent treatment advances for depression and
other mental illness. Include stories of people whose treat-
ment was life-saving or who overcame despair without
attempting suicide.

Refer to: Suicide Prevention Resource Center’s research
and news briefs: www.sprc.org/news/research.asp

* Interview a mental health professional who is knowledge-
able about suicide and the role of treatment or screening for
mental disorders as a preventive strategy.

Refer to: The American Foundation for Suicide Pre-
vention’s “Talk to the Experts” page: www.afsp.org, view
About Suicide, click on For the Media to locate the Talk to

the Experts section.
Continued M

Suicide Prevention Resource Center ¢ www.sprc.org ¢ |1-877-GET SPRC (1-877-438-7772)
Education Development Center, Inc. ¢ 55 Chapel Street, Newton, MA 02458-1060
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For Reporters coninued

Reporters may also contact the Suicide Prevention
Resource Center at 1-877-GET-SPRC (438-7772), the
American Association of Suicidology at (202) 237-2280,
or the Suicide Prevention Action Network USA at
(202) 449-3600.

Emphasize decreasing trends in national suicide rates over
the past decade.

Refer to: CDC’s (Centers for Disease Control and Pre-
vention) WISQARS (Web-based Injury Statistics Query
and Reporting System): www.cdc.gov/ncipc/wisqars/ or
talk with an expert (see previous recommendation).
Emphasize actions that communities can take to prevent
suicides.

Refer to: CDC Recommendations for a Community

ATTACHMENT 3.23

Plan for the Prevention and Containment of Suicide
Clusters: wonder.cdc.gov/wonder/PrevGuid/p0000214/
p0000214.asp

Best Practices Registry for Suicide Prevention:
www.sprc.org/featured_resources/bpr/index.asp

Report on activities coordinated by your local or state
suicide prevention coalition.

Refer to: Your state suicide prevention contact will be
able to tell you if there are local groups or organiza-
tions providing suicide prevention training in your
community. See the Suicide Prevention Resource
Center’s State Suicide Prevention webpages:
www.sprc.org/stateinformation/index.asp

For Editors

What to Avoid

* Avoid giving prominent placement to stories about suicide.
Avoid using the word “suicide” in the headline.
Reason: Research shows that each of the following
lead to an increase in suicide among media con-
sumers: the placement of stories about suicide, the
number of stories (about a particular suicide, or sui-
cide in general), and dramatic headlines for stories.
Using the word “suicide” or referring to the cause
of death as “self-inflicted” in headlines increases the
likelihood of suicide contagion.

* Avoid describing the site or showing pictures of the suicide.

Reason: Research indicates that such detailed cover-
age encourages vulnerable people to imitate the act.

What to Do

* Suggest that all reporters and editors review Reporting
on Suicide: Recommendations for the Media.
These guidelines for responsible reporting of suicide
were developed by a number of Federal agencies

and private organizations, including the Annenberg
Public Policy Center.

Refer to: www.afsp.org, view About Suicide, click on
For the Media section

Encourage your reporters to review examples of good
and problematic reporting of suicide.

Refer to: The American Foundation for Suicide
Prevention’s website: www.afsp.org, view About Suicide,
click on For the Media section

Include a sidebar listing warning signs, or risk and
protective factors for suicide.

Refer to: American Association of Suicidology’s
warning signs: www.sprc.org/library/helping.pdf
National Strategy for Suicide Prevention’s risk and
protective factors: www.sprc.org/library/srisk.pdf

National Institute of Mental Health, Suicide Preven-
tion: www.nimh.nih.gov/topics/suicide-prevention.shtml

The recommendations in this publication were adapted in 2005, from Reporting on Suicide: Recommendations for the Media, a
2001 report by the Centers for Disease Control and Prevention, National Institute of Mental Health, Office of the Surgeon
General, Substance Abuse and Mental Health Services Administration, American Foundation for Suicide Prevention, American
Association of Suicidology, and Annenberg Public Policy Center. www.afsp.org, view About Suicide, click on For the Media section.

We would like to acknowledge Madelyn Gould of Columbia University for her many contributions to this document. Additionally, we thank
Lanny Berman, Lidia Bernik, Ann Haas, Karen Marshall, and Dan Romer for their input.

WWW.SpIC.0rg
Created 2005 - Updated 2007
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APPENDIX A:
Suicide Prevention Policies & Educational Standards

A1. PAUSD BP 5141.52: Suicide Prevention and Related Mental Health Promotion
A2.PAUSD AR 5141.52: Suicide Prevention and Related Mental Health Promotion

A3. Health Education Content Standards for California Public Schools:
Mental, Emotional, and Social Health (High School)
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APPENDIX A1

SCHOOL BOARD PoOLICY

SUICIDE PREVENTION AND RELATED MENTAL HEALTH PROMOTION

The Board of Education recognizes that suicide is a major cause of death among youth and should be taken
seriously. In order to attempt to reduce suicidal behavior and its impact on students and families, the
Superintendent or designee shall develop preventive strategies and intervention procedures.

The Superintendent or designee shall involve school health professionals, school counselors, administrators, other
staff, parents/guardians, students, local health agencies and professionals, and community organizations in
planning, implementing, and evaluating the district’s strategies for suicide prevention and intervention.

Prevention and Instruction

Suicide prevention strategies shall include, but not be limited to, efforts to promote a positive school climate
that enhances students’ feelings of connectedness with the school and is characterized by caring staff and
harmonious interrelationships among students.

The district’s instructional and student support program shall promote the healthy mental, emotional, and social
development of students including, but not limited to, the development of problem-solving skills, coping skills, and
resilience.

The Superintendent or designee may offer parents/guardians education or information which describes the
severity of the youth suicide problem, the district’s suicide prevention efforts, risk factors and warning signs of
suicide, basic steps for helping suicidal youth, reducing the stigma of mental illness, and/or school and community
resources that can help youth in crisis.

Staff Development

Suicide prevention training for staff shall be designed to help staff identify and find help for students at risk of
suicide. The training shall be offered under the direction of district staff and/or in cooperation with one or more
community mental health agencies and may include information on:

1. Research identifying risk factors, such as previous suicide attempt(s), history of depression or mental
illness, substance use problems, family history of suicide or violence, feelings of isolation, interpersonal
conflicts, a recent severe stressor or loss, family instability, and other factors.

2. Warningsigns that may indicate suicidal intentions,including changes in students’
appearance, personality, or behavior.

3. Research-based instructional strategies for teaching the suicide prevention curriculum and promoting
mental and emotional health.

4. School and community resources and services for students and families in crisis and ways to access them.

5. District procedures for intervening when a student attempts, threatens, or discloses the desire to die by
suicide.

Intervention
Whenever a staff member suspects or has knowledge of a student’s suicidal intentions, he/she shall promptly
notify the principal, another school administrator, psychologist, or school counselor. The principal, another school

administrator, psychologist, or counselor shall then notify the student’s parents/guardians as soon as possible and
may refer the student to mental health resources in the school or community.
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APPENDIX A1

Students shall be encouraged through the education program and in school activities to notify a teacher, principal,
another school administrator, counselor, or other adult when they are experiencing thoughts of suicide or when
they suspect or have knowledge of another student’s suicidal intentions.

The Superintendent or designee shall establish crisis intervention procedures to ensure student safety and
appropriate communications in the event that a suicide occurs or an attempt is made by a member of the student
body or staff on campus or at a school-sponsored activity.

Also see:

cf. 4131 - Staff Development

cf. 5022 - Student and Family Privacy Rights cf. 5125 - Student Records

cf. 5030 - Student Wellness

cf. 5141 - Health Care and Emergencies cf. 5137 - Positive School Climate

cf. 5143 - Nondiscrimination/Harassment

cf. 6142.8 - Comprehensive Health Education cf. 6164.2 - Guidance/Counseling Services

BP 5141.52

Adopted: 06.01.10

PALO ALTO UNIFIED SCHOOL DISTRICT
Palo Alto, California
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APPENDIX A2

ADMINISTRATIVE REGULATION

SUICIDE PREVENTION AND RELATED MENTAL HEALTH PROMOTION

Prevention and Instruction
The District’s suicide prevention curriculum shall be designed to help students to:

1. Identify and analyze signs of depression and self-destructive behaviors and understand how feelings of
depression, loss, isolation, inadequacy, and anxiety can lead to thoughts of suicide.

2. ldentify alternatives to suicide and develop coping and resiliency skills.
3. Learn to share feelings and get help when friends are showing signs of suicidal intent.

4. ldentify community crisis intervention resources where help is available and recognize that there is no stigma
associated with seeking mental health, substance abuse, gender identity, or other support services.

Staff Development

1. Annual in-service suicide prevention training will be conducted in order for the district staff to learn to
recognize the warning signs of suicidal crisis, to understand how to help suicidal youths, and to identify community
resources. All staff will learn to identify potentially suicidal students, to take preventative precautions, and to
report suicide threats to the appropriate authorities. Training will be offered under the direction of trained district
counselors/psychologists.

2. Staff shall promptly report suicidal threats or statements to the principal or to a trained district
counselor/psychologist, who shall promptly report threats or statements to the student’s parents/guardians and
take appropriate action until the parent or guardian arrives.

Intervention
Immediate Intervention for a Suicide Threat or Attempt
When a suicide attempt or threat is reported, the principal or designee shall:

Ensure the student’s physical safety by one of the following, as appropriate:

Securing immediate medical treatment if a suicide attempt has occurred.

Securing law enforcement and/or other emergency assistance if a suicidal act is being actively threatened.
Keeping the student under continuous adult supervision until the parent/guardian and/or appropriate support
agent or agency can be contacted and has the opportunity to intervene.

THE STUDENT MUST NOT BE LEFT ALONE.

2. Designate specific individuals to be promptly contacted, including the school counselor, psychologist, nurse,
superintendent, and/or the student’s parent/guardian, and as necessary, local law enforcement or mental health
agencies.

3. Document the incident in writing as soon as feasible.

4. Follow up with the parent/guardian and student in a timely manner to provide referrals to appropriate services
as needed.

5. Provide access to counselors or other appropriate personnel to listen to and

support students and staff who are directly or indirectly involved with the incident at the school.

6. Provide an opportunity for all who respond to the incident to debrief, evaluate the effectiveness of the
strategies used, and make recommendations for future actions.

7. Document the steps taken in the student’s record.

8. Develop an effective plan for reintegration of the student into school following the crisis.
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Intervention after a Death Suggested to be Suicide
When a tragedy occurs and a student dies, the principal or designee shall:

1. Contact the Superintendent. District Office staff will contact other schools and remind them to identify and
provide counseling to any student who might have known or been connected in any way with the student
who died.

2. Call an emergency staff meeting to relay known information and formulate appropriate procedures for
supporting students, staff, and parents. The death should not be called a suicide. This is a legal
determination that can only be made by the coroner’s office. It should be referred to as a death or a tragic
death.

3. Talk with students who were in class with the student by going to that classroom.
4. Contact other students who might know the student in direct, one-to-one conversations.

5. Provide counseling support to students. Contact additional psychologists/counselors to increase the
available support. Have a place available for students to go to (Support Room) and walk around campus to
be available for any student needing support. Counselors should follow the student’s schedule

6. and be available to assist the students and teachers in those classes. Students must be allowed to grieve,
but there should be no large group gatherings such as an assembly. Students should not be allowed to
congregate in groups without adult supervision. Identify any students who might be at risk and call them
in to talk.

7. Contact the family to express condolences and to let them know what the school is doing. Ask when the
family would like the student’s personal items returned to them. The student’s locker should be cleaned
out and contents returned to the parents at an appropriate time.

8. Designate a spokesperson who will respond to questions and inquiries from the media and work with the
media to assure responsible reporting (see American Foundation for Suicide Prevention guidelines).

9. School will be conducted as usual to the greatest extent possible. In no case should school be canceled.

10. Prepare a note to send home to parents indicating that a tragic death has occurred and that post
intervention procedures and counseling has begun.

11. Schedule a parent meeting as soon as possible to help parents deal with the issue and to advise them how
to help students.

Also see:

cf. 4131 - Staff Development

cf. 5022 - Student and Family Privacy Rights cf. 5125 - Student Records

cf.- 5030 - Student Wellness

¢f. 5141 - Health Care and Emergencies cf. 5137 - Positive School Climate

¢f. 5143 - Nondiscrimination/Harassment

cf. 6142.8 - Comprehensive Health Education cf. 6164.2 — Guidance/Counseling Services

Administrative Regulation PALO ALTO UNIFIED SCHOOL DISTRICT
Approved: June 1,2010 Palo Alto, California
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APPENDIX A3

MENTAL, EMOTIONAL, AND SOCIAL HEALTH STANDARDS — GRADES 9-12

Standard 1: Essential Concepts

1.1.M Describe the benefits of having positive relationships with trusted adults.

1.2.M Analyze the qualities of healthy peer and family relationships.

1.3.M Describe healthy ways to express caring, friendship, affection, and love.

1.4.M Describe qualities that contribute to a positive self-image.

1.5.M Describe how social environments affect health and well-being.

1.6.M  Describe the importance of recognizing signs of disordered eating and other common mental health
conditions.

1.7.M Analyze signs of depression, potential suicide, and other self-destructive behaviors.

1.8.M Explain how witnesses and bystanders can help prevent violence by reporting dangerous situations.

1.9.M C(lassify personal stressors at home, in school, and with peers.

1.10.M Identify warning signs for suicide.

1.11.M Identify loss and grief.

Standard 2: Analyzing Influences
2.1.M Analyze the internal and external issues related to seeking mental health assistance.

Standard 3: Accessing Valid Information

3.1.M Access school and community resources to help with mental, emotional, and social health concerns.

3.2.M Evaluate the benefits of professional services for people with mental, emotional, or social health
conditions.

Standard 4: Interpersonal Communication
4.1.M Seek help from trusted adults for oneself or a friend with an emotional or social health problem.
4.2.M Discuss healthy ways to respond when you or someone you know is grieving.

Standard 5: Decision Making

5.1.M Monitor personal stressors and assess techniques for managing them.

5.2.M Compare various coping mechanisms for managing stress.

5.3.M Analyze situations when it is important to seek help with stress, loss, an unrealistic body image, and
depression.

Standard 6: Goal Setting

6.1.M Evaluate how preventing and managing stress and getting help for mental and social problems can
help a person achieve short- and long-term goals.

6.2.M Seta goal to reduce life stressors in a health-enhancing way.
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APPENDIX A3

Standard 7: Practicing Health-Enhancing Behaviors

7.1.M
7.2.M
7.3.M
7.4.M
7.5.M

7.6.M

Assess personal patterns of response to stress and use of resources.

Practice effective coping mechanisms and strategies for managing stress.

Discuss suicide prevention strategies.

Practice respect for individual differences and diverse backgrounds.

Participate in clubs, organizations, and activities in the school and in the community that offer
opportunities for student and family involvement.

Practice setting personal boundaries in a variety of situations.

Standard 8: Health Promotion

8.1.M Support the needs and rights of others regarding mental and social health.
8.2.M Promote a positive and respectful environment at school and in the community.

8.3.M

Object appropriately to teasing of peers and community members that is based on perceived
personal characteristics and sexual orientation.

from California Department of Education
http://www.cde.ca.gov/be/st/ss/
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APPENDIX B:
Student and Parent Handouts & Resources

B1. Mental Health Resources List
B2. Student Mental Health Handout
B3. Parent Handouts

B3i. When Your Child Expresses Suicidal Thoughts or Behaviors:
What to Do & Available Services/Resources

B3ii. Self-Care Advice for Parents with a Child in Crisis

B3iii. Risk Factors for Youth Suicide, SAMHSA Toolkit

B3iv. Recognizing & Responding to Warning Signs of Suicide, SAMHSA Toolkit
B3v. PAUSD Safety Plan
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APPENDIX B1
Mental Health Resources

American Academy of Child and Adolescent Psychiatry www.aacap.org

American Foundation for Suicide Prevention www.afsp.org

American Psychological Association www.apahelpcenter.org

Anxiety and Depression Association of America www.adaa.org

Balanced Mind Foundation (mood disorders) www.thebalancedmind.org

Building Bridges Initiative www.buildingbridges4youth.org

Child and Adolescent Bipolar Foundation: The Balanced Mind Foundation www.thebalancedmind.org
Depression and Bipolar Support Alliance http://www.dbsalliance.org

Depression Resource Center http://www.aacap.org/cs/Depression.ResourceCenter

Depression Toolkit University of Michigan Depression Center http://www.depressiontoolkit.org
Harvard Means Matter http://www.hsph.harvard.edu/means-matter/

HEARD Alliance http://www.heardalliance.org

Help Guide Mental & Emotional Health Management Resources 44.4 www.helpguide.org

Kids Health kidshealth.org/teen/your_mind

Mayo Clinic: Resilience www.mayoclinic.com/health/resilience

National Alliance on Mental Illness Santa Clara nami.santaclara.org 408-453-0400

National Mental Health Association (NMHA) http://www.nmha.org 1-800-273-TALK

Practice Wise: What Works in Children's Mental Health www.practicewise.com

Project Safety Net http://www.psnpaloalto.com 650-463-4928

San Mateo County Mental Health Access Referral Team: Behavioral & Recovery Services 1-800-686-0101
San Mateo Psychiatric Emergency Services 650-573-2662

Santa Clara County Mental Health Urgent Care 871 Enborg Lane #100 San Jose CA 95128 408-885-7855
Santa Clara County Emergency Psychiatric Services 871 Enborg Lane #100 San Jose CA 95128 408-885-
6100

Santa Clara County 5150 detention information http: //www.sccgov.org/sites/mhd/staff

Substance Abuse and Mental Health Services Admin (SAMHSA) www.samhsa.gov/children

Suicide Prevention Lifeline www.suicidepreventionlifeline.org

Suicide Prevention Resource Center www.sprc.org

YWCA Rape Crisis Center 375 South Third St. San Jose 95112 Referral Svc: 408-295-4011 x262

Hot Lines

Santa Clara County Suicide and Crisis Hotline Toll Free 24 /7 1-855-278-4204
California Youth Crisis Line 1-800-843-5200

Community Solutions (Teen Crisis & Parental Stress) 24 hr 408-683-4118

Eastfield Ming Quong (EMQ) suicide assessment 408-379-9085

National Mental Health America 1-800-273-TALK 888-628-9454 (Spanish)

Reach Out Online Forum (trained peers, monitored by professionals) us.reachout.com
Reach Out Boys Town National Hotline 1-800-448-3000

San Mateo Suicide Prevention Hotline 650-579-0350

Santa Clara County Mental Health Call Center 24-hour hotline 800-704-0900

Santa Clara County Suicide and Crisis Hotline: (English and Spanish) 855-278-4204
Trevor Project Lifeline (LGBTQ crisis intervention) 866-488-7386

Youth Support Line 1-888-977-3399

YWCA Rape Crisis Center 24 hour crisis line 650-493-7273

Health /Mental Health Clinics

Achieve Palo Alto 650-494-1200

Adolescent Counseling Services 650-424-0852 http://www.acs-teens.org/

Alum Rock Counseling Center 408-294-0500

Asian American Community Involvement 408-975-2730 http://www.aaci.org
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Bill Wilson Center 408-243-0222
Billy DeFrank Lesbian & Gay Community Center 408-293-2429
Catholic Charities of Santa Clara County 408-468-0100
Children’s Health Council 650-326-5530
Chinese Community Center of the Peninsula 650-324-4786
Community Solutions Crisis Hot Line 408-683-4118
Eastfield Ming Quong (EMQ) Suicide Assessment www.emqff.org 408-379-9085
Family and Children Services www.fcservices.org 650-326-6576
Lucille Packard Children's Hospital:
Ipch.org/clinicalspecialtiesservices/COE/BrainBehavior/Psychiatry/depression-suicide
Palo Alto Medical Foundation http: //www.pamf.org
Ravenswood Health Clinic Referral 1-800-704-0900
San Mateo County Mental Health Access Referral Team 1-800-686-0101

Book Resources for Parents: Mental Health and Resilience

Beardslee, William. Out of the Darkened Room: When a Parent is Depressed: Protecting the Children and
Strengthening the Family. 2002.

Rapee, Ronald et al. Helping your anxious child: A step by step guide. 2000.

Manassis, Katharina & Levac, Anne Marie. Helping your teenager beat depression: A problem-solving
approach for families. 2004.

Lezine, DeQuincy and Brent, David. Eight Stories Up: An Adolescent Chooses Hope over Suicide. 2008.
Bourne, Edward. The Anxiety & Phobia Workbook. 2005.

Riera, Michael. Uncommon Sense for Parents with Teenagers. 2004.

Phelan, Thomas. Surviving Your Adolescents: How to Manage and Let Go of Your 13-18 year 0lds.1998.
Sachs, Brad. The Good Enough Child: How to Have an Imperfect Family and Be Totally Satisfied. 2001.
Apter,Terri. The Confident Child: Raising Children to Believe in Themselves. 1997.

Book Resources for Teens: Mental Health and Resilience

Hipp, Earl. Fighting Invisible Tigers: A Stress Management Guide for Teens. 2008

Fox, Annie. Too Stressed To Think? A Teen Guide To Staying Sane When Life Makes You Crazy. 2005
Seaward, Brian. Hot Stones and Funny Bones: Teens Helping Teens Cope with Stress and Anger. 2002.
Espeland, Pamela. Life Lists for Teens: Tips, Steps, Hints, and How-Tos for Growing Up, Getting Along,
Learning, and Having Fun. 2003.

Covey, Sean. The 7 Habits of Highly Effective Teens. 1998.
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APPENDIX B2
Student Mental Health Handout

School can be an exciting time, filled with new experiences, but at times you might feel as though it's
more of a struggle. This handout is meant to help you as you work through a tough time.

Life can be stressful. Between friend drama, packed schedules, classes, clubs, relationships,
sports, jobs, parental expectations, figuring out who you are, uncertainty over things, and
not enough sleep, life can occasionally get you down and feel overwhelming. And that’s normal.

What'’s not normal is struggling through each day, feeling like things will only get worse. Maybe you feel
like you've lost control, that nothing matters, or that you're alone. These feelings may indicate a condition
that requires professional help, such as depression, anxiety or other mental health conditions.

Not everyone experiences mental health conditions in the same way, but everyone struggling with
their mental health deserves help. Depression is among the most common conditions experienced. It is
a complex medical illness that significantly interferes with an individual’s ability to function, enjoy life,
and feel like themselves.

A number of factors may contribute to a person becoming depressed; genetic predisposition and stressful
life events can certainly play a role, but sometimes depression can occur without an obvious cause. This
means that anyone can become depressed, even those who seemingly have every reason to be happy.

Depression commonly affects your thoughts, your emotions, your behaviors, and your overall physical
health. Experiencing any one of these symptoms on its own does not constitute depression; a diagnosis of
depression requires several of these symptoms to occur for at least two weeks. Here are some of the most
common symptoms that point to the presence of depression:

Feelings:

. Sadness

. Hopelessness

. Guilt

. Moodiness

. Angry outbursts

. Loss of interest in friends, family, and favorite activities
Thoughts:

. Trouble concentrating

. Difficulty making decisions

. Trouble remembering

. Thoughts of harming oneself

. Delusions and/or hallucinations can also occur in cases of severe depression
Behaviors:

. Withdrawing from people

. Substance abuse

. Missing work, school, or other commitments

. Attempts to harm oneself (e.g., cutting)

(Symptoms of depression, continued)
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Physical problems:
. Tiredness or lack of energy
. Unexplained aches and pains
. Changes in appetite
. Weight loss or gain
. Changes in sleep - sleeping too little or too much

If you are experiencing symptoms of depression, it's important to talk to a trusted adult (parent,
teacher, counselor, coach, or clergy) or doctor so that you can get the help you need. Depression does
not go away on its own, but with the appropriate help it can be treated! Studies show that more than
80% of people with depression can feel better with talk therapy (counseling) and/or medication.

Maybe you've noticed that your friend hasn’t been acting like themselves lately and you’re worried about
whether or not they’re really “fine” after all. If you think a friend may be depressed, show them you care
by reaching out. Give yourself time to talk in a private, comfortable place. Honestly share what you've
noticed (changes in behavior, things they’'ve said or done) and ask them how they are feeling. Let them
know that you're asking them because you care, because you want them to feel better, and because there
is help. Let them know that there is hope and help available, and support them to get the help they need.
If you don’t feel comfortable asking your friend, share your concerns with a trusted adult who can.

Talking about mental health can be difficult, but reaching out and getting help for depression is one of the
most courageous, important things you can do for yourself or for a friend. It might even save a life.
Resources

At home or outside school:

. Talk to a parent or older relative
. Call your pediatrician or physician
. Talk to someone at your church

At your school site:
. Talk to a trusted adult, teacher, or guidance counselor
. See a counselor at Adolescent Counseling Services (ACS)

24 /7 Confidential Helplines:

. Santa Clara County Suicide and Crisis Hotline: 855-278-4204
. California Youth Crisis Line: 800-843-5200

. Trevor Lifeline for LGBTQ Youth: 866-488-7386

. National Suicide Prevention Lifeline: 800-273-8255

If someone is in immediate danger, call 911.

Getting help does not mean that you have failed,
It means you've allowed others to show they care.
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Parent Handouts
When Your Child Expresses Suicidal Thoughts or Behaviors

This paper is designed to support you with the information you need as you and your child work together
toward wellness.

You are not alone. It is not uncommon for adolescents to consider suicide as a possible solution to their
difficulties. The reasons for this are many and varied. What is most important, for you and your child, is
knowing there is help available. With support, recovery is possible.

If you think that your child may be contemplating suicide, you can best help him/her by paying attention,
listening, and acknowledging what they are saying or doing. Remain calm and get them to the help they
need. [t is not uncommon for someone in their emotional state to resist seeking help. There can be many
reasons for this: stigmatization, fear of being restrained or locked up, etc. They may plead that you do
nothing. They are in crisis and may be incapable of making a rational decision. They may say they are fine
and they did not mean what they said or did. Or they may be feeling their situation is hopeless and
nothing can help. Whatever may be occurring for them, they will look to you for support. Assure them
that help is available.

This is a life and death situation. Accepting any reason for not getting help is too dangerous. Though you
and/or your child may fear what will result from acknowledging these suicidal thoughts or actions, the
risk of not seeking help is too great.

Attached are Warning Signs and Risk Factors that a suicidal person may be experiencing. This is included
to help you identify specific behaviors you may have been noticing. Though someone has expressed
suicidal ideation, no one person will show all these behaviors. They may not show any of the specific
behaviors listed; even so, it is important for them to seek help.

Seeking Assistance:

There are differing situations where your child’s distress may become apparent. Your child may reveal
their suicidal thoughts to you, a friend, or a trusted adult. Whoever becomes aware of your child’s
distress must immediately seek assistance. In seeking assistance, your child’s safety is the first
consideration. The child should never be left alone during this crisis. If your child has a physician or
therapist, call to alert them of the situation. Alternatively the Santa Clara County Suicide and Crisis
hotline can be called at 1-855-278-4204 (see Mental Health Resources list provided for additional
hotlines and information).
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APPENDIX B3i

Parent Handouts
What to Do and Available Services/Resources

If your child needs to be transported to an emergency room (ER), there are three ways this can
occur:

1. Calling 911

Call 911 when the child is in immediate danger of self-harm. Request a Crisis Intervention Team (CIT)
trained officer to assist and possibly transport your child to the ER. CIT officers are well-versed in dealing
with individuals in crisis. If there is a specific cultural or language need, mention this during the 911 call.
If your child is transported to an ER, the law enforcement officer will often handcuff them for both your
child’s and the officer’s safety. It is important to remind your child that this is being done for their safety,
not because they are a criminal.

2. Calling Eastfield Ming Quong (EMQ) Families First (http://www.emgff.org).

EMQ provides Santa Clara County’s (SCC) Child and Adolescent Mobile Crisis Program 24-hour crisis line
at 408-379-9085 or 1-877-41-CRISIS. This is a mobile mental health crisis unit in SCC for minors (under
18) only (http://www.emqff.org/services/crisis.shtml). The crisis unit will do an assessment and call the
local ambulance service if they determine that your child needs to be taken to the ER.

3. Transporting Your Own Child

Transporting your child to the ER yourself is not recommended. Driving while helping a child in crisis is
not safe. For the safety of you and your child, have a second adult with you. Do not take your child to an
Urgent Care facility. Urgent Care does not have the capacity to deal with an emotional /psychological
crisis and will transport your child to an ER via ambulance.

Getting Help: What to Expect

When your child’s distress is first identified:

If911 or EMQ determines that your child is in immediate danger, they will be transported to Emergency
Care. The law enforcement officer may initiate a 72-hour hold for a psychiatric evaluation, called a
California Welfare and Institution Code (WIC)5585 for minors or WIC5150 for adults. To place a person
on a hold it must be determined that they may harm themselves or others, or that they are gravely
disabled (lack the ability to care for themselves).

If an ambulance is called for transport to the ER you may or may not be allowed in the vehicle with your
child. If you are not allowed in the ambulance be sure to find out which facility they will be taken to.
Youth in crisis are transported to the nearest hospital emergency room. Palo Alto police will send or take
your child to the Stanford ER. The ER staff will conduct a full physical and psychological assessment. Be
aware that, if your child is agitated, the hospital staff may opt not to calm your child with medication so
as not to mask any symptoms. A guard may be placed outside your child’s door in the ER; again, this is
done for their safety. You may be able to sit with your child while in the ER; however, at times you will be
asked to leave in order for the physician to speak in private with your child. Depending on the outcome
of this assessment they could either be admitted, released or transported to an in-patient facility.

If it is determined that your child is not in immediate danger and is released. the attending physician
should review with you discharge plans, including immediate steps to take to ensure continuing care for
your child. You should follow up immediately with the child’s primary care doctor or therapist. It is vital
that you seek follow up care for your child (see Mental Health Resources list and the HEARD Alliance’s
mental health provider/organization search: http://www.heardalliance.org/heard-alliance-members/).

130


jkuechle
Typewritten Text

jkuechle
Typewritten Text

jkuechle
Typewritten Text


APPENDIX B3i

Other parents who have experienced their child’s crisis situation strongly recommend bringing a
notebook to record information from healthcare providers, instructions, and observations. This is vital

due to the stress you are experiencing and the quantity of new information. Do not hesitate to ask
questions.

[t is also important that you find support for yourself. (See attached Self Care Advice for Parents with a
Child in Crisis.)Expand your compassion circle to include supportive family and friends. Your child will
also benefit from knowing there are those who support them just like they would be supported if they
had a physical illness.

When your child is hospitalized:

Once the attending doctor determines that your child is medically stable they will be transported to a
psychiatric care facility. There are no in-patient beds for the psychiatric care of minors in Santa Clara
County. Stanford’s Emergency Department most commonly hospitalizes youth in need of psychiatric care
at St. Mary’s Hospital in San Francisco, Mills Peninsula Hospital in Burlingame, or Alta Bates Hospital in
Berkeley. Once hospitalized, parents of minors have access to their child’s medical records unless it is
determined the child’s safety will be compromised if this information is released. Parents can always
provide information about their child.

Several things are done in a psychiatric unit for your child’s safety:

The unit will be locked. There are restrictions on possessions, including clothing (no belts, straps,
shoelaces, etc.), sharp objects, cigarette lighters, and other possibly dangerous objects. You may bring
your child some of their favorite possessions (quilts, pillows, pictures, food, etc.). Often the hospital staff
provides a list of acceptable items you can provide that will give comfort to your child.

Stabilizing your child requires a variety of services:

An assessment is conducted by the professional team, usually consisting of a psychiatrist, psychologist,
nurse, and social worker. Treatment may consist of a combination of talk therapy, mindfulness-based
meditation, group support, medication, etc. Family may be included in support or therapy sessions. In
order to understand the treatments that are recommended and to begin to process your child’s care plan,
it is important that you work with the care team. You should keep your child’s care team informed of any
effects of treatments that you notice. Treatments and medications (dose, frequency, type) may be
adjusted depending on their effects.

Supporting your child during their hospital stay:
Your visiting hours will be limited. Often you may visit only in the evenings on weekdays and from
midday to the evening on weekends. Telephone and email contact is allowed.

Your child has been through an exhausting experience and is working hard to get well. They may feel
frightened and excessively tired. At this point your child is safe and your non-invasive support can be
most helpful. It is important that your child knows people do care. You and trusted friends and family can
bring some lightness into this serious situation by providing supportive comments and conversations
that do not focus on the crisis, in spite of how worried you are. Ask the staff how you can best support
your child, understanding that the answer may be to just let your child be. Your child may just need to
have down time when they are around you. It is also important that you are open-minded and
compassionate towards others who are in the hospital. Remember that they are hurting and in crisis as
well.
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When your child transitions out of the hospital:

When your child is ready to leave the hospital environment, you will create a Discharge Plan with a
discharge planner and your child’s care team. It is important that you understand the goals of

this plan. For your child’s safety, care should not end with their hospital release. Depending on

the setting that will most enhance your child’s recovery, it may be recommended that your

child transition to a residential home or a day program before returning home.

Often, subsequent suicide attempts occur shortly after leaving a treatment facility or ER. Vital

to your child’s safety is means reduction, which is “reducing a suicidal person’s access to highly lethal
means” (Harvard School of Public Health Means Matter, http://www.hsph.harvard.edu/means-matter/).
Reducing access includes removing firearms and alcohol; monitoring medications; and limiting the
quantity of potentially poisonous substances present in the home. See “Recommendations for Families”
for more information: http://www.hsph.harvard.edu/means-matter/recommendations/families/.

When your child returns home they must have an immediate follow up with their
psychiatrist/psychologist. Accompany them to the first appointment for support and to guarantee that
they attend. Encouraging ongoing attendance at therapy sessions is a must.

In order for your child to return to school the attached Health Plan form must be filled out by your
psychiatrist or psychologist. This form will allow the school psychologist or counselor to communicate
with your child’s care provider. A meeting will then be arranged so that you and your child can make a
School Re-Entry Plan with the school psychologist or counselor. This plan ensures that when your child
returns to school, they do so in a manner and at a pace that will potentiate their ongoing success and
well-being.

It is also important for you and your child to create a Safety Plan with the school psychologist or
counselor. This is a personal plan about how to deal with a subsequent crisis, including a list of
individuals and resources your child will contact in a crisis. (See the PAUSD Personal Safety Plan)

Key to the recovery of your child is vigilance. By listening and providing encouragement and

understanding your child can feel hopeful. Your continued support adds value to medical services and
helps your child continue on the path of recovery.
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SELF-CARE ADVICE FOR PARENTS WITH A CHILD IN CRISIS

The importance of caring for yourself:

Caring for a child or teen in crisis is stressful and can be physically and emotionally
draining. There can be much uncertainty and fear. You might feel guilty or selfish
acknowledging your own fatigue. Taking care of your own health and psyche will
allow you to be more fully present for your child and other loved ones. You will also
be modeling health-seeking behavior. Remember the lesson from any airplane flight
you have taken; put on your oxygen mask first before helping a child put theirs on.
Self-care is not optional. Some practical suggestions for self-care include:

Reach out to supportive family and friends, religious or spiritual sources of
support and solace. People care. Talking about your experiences, reactions,
and feelings can be very healing.

Recognize that you may be ‘burning the candle at both ends’. Plan for and
allow yourself to “crash” at some point and get rest.

Be patient with yourself; you may be distracted and not able to function as
efficiently as usual.

Let others do their part - accept help when offered.

Keep up your own good health with exercise and healthy meals; avoid
numbing the pain with excess alcohol, caffeine, or drugs.

Participate in stress-relieving process, whether individually or in a group; for
instance, Mindfulness Meditation, caregiver support groups or supports
provided by NAMI Santa Clara County

Keep a journal. Write in it if you can’t sleep.

Go for walks (exercise) - but don’t overdo it.

133



APPENDIX B3iii
Risk Factors for Youth Suicide

Risk factors for suicide refer to personal or environmental characteristics that are associated with
suicide. The environment includes the social and cultural environment as well as the physical
environment. People affected by one or more of these risk factors may have a greater probability of
suicidal behavior. Some risk factors cannot be changed-such as a previous suicide attempt-but they can
be used to help identify someone who may be vulnerable to suicide.

There is no single, agreed-upon list of risk factors. The list below summarizes the risk factors identified
by the most recent research.

Behavioral Health Issues/Disorders:

. Depressive disorders

. Substance abuse or dependence (alcohol and other drugs)

. Conduct/disruptive behavior disorders

. Other disorders (e.g., anxiety disorders, personality disorders)

. Previous suicide attempts

. Self-injury (without intent to die)

. Genetic/biological vulnerability (mainly abnormalities in serotonin functioning, which can

lead to some of the behavioral health problems listed above)

Note: The presence of multiple behavioral health disorders (especially the combination of mood and
disruptive behavior problems or substance use) increases suicide risk.

Personal Characteristics

. Hopelessness

. Low self-esteem

. Loneliness

. Social alienation and isolation, lack of belonging

. Low stress and frustration tolerance

. Impulsivity

. Risk taking, recklessness

. Poor problem-solving or coping skills

. Perception of self as very underweight or very overweight
. Capacity to self-injure

. Perception of being a burden (e.g., to family and friends)

Adverse/Stressful Life Circumstances

. Interpersonal difficulties or losses (e.g., breaking up with a girlfriend or boyfriend)

. Disciplinary or legal problems

. Bullying, either as victim or perpetrator

. School or work problems (e.g., actual or perceived difficulties in school or work, not
attending school or work, not going to college)

. Physical, sexual, and/or psychological abuse

. Chronic physical illness or disability

. Exposure to suicide of peer
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Risky Behaviors

Alcohol or drug use
Delinquency
Aggressive/violent behavior
Risky sexual behavior

Family Characteristics

Family history of suicide or suicidal behavior

Parental mental health problems

Parental divorce

Death of parent or other relative

Problems in parent-child relationship (e.g., feelings of detachment from parents, inability to

talk with family members, interpersonal conflicts, family financial problems, family violence or abuse,
parenting style either underprotective or overprotective and highly critical)

Environmental Factors

Negative social and emotional environment at school, including negative attitudes, beliefs,

feelings, and interactions of staff and students

Lack of acceptance of differences

Expression and acts of hostility

Lack of respect and fair treatment

Lack of respect for the cultures of all students

Limitations in school physical environment, including lack of safety and security
Weapons on campus

Poorly lit areas conducive to bullying and violence

Limited access to mental health care

Access to lethal means, particularly in the home

Exposure to other suicides, leading to suicide contagion

Exposure to stigma and discrimination against students based on sexual orientation;

gender identity; race and ethnicity; disability; or physical characteristics, such as being overweight.

Stigma and discrimination lead to:

Victimization and bullying by others, lack of support from and rejection by family and

peers, dropping out of school, lack of access to work opportunities and health care

Internalized homophobia, stress from being different and not accepted, and stress around

disclosure of being gay, which can lead to low self-esteem, social isolation, and decreased help-

seeking

Stress due to the need to adapt to a different culture, especially reconciling differences

between one's family and the majority culture, which can lead to family conflict and rejection
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Recognizing and Responding to Warning Signs of Suicide

Warning signs are indications that someone may be in danger of suicide, either immediately or in the
near future.

Warning Signs for Suicide Prevention is a consensus statement developed by an expert working group
brought together by the American Association of Suicidology. The group organized the warning signs by
degree of risk, and emphasized the importance of including clear and specific direction about what to do
if someone exhibits warning signs. This consensus statement describes the general warning signs of
suicide. Warning signs differ by age group, culture, and even individual.

The recent advent of social media has provided another outlet in which warning signs may be exhibited.
The differences in how and where warning signs may be exhibited demonstrate the importance of
adapting gatekeeper training for the age group and cultural communities with whom the gatekeepers will
be interacting.

Warning Signs for Suicide and Corresponding Actions

Seek immediate help from a mental health provider, 9-1-1 or your local emergency provider, or the
National Suicide Prevention Lifeline at 1-800-273-TALK (8255) when you hear or see any one of these
behaviors:

. Someone threatening to hurt or kill themselves

. Someone looking for ways to kill themselves: seeking access to pills, weapons, or other
means

. Someone talking or writing about death, dying, or suicide, when these actions are out of the

ordinary for the person

Seek help by contacting a mental health professional or calling 1-800-273-TALK for a referral if you
witness, hear, or see anyone exhibiting one or more of these behaviors:

. Hopelessness-expresses no reason for living, no sense of purpose in life
i Rage, anger, seeking revenge

. Recklessness or risky behavior, seemingly without thinking

. Expressions of feeling trapped-like there's no way out

. Increased alcohol or drug use

. Withdrawal from friends, family, or society

. Anxiety, agitation, inability to sleep, or constant sleep

. Dramatic mood changes

If you or someone you know is in a suicidal crisis,
call the National Suicide Prevention Lifeline at 1-800-273-TALK (8255)

REFERENCE

Rudd, M. D., Berman, A. L., Joiner, T. E. Jr., Nock, M. K,, Silverman, M. M., Mandrusiak, M., & Witte, T.
(2006). Warning signs for suicide: Theory, research, and clinical applications. Suicide and Life-
Threatening Behavior, 36(3), 255-262.

from Preventing Suicide: A Toolkit for High Schools, SAMHSA

137



APPENDIX B3v

PALO ALTO UNIFIED SCHOOL DISTRICT
25 CHURCHILL AVENUE PALo ALTO CA 94306

PAUSD PERSONAL SAFETY PLAN

STEP 1: [ should use my safety plan when I notice these warning signs (thoughts, images, moods,
situations, behaviors):

1.

2.

3.

STEP 2: Internal coping strategies — Things I can do by myself to help myself not act on how I'm feeling
(e.g. favorite activities, hobbies, relaxation techniques, distractions):

1.

2.

3.

What might make it difficult for me to use these strategies?

Solution:

STEP 3: People and places that improve my mood and make me feel safe:

1. Name: Phone:

2.Name: Phone:

3. Place (day):

4. Place (night):

What might get in the way of me contacting these people or going to these places?

Solution:

STEP 4: People I trust who can help me during a crisis:

1. Name: Phone:
2.Name: Phone:
3. Name: Phone:

Why might I hesitate to contact these people when I need help?

Solution:

How will I let them know that I need their help?

STEP 5: Professional resources and referrals I should contact during a crisis (available 24/7):

1. Clinician Name: Phone

2. Local Urgent Care Services:
Address:
Phone:

3. Santa Clara County Suicide & Crisis Center: 855-278-4204

4. National Suicide Prevention Lifelines: 1-800-784-2433 and 1-800-273-8255

5. EMQ Child & Adolescent Mobile Crisis Program: 408-379-9085

6. Call 911 if you need immediate help in order to remain safe.

STEP 6: Steps I can take to keep myself safe by reducing access to means I would consider using
during a suicidal crisis:

1.

2.
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Where will I keep this plan so that I can easily find and use it during a crisis?

Student Signature Date
Parent/Legal Guardian Signature Date
Support Person Signature Date
Psychologist/Counselor Signature Date
Psychologist/Counselor Signature Date
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Moving through grief toward hope and meaning

A Few Thoughts for Teachers and Parents
By Lynn Bennett Blackburn

You are faced with the challenge of helping your class and your children cope with the loss of
a classmate. The goal of addressing the student's death with them is to give the children some
understanding of what they are experiencing, to give them labels for their feelings, and to let
them know they are not alone in having these feelings. The goal is to help them grieve, not to
make the grief go away. There are.several things to consider:

Be honest about your feelings. Share what you are feeling through simple statements coupled
with comments about what you do to express and cope with these feelings. Encouraging the
children to share and express what they feel is more effective when you model this behavior.

Be honest with the limits of your knowledge. The death of a classmate may raise questions
about why it happened, what it feels like to die, and what happens after death. For many of
these you will have no answers. It is important to ask what they think, for .often such questions
represent other worries or concerns that you can address. Sometimes it will be best to encourage
the child to share the question with parents. A simple "I don't know, but I wonder about that,
too" may be the most helpful and truthful answer you can give.

Be honest with yourself. Recognize that you are grieving, too. Be an advocate regarding the
time you need to deal with this loss. You may need someone to fill in for you while you attend
the funeral, visit the family, talk with your children. You'll probably need a few minutes alone,
too. Ifyou are uncomfortable with certain topics or aspects of approaching this situation, ask
others-- the social worker, school psychologist or counselor. You don't have to do it all and you
don't have to do it alone.

Provide opportunities for feeling expression. Grieving is often a mixture of anger and sadness.
Allow time for tears. Let the children know that crying is a normal reaction to losing someone

or something we value; that saying good-bye to a friend can be very sad. Children often view
crying as a sign ofweakness or immaturity. They may need help to see tears as something
positive for adults as well as children.

Finding constructive outlets for anger may be your greatest challenge. It is important to help the
children define the source --at whom and about what they are angry. Anger can be released
through verbal activities such as role-playing or writing down what you wish you could say or
do to the subject of the anger. Physical outlets, such as throwing bean bags at a target, throwing
a ball at a wall, or working with clay (pounding, pulling, squeezing) can help release the energy
that anger creates.

For older children, anger may be channeled into a class project related to the cause of their
friend's death. A sense of meaning can be attached to the tragedy through fund raising to support
community action such as fire safety, water safety, groups against drunk driving or jnformational

"Kara" means to grieve with, to care. 457 Kingsley Avenue  PaloAlto CA94301  (650) 321-5272 WWW kara-arieforg
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campaigns to increase peer and public awareness such as helmet use.

Maintain class and home routine and rules. Children gain security from structure and routine.
While brief interruptions may occur to accommodate a funeral or memorial service, returning to
routine provides the comforting reassurance that life will go on.

Don't rush. Some classes have come to school to find a dead schoolmate's desk removed and all
evidence of the child hidden away. Let your class decide what to do with the empty desk and
other things owned by the class. Making things disappear does not make the death easier. Rather,
it gives the children a feeling that they don't really matter.

Add feeling-related ideas to your regular curriculum. The need to express feelings will not
end with the funeral. It is important, over the months that follow, to continue to provide
opportunities for feeling expression. Art and writing projects can be built around feeling themes-
-things that make you happy, what you do when you feel sad, drawing or writing about a
memorable day. Stories about coping with death, plus losses such as divorce or moving can be
incorporated into reading activities.

Recognize and affirm your privileged position. This is a time when you can have a very
positive influence on your children. How you help them handle this grief will, in some large or
small way, help them in the future. Giving them permission to feel and share those feelings, to
cry, to love and to care may be the greatest single gift you ever give them.

About the Author: Lynn Bennett Blackburn has a doctorate in child clinical psychology. She
is a Pediatric Neuropsychologist in the Division of Pediatric Neurology at the University of
Minnesota. Her work involves assessing children with neurological disorders and learning
problems, then working with their families and school staff to help staff and parents better
understand and respond to each child's special needs.
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Moving through grief toward hope and meaning

Grief and Mourning in Children and Teens
Compiled by Kara

Developmental Stages and Grief: Children and Teens

Developmental Age: Infancy--birth to 18 months
Primary Developmental Challenge: Basic trust vs. mistrust
Ability Being Developed: Hope

Child's Beliefs About Death: No concept of death, limited concept of time.

Grief Reactions: General distress, shock, despair, protest, sleeplessness. May show increased
needs for holding, touching. May show increased reluctance to be separated from nurturer.
Needs:Routines maintained, nurturing from a consistently available caregiver, reassurance,
love, secure environment. Meet increased attachment needs for eye contact, facial expressions,
touching, rocking, singing.

Developmental Age: Toddlerhood: infancy to 3 years
Primary Developmental Challenge: Autonomy vs. shame/ doubt
Ability Being Developed: Will and self-control

Child's Beliefs About Death: Death seen as temporary separation; any separation from parent
may create anxiety. Repeated explanations do not increase child's understanding, because
cognitive ability to understand death is limited. Confuse fantasy/ reality. On an unconscious
and non-verbal level, child may assume what happens is under their control & is therefore "their
fault."

Grief Reactions: May relieve anxiety through fantasy or distressed behaviors (regression,
aggression, clinging.) May feel guilty. May fear being left alone. May regress to earlier stages,
needs. May not understand sadness around him or may seem unaffected. Confusion, agitation at
night, nightmares. Repeated questions are common.

Toddlerhood:infancy to 3 years (cont'd)

Needs: Reassure child he will be cared for by maintaining routines, nurturing from a consistently
available caregiver, reassurance, love, and a secure environment. Simple, honest words, concrete
explanations, repetition, & patience help the child distinguish between fantasy & reality. Assure

child he did not cause it to happen & it is not his fault. Offer thopportunity for inclusion in

"Kara" means to grieve with,to care. 457 Kingsley Avenue  Palo Alto CA 94301  (650) 321-5272 WWW kara-arief.aro
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family rituals such as funeral, and provide a supportive adult to honor the child's wishes if
the child changes his mind or wants to leave. Help child acknowledge own feelings-anger,
sadness, etc; Accept regressive behavior.

Developmental Age: Early Child ood:
Primary Developmental Challenge: Initiative vs. guilt
Ability Being Developed: Purpose and direction

Child's Beliefs About Death: May still be quite similar to that of a toddler in that death is not
understood as permanent. Some 4 and 5 year olds may have the beginnings of an understanding,
as experience over time with the concrete reality of the deceased not reappearing begins to have
meaning. Cognitive ability to understand death is stiJilimited, however.

Grief Reactions: May regress and "act younger." May cling to adult caregiver, show or even
verbalize anxiety that the adult may die or become ill. May tell everyone and anyone about

the death. Confusion, agitation at night, nightmares are possible. Repeated questions about the
death or the deceased are common. In general, children cycle through their emotions much more
rapidly than adults-smiling one minute, crying the next, angry the next, giggling a minute later.
Emotions may seem amplified. Frustrations that would have been minor before the loss may
result in more frequent major meltdowns that last longer than expected. At other times the child
may say "I'm happy," or may seem unaffected.

Needs: Same as above for toddler, plus increased dialog about the deceased and opportunity
to participate in the ways to remember the deceased. Helpful to continue to hear stories about
the deceased, see pictures of them, and hear about their relationship with them. Give the child
age-appropriate, brief information, and then attune to his questions and curiosities, providing
frequent opportunities to talk briefly, and answering questions honestly.

Developmental Age: Middle Childhood: S years to puberty
Primary Developmental Challenge: Industry vs. inferiority
Ability Being Developed: Competency

Child's Beliefs About Death: By 5-7 years old, child begins to see death as final & universal for
others; neither believes nor denies that he himself will die; may believe he can escape by being
good/ trying hard. Death is often perceived as external: a person, a spirit. By 7-11, children
perceive the irreversibility, permanence, inevitability of death, and perceive their own mortality;
they have vivid ideas about what occurs after death, and may be concerned with consequences
following death.

"Kara" means to grieve wllh, to care. 457 Kingsley Avenue  Palo Alto CA 94301  (650) 321-5272 www.kara-arief ora
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Grief Reactions: May act like nothing happened or deny that things are different. Tend to show
grief through play or behaviors instead of talking about it: numbness, shock, sorrow, confusion,
fears, anxiety, anger, embarrassment, happiness & humor, in short cycles. May desire to conform
to peers and present a facade of coping. May act younger than his age. Want to understand: may
want lots of information, may become an expert in the disease that caused a death, for example.
Peer relationships are increasingly important. Some children find support from their friends,
others try to hide the fact that they've experienced a death.

Needs: Simple, honest answers & information; ample reassurance. Models for mourning.
Acknowledgment of their feelings, allowing a child to express or withhold, as needed. Support
the child's unique style of coping. Safe place, people & time to talk, share their experience.
Assistance in remembering the person who died. Support in showing grief in his own unique
way. Limits & rules, upheld firmly but with kindness. Reassurance about future & clarity that
they are not responsible for it, nor for the death. Choices, inclusion. Respect of their "need to
know," as information returns some sense of control. Respect child's increasing need for peer
relationships. Physical outlets, play, expressive art, reading; memory book can be helpful. Do

not require children to be "brave," "grown-up," "in-control," or to comfort others.
Developmental Age: Adolescence

Primary Developmental Challenge: Identity vs. identity confusion
Ability Being Developed: Individuation

Three Developmental Stages within Adolescence:

Early Adolescence: 11 to 14 years
Challenge: Reunion vs. abandonment/ separation
Ability Being Developed: Emotional separation from parents

Middle Adolescence:14 to 17 years
Challenge: Independence vs. dependence
Ability Being Developed: Mastery/ control

Late Adolescence: 17 to 21 years
Challenge: Closeness vs. distance
Ability Being Developed: Intimacy and commitment

Child's Beliefs About Death: Recognize their own mortality but may act as though it could
never happen to them. Attitudes towards death becoming similar to adults'.

Grief Reactions
Physical:May feel fatigued, sleep more, gain/lose weight, have headaches, get ill more easily,
be accident-prone, restless. May be attracted to alcohol, smoking, drugs, excessive risk-taking.
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Mental:May experience trouble concentrating in school, forgetfulness, lack of
motivation, "negative" attitude, "no one understands". May need to ask "why?" or say "if only,"
mourning what might have been.

Emotional: Sad, irritable, worried, angry, anxious, fearful, relieved, guilty, lonely, mood
swings, crying spells, frustration, revenge. Watch for depression, hopelessness, helplessness.
May fill emptiness with intimacy, sex.

Adolescence (cont'd.)

Spirit:May experience loss of direction, future, meaning, faith

Relational:Feeling isolated, less cooperative, withdrawing, or getting very busy, perfectionistic,
and social. May lash out or show moods more readily. Friendships may change a lot as the teen
wants others to reach out or leave him alone. May have difficulty with others' reactions & what
is said about the death, as well as with the everyday content of peer's conversations, which may

suddenly seem trivial compared to the death. Can be left feeling isolated in a crowd.

Needs: Balanced, healthy food, water, adequate sleep, exercise, medical check-ups. Professional
assistance if alcohol, drug, promlsculty, or eating issues develop. Recognition of the importance

of their peer relationships.

Understanding, patience, and assistance of teachers & parents needed if grades suffer, if
additional help or time are required for assignments, or ifteen needs to step out of classroom
during a grief burst.

Respect the teen's need to work through the loss independently. Be available but not intrusive:
"I'm here if you want to talk or if you need me." They will be most likely to talk to listeners
who make themselves available but don't force talking, who respect the teen's need for privacy,
and give the teen a clear sense that they have choices about when & w.ith whom they

feel comfortable expressing grief emotions. Teens benefit from opportunities & support for self-
expression, and need tolerance of conflicting feelings, and push/pull relationship with adults.
Even when they protest, they need adults to look after their safety, as well as set and enforce
limits.

Even when adults are monolithic in their grief, teens need fun, recreation, and time with peers.
They also need inclusion, choices in memorializing the deceased.

The above material was prepared by Liz Powell, adapted from the work of Erik Erikson, J.
William Worden, Charles A. Corr, Clyde M. Nabe & Donna M Corr, the Kara community, and
hundreds of children and teens served by Kara since 1993. It includes material adapted by Sue
Shaffer from the work of John Bowlby, Earl Grollman, Claudia Jewett, Elizabeth Kubler-Ross,

Margaret Nagy, J. W. Worden, Alan Wolfolt, and Valerie Young.
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Moving through grief toward hope and meaning

10 Basic Principles of Grieving for Children and Teens:

1. Children are concretein their thinking: In order to lessen their confusion, use the
words "death" and "dying." Describe death concretely. Answer their questions simply
and honestly without using euphemisms such as "passed on," "went to sleep," etc. You
don't have to add a large number of details. Children will ask if they want to know more.
You can see if they are listening because they want to, or if it is for your benefit (they
seem agitated, fidgety, and give you little or no eye contact).

2. Children generalize from the specific to the general: If someone died in a hospital,
children think that hospitals are for the dying. If someone died in their sleep, children
are afraid to go to sleep. If one person died, "someone (or everyone) else will die," or "I
will die." They will learn to accommodate new truths on their own if they are allowed to
express themselves and try things out (e.g., going to sleep and waking up alive).

3. Children are repetitive in their grief: Children may ask questions repetitively. The
answers often do not resolve their searching. The searching itself is a part of their grief
work. Their questions are indicative of their confusion and uncertainty. Listen and
support their searching by answering repetitively and/or telling the story over and over
again.

4. Children are physical in their grief: The older children are, the more capable they are of
expressing themselves in words. Younger children simply ARE their feelings. What they
do with their bodies speaks their feelings. Grief is a physical experience for all ages, but
most especially for younger children. Watch their bodies and understand their play
as their language of grief. Reflect their play verbally and physically so that they will feel
that they are "being heard." For example, "You are bouncing, bouncing, bouncing on
those pillows. Your face is red and you are yelling loudly."

5. Children grieve cyclically: Their grief work goes in cycles throughout their childhood
and their lives. Each time they reach a new developmental level, they reintegrate the
important events of their lives, using their newly acquired processes and skills. Example:
a one year old, upon losing his mother, will become absorbed in the death again when her
language skills develop and as she is able to use words for the expressions of her feelings.
She may re-experience the grief again as an adolescent, using her newly acquired
cognitive skills of abstract thinking.

6. Children need choices: Death is a disruption in children's lives that is quite frightening.
Their lives will probably seem undependable, unstable, confusing, and out of control.
These topsy-turvy feelings can be appeased if children have some say in what they do or
don't do to memorialize the person who has died, and to express their feelings about the
death.
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7. Children grieve as part of a family: When a family member dies, it will affect the way
the family functions as a whole. All the relationships within the family may shift,
adjusting to this change in the family structure. Children will grieve for the person who
died, as well as the environment in the family that existed before the death. Children
may grieve over the changed behavior of family and friends. Itis helpful if each
family member is encouraged to grieve in his/her own way, with support for individual
differences.

8. Children's feelings are their allies: Feelings help children pay attention to their loss.
Through this attention comes their own understanding about the death that they grieve. It
is important not to shield children from their emotions; offering them the option to stay
or leave will allow them to feel included, and will give them permission to be with the
feelings.

9. Children's grief is intertwined with normal developmental tasks: It can be impossible
to determine which behaviors are part of developmental phases and which are grief-
related (e.g., "Is it adolescence or is it grief'?").

10. Key Tasks of Mourningin Children and Teens:

Understand the death, try to make sense of what happened.
Express emotional and other strong responses to the loss.
Commemorate the person that's been lost.

Learn how to go on living and loving.

o oe

Let children and teens teach you about their grief
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Moving through grief toward hope and meaning

Ways to Support Children in Coping with Trauma or Loss
1. Take time to listen to their concerns; help them to feel safe; encourage expression of
their feelings.
2. Acknowledge that trauma and loss are hard to handle for everybody.
3. Smile and hug often; use creative ways to help them express complex feelings.
4. Encourage them through their challenges with "I believe in you" messages.
5. Give age appropriate information about the critical event that is honest and direct.
6. Listen to their experience and respond without judgment.

7. Partner with children; help them decide how they want to deal with difficult
"adult" things like funerals and remembrance anniversaries.

8. Let children know about YOUR difficult feelings and vulnerability.

9. Honor their uniqueness and individuality.

10. Affirm that all ways of experiencing grief are "normal".

11. Encourage them to take time for themselves and ask for what they need.

12. Let them know that you are available to talk or just to hang out, as they wish.
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Comforting a Grieving Individual

Many people feelinadequate about what to say to a friend or family member who is
grieving. This guide to comforting a grieving individual covers both 1) words that offer
comfort, and 2) words that, while well intentioned, may harm or stifle the bereaved,
making the journey through grief more difficult.

Saying nothing or pretending the death didn't happen also hurts the individual in the
long run. It is important for this person to hear words of comfort from you and especially
from friends, family members, or colleagues to whom he/she is close.

Words that Do Comfort Words that May Not Comfort
I'm sorry. Now she's in a better place.
I'm thinking of you. Time will heal you.
| care and want to help. Think of all you have to be thankful for.
You are so important to me. Just be happy that he's out of his pain.
I'm here for you. He lived a long life.

If 1 were in your shoes, | think I'd feel that Be strong. You are holding up so well.
way too.
One of my favorite memories of Keep busy.

(use the name of the person or

pet) is .. .

It seems so natural to cry at a time like Try not to think about it.

this.

| don't know what to say but | know this He wouldn't have wanted you to be sad.
must be very difficult for you.

Do you feel like talking for a while? This is a blessing.

How do you feel today? Now you have an angel in heaven.

You shouldn't feel that way.
Stop acting like a baby.
You need to be strong.
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Moving through grief toward hope and meaning

GRIEF DISCUSSION WITH STUDENTS AFTER A SUICIDE

Before the Meeting with Students

= Review "TALKING ABOUT SUICIDE" (AFSP Toolkit, Pages 15-16)

Meeting Guidelines

Before having the discussion with students, students are asked to respect one another and
that not a lot of detailed information will be shared about the person who died.

Share the information that you have directly and honestly.

Read "SAMPLE DEATH NOTIFICATION STATEMENT FOR STUDENTS" (AFSP
Toolkit, Pages 17-18)

Allow students to ask questions. Answer questions as best you can, knowing that it is
okay to say "I don't know" when you don't have the answer.

Talk to your class about how grief affects people and encourage them to share how they
feel. One way to do this is to discuss what other types of losses or deaths the students in
your class have experienced, and what helped them cope.

Psycho-educate students on the facts about suicide (i.e., brain illness, warning signs,
symptoms) and resources to support themselves and others- "FACTS ABOUT
SUICIDE AND MENTAL DISORDERS IN ADOLESCENTS" (AFSP Toolkit,

Pages 26-28) is a great resource

Let students know that if they would like to write a letter and/or draw a picture to support
the family that they could do so.

Let students and families know that there are support counselors that they can speak with
today who can help with on-going support as well.

Recommended: SHARE "HELPING STUDENTS COPE" (AFSP Toolkit, Pages 29-31) with
teachers, counselors,and administrators who will be supporting the students and parents
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Moving through grief toward hope and meaning

Useful Grief Insights for Teachers: A Script

Scene: You are faced with the challenge of helping your students cope with the loss of a
classmate. The goal is to help them grieve, not to make the grief go away.

Action: Tell a story of a death you believe the children will understand (a pet, a tree, a bird, etc.)
or use one of the activities from the enclosed notebook.

Setting the scene:

Be honest with yourself. Recognize that you are grieving too. You don't have to do it
all. For example, "1 miss Sally too."

Be honest about your feelings. Share what you are feeling with your students, share
with them through simple statements and comments about what you do to express and
cope. For example, "I sometimes feel better after drawing a picture."

Be honest with the limits of your knowledge. The death may raise questions about
what it feels like to die and what happens after death. You won't be able to answer
many of their questions. Ask what they think so you can hear what their actual
worries or concerns are.

Provide opportunities for feeling expression. When we grieve it is often a mixture of
anger and sadness. Allow time for their tears. Let the children know that crying is a
normal reaction to the death of a classmate and of a loved one.

Maintain class and home routine and rules. Students need structure and routine.
Even with the interruption of a funeral or memorial service, your return to routine
will provide reassurance to the students that life does go on.

Don,t rush. If a classmate has died let your students decide what to do with the
empty desk and the other things owned by the child who died. The idea is not to make
the child disappear, it doesn't make it easier for the children. Rather, it gives children
a sense that the child didn't really matter.

Add feeling-related activities to your regular curriculum.Many children are
kinesthetic learners. The need to express feelings about the loss will continue for all
your students. In particular, the kinesthetic student is particularly comforted by art
and writing projects built around feeling themes. Stories about coping with death

and loss can be incorporated into the classroom reading activities. It is important to
continue to provide opportunities for feeling expression.

Honor and affirm your privileged position. This is a time you have a very healing
influence on your students. Showing them how to handle grief in even these small
ways will help them in the future.

Finale: Giving permission to feel and to share feelings may be the single most important
gift you ever give to them.
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Sample Letter to parents after a death

Dear Parents,

A very sad thing has happened in our school community. Last night, we lost..... This
loss was sudden and unexpected, and we are all profoundly saddened by his death.

We have shared this information with your children today and had discussions with all
the students in their homeroom. Bereavement counselors, teachers, and other support staff have
been and will continue to be available to students, teachers, and parents. Please contact the
school if you have any questions or concerns.

As a parent, you may want to talk to your child about death because it impacts each
person in different ways. How children and teens react wiJl depend on the relationship they had
with the person who died, their age, and their prior experience with death.

Your child may:
= Appear unaffected
= Ask questions about the death repeatedly
= Be angry or aggressive
= Be withdrawn or moody
= Be sad or depressed
= Become afraid
= Have difficulty sleeping or eating

We suggest that you listen to your children. If they want to talk, answer their questions
simply, honestly and be prepared to answer the same questions repeatedly.

Our thoughts are with (family name).
Sincerely,

Principal xxxxxx
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