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Mission: 

To create health promoting communities

in which schools, Institutions of Higher 

Education, public and private agencies 

and people of all ages have the 

knowledge, attitudes, skills and resources 

to reduce the risk for suicide. 

Purpose: 

To support state-wide suicide prevention 

efforts and help local communities 

implement the recommendations of the 

Vermont Suicide Prevention Platform 

using data-driven evidence-based 

practices. 

http://www.vtspc.org



Objectives

 Learn about the core elements of Zero Suicide, an evidence-
based set of principles and practices for health care systems 
that are working to prevention suicide

Consider research on cultural considerations for working 
with high risk groups, including GLBTQ, refugees and 
seniors







On average, one person dies 
by suicide

every 3 days.



GOALS

Decrease the Stigma associated with Mental Health

Increase access to care for patients who have 

mental health problems

• 25% of all people who die by suicide are seen in ER in past 12 months for 
non-psychiatric reasons (Gairin et al., 2003)

• First-Ever Universal Screening uses the C-SSRS at Parkland Memorial 
Hospital and Finds only 1.8% of 100,000 Patients

• Primary Care- 45% of all people and 58% of older adults who die by 
suicide see their primary care doctor in the month before they die 
(Luoma et al., 2002)



Population Health Goal#2 and Related
Quality Measures for the All Payer Model



Cultural Considerations and Populations at Higher Risk

 Run-aways  & Homeless 

 Disenfranchised

 High risk substance use 

 Co-occurring mental health disorders. 

 Native, indigenous, and refugee populations

 LGBTQ

 Domestic Violence

 Veterans

 Prior suicide exposure in family



Suicide is Preventable- Stigma

How does stigma present itself in your 
organization and come into play with regards 
to suicide prevention?





Perfect Depression Care - Henry Ford Health Service

*   Perfect Depression Care Henry Ford Health Service Articles 

Pursuing Perfect Depression Care From Psychiatric Services, 

ps.psychiatryonline.org, October 2006, Vol. 57, No. 10. 

*   Building a System of Perfect Depression Care in Behavioral 

Health From The Joint Commission Journal on Quality and Patient Safety, April 

2007, Vol. 33, No. 4. 

*    Depression Care Effort Brings Dramatic Drop in Large HMO 

Population’s Suicide Rate From Journal of the American Medical 

Association, May 2010, Vol. 303, No. 19.





Making Health Care Suicide Safe

https://youtu.be/6L3AeGnUbuQ
https://youtu.be/6L3AeGnUbuQ
















Screening

Assessment

Suicide 
Focused 

Care

Follow-Up









A Gatekeeper 

is a lay person of 

any age, or a 

professional who 

has had training 

and recognizes the 

warning signs of a 

suicide crisis, 

knows how to 

respond, 

and how 

to get help.  



Gatekeeper Reflection

 Have you had any Gatekeeper training?

 Does your staff have ready access to help seeking 
resources? 

 Do you have protocols in place with mental health 
agencies? 



Screening Protocol at Centerstone

https://player.vimeo.com/video/119595757?portrait=0&color=d8d8d8
https://player.vimeo.com/video/119595757?portrait=0&color=d8d8d8


 PHQ2

 PHQ9

 Columbia C-SSRS

 SERAS

 The recommended best practice is Universal 
Screening for Suicidality with good linkages to EB Tx

Screening Practices



Columbia Suicide Severity Rating Scale
C-SSRS



Systematic Expert Risk Assessment 
of Suicide (SERAS™) 

Decision Support Tool for Suicide Risk 
Assessment and Intervention:

• Weighs risk factors to assess near term 
risk of suicide (risk of suicide in the 
next 72 hours)

• Triages patients by level of near-term 
risk

• Tablet based
• Patient self-administered in less than 

one minute
• 91% of patients rate the interaction 

favorably
(Desjardins et al., 2016)





Dr. David Jobes, Ph.D., ABPP

https://youtu.be/RaBhgJagYtw

PICTURE OF CAMS??

Collaborative Assessment for the 
Management of Suicidality

https://youtu.be/RaBhgJagYtw


Counseling on Access to Lethal Means
CALM



Pathway to Care specifies:
 Internal Workflows and 
 Community Referral Relationships

Example:
 Integrated Health Settings 
 Similar workflows are used for the Crisis Care Center, 

Crisis Mobile/Response Teams, and Outpatient

What is a pathway to care? 



Determining Resources for Screening at 
Patient Access Points

What access points in your system would 
you choose to screen your patients 
universally?

When there are resources in your 
organization?

When there are limited or no resources 
in -what partnerships are required?



Becky Stoll – “Pathway to Care’’

https://player.vimeo.com/video/117829859?portrait=0&color=d8d8d8
https://player.vimeo.com/video/117829859?portrait=0&color=d8d8d8




Recommended EBP Treatments 
for Suicidality

 Collaborative Assessment for the 
Management of Suicidality (CAMS)

 Dialectical Behavior Therapy (DBT) 

 Cognitive Based Therapy (CBT)

https://www.youtube.com/watch?v=RaBhgJagYtw





 Communication between providers

 How are we communicating? 

 Documentation 

 How are we documenting?

 Follow-up with patients

 How are we following up?

Transition Planning







Zero Suicide Organizational 
Self Assessment

Developed by the national Zero Suicide initiative, and used across different 
states, systems and settings.

In Vermont:
 Completed annually by pilot site teams
 Aimed at helping organizations understand which aspects of Zero Suicide 

they are strong in versus which aspects need more focus
 Used for planning training activities, protocol development and other 

activities
 18 items, organized along the main Zero Suicide principles, and 

completed across 1-3 meetings



 See notes.

Zero Suicide 
Organizational Self Assessment



Suicide Prevention in the EMR







Zero Suicide Resources

National Suicide Prevention Resource Center
www.sprc.org



Vermont Suicide Prevention Center
www.vtspc.org

 www.vtspc.org>Zero Suicide

Scroll down to:

 Tools and Resources to Support Zero Suicide including:

• Zero Suicide Organizational Self-Assessment
• Zero Suicide Workforce Development Survey

Zero Suicide Webinar Series – January – March 2019
Zero Suicide Practice Skills Institute – May 7 and June 6, 2019

Contact us!  info@healthandlearning.org



Sub-Populations at Risk for Suicide
Recommendations and Cultural Considerations

Among Five At-Risk Groups

• Adult Males

• Seniors and Elders

• Youth and Young Adults

• LGBTQ Youth and Young Adults

• Refugees



Adult Males (25 – 64)



Adult Group Overview 

Figure 2: Adapted from CDC WISQARS Fatal Injury Reports, 2017. 

Suicide Rates by Age Groups in the United States, 2000-2016.

4.3% of adults aged 26 to 49 had serious 

thoughts of suicide in the past year

The rate of suicide for males across the U.S. 

increased 21%, from 17.7 in 2000 to 21.4 in 

2016, compared to a 39% increase for 

males in Vermont, 2001-2016 

In 2017, men in the 35-64 age group had a 

suicide death rate of 29.01 per 100,000, 

while in Vermont it was 40.84 per 100,000. 

Males are about four times more likely to die 

by suicide



Adult Group Risk Factors
• Substance use: 

o 36.8% of men aged 30 to 64 who died by suicide were dependent

• Marked feelings of hopelessness: 

o Employment loss, financial loss, and medical or mental health problem

• Employment or financial loss: 

o From 2008 to 2011, among men aged 45 to 64, the suicide rate increased 14 percent

• Lack of access to effective behavioral health services

o 70% of men who died by suicide were not currently in treatment for mental health issues



Risk Factors Continued
• Access to lethal means: 

o Firearms account for 52% of suicides in VT

• Criminal or legal problems: 

o 50% of men aged 35 to 64 who died by suicide and experienced a recent crisis also 

had criminal/legal problems 

• Social isolation and loss and lack of social connectedness:

o Stigma-related barriers attached to masculine identity 

• Impulsivity:

o Risk-taking/daring behaviors increase risk of suicide

• Intimate partner problems:

o Relationship issues can increase risk of suicide

• Intimate partner problems: 
o Relationship issues can increase risk of suicide 



Recommendations

1. Men should participate in activities, leadership, or service in their families, and in organizations that 

connect them to social networks of support

2. Collaborate with non-traditional partners who serve men where they are typically found.

3. During interventions, understand cultural expectations are shaped around masculine conceptions of 

male gender identity

4. Implement routine screening procedures for MIMY to assess suicide risk, intervene on patients who 

identify at risk, and refer them to behavioral health providers or social support programs 

5. More research on protective factors that will help males in the younger years develop resilience, 

help-seeking behaviors, and adaptive coping strategies



Recommendations

6. Offer community-based groups or support groups that allow for social connectedness among 

MIMY to enhance self-worth, meaning in life, and a sense of purpose.

7. Train community gatekeepers to recognize suicide warning signs and intervene to bring about a 

referral. 

8. Mental health providers should adapt adult psychotherapies for men. 

9. Regulate access to highly lethal means through a harm-reduction approach.

10. Address socioeconomic risk factors such as financial or job loss that contribute to suicide risk



Senior/Elders (65+)



Seniors/Elders Suicide Statistics

• 2.5% adults 50 or older had serious thoughts of 

suicide in past year

• 0.3% of adults 50 or older attempted suicide in 

past year

• 2017 suicide rate for males aged 65 to 74  was 

26.39 per 100,000 while males aged 75 and 

older was 39.63 per 100,000.

• The highest suicide death rates are observed 

among men aged 75 years and older



Seniors/Elders Risk Factors
• Depression

• Prior suicidal attempts

• Loss of independence or sense of purpose

• Chronic disease, chronic pain or disability status 

• Limited Social Support/Social isolation

• Impulsivity

• Financial loss

• Risk-taking behavior

• Substance use

• Access to lethal means

• Societal Assumptions about “normal aging”

• Change in personality



Risk Factors Continued
Untreated mental health condition: 

o A significant risk factor, most commonly mental 

health undetected depression, anxiety disorders, 

and dementia. 

Depression: 

o More likely to present physical symptoms such as 

low energy and/or show a lack of interest in things

Independence: 

o Desire a strong sense of independence; become more heavily dependent and 

reliant on others. 

Social isolation: 

o Diminished mobility, poor health, chronic disease, feelings of burdensomeness



Recommendations

1. Providers should be mindful of age-related stigma associated with accessing mental health care

2. Promote healthy aging, resiliency, and empowerment to engage independence.

3. Implement routine mental health and suicide screenings in clinical and nonclinical centers. Train 

professionals to detect, intervene, and manage depression and suicide risk. 

4. Work with Seniors/Elders to decrease social isolation by integrating them into the community and 

supporting them with social services and assistance as needed. 

5. Increase provider awareness of losses important to older adults such as retirement and loss of body 

functioning, and awareness of substance misuse and mental health problems 

6. Reassure hopeless or depressed Seniors/Elders that they are valued and have lived a meaningful life

7. Increase the availability of gatekeeper training programs in communities 

8. Limit access to lethal means of suicide



Youth and Young Adult/LGBTQ Vermonters



Youth and Young Adult (LGBTQ) Suicide Statistics

10.5% of Youth and young adults aged 18 to 25 had serious thoughts of suicide in the past year 

1.9% of Youth and young adults aged 18 to 25 attempted suicide in the past year

Lesbian and gay youth are three times more likely to report serious thoughts of suicide (Bisexuals 

are five times more likely)

9.4% of LGB Youth and youth adults made a suicide attempt, 

compared to 2% of heterosexual peers

From 2000 to 2016, the suicide rate for Youth and young adults aged 

15 to 24 was 12.25 per 100,000 in the state of Vermont. In 2017, it 

was 15.95 per 100,000 



Youth and Young Adult (LGBTQ) Risk Factors

• Depression and other mental health problems

• Alcohol or drug use

• Stress from prejudice and discrimination 

(family rejection, harassment, bullying, violence)

• Lack of access to culturally competent care

• Feelings of social isolation, low family support

• Maladaptive coping strategies  

• Conflict with friends or family (sexual identity)

• Age of first same-sex attraction 

• Past history of suicide attempt 



Risk Factors Continued
• Lack of access to culturally competent care: stigma experienced by LGBTQ Youth and young 

adults groups who do not see themselves represented, understood, or respected by health care 

providers

• Prejudice and discrimination: perception that providers are not sufficiently trained to 

understand, prevent, or treat health problems (implicit bias)

• Seven risk factors linked to lifetime history of attempted suicide among LGBT youth: 

o Hopelessness

o Depression symptoms

o Conduct disorder symptoms

o Impulsivity 

o Victimization

o Age of first same-sex attraction

o Low family support

• Past history of attempted suicide: strongest predictor of future suicide attempt



Recommendations
1. Youth suicide prevention programs should be adapted to include strengths-based 

skills training, screening, peer help-seeking advice, and gatekeeper trainings

2. Strengthen family connectedness to enhance the health and well-being of Youth 

and young adults. 

3. Engage Youth to identify their own internal strengths and resiliency as well as the 

supports in their environment, and to make them feel socially connected to 

community. 

4. Be familiar with organizations and providers in the community specific to Youth 

and/or LGBTQ-affirming

5. Train health care staff on LGBTQ-specific health disparities and why collection of 

SO/GI data matters

6. Providers should embrace LGBTQ  and make them feel welcome and more likely 

to seek care and adhere to services treatment

7. Don’t attribute suicide risk to LGBTQ identity



Refugees in Vermont



Refugee Suicide Statistics
Since 1989, more than 6,300 refugees have been 

resettled in Vermont 

Almost 40% of these displaced are either Bhutanese 

or African (Congo, Rwanda, Somalia, and Burundi)

Age-adjusted suicide death rate among the Nepali 

Bhutanese group was 24.4 per 100,000 from 2009 

to 2012

Bhutanese suicide mortality rate almost twice that 

of the general U.S. population, but they have half the 

rate of a suicidal ideation rate

Prevalence of mental health conditions among 

Bhutanese refugees: 21% had depression, 17% had 

psychological distress, 19% had symptoms of 

anxiety, 4.5% had PTSD, and 3% had suicidal 

ideation.

The CDC’s annual 

report of the number 

of Bhutanese 

American suicides 

shows a sharp 

increase in 2013

Figure 7: 

Adapted from a 

PowerPoint 

presentation by 

Friedman, 2018 

at the Vermont 

Department of 

Health. Displays 

the variation in 

Refugee 

population in 

Vermont (red 

line) and US 

(blue line) per 

100,000 people 

from 1994 to 

2017 



Refugee Risk Factors

• Social and economic strains

• Social alienation

• Prejudice, Racism, and Discrimination

• Stigma, Cultural, and Language Barriers

• Exposure to violence and trauma 

• Worrying about family back home

• Lack of choice over the future

• Increased family conflict

• Being unable to find work

• Symptoms of anxiety, depression, and psychological distress 



Refugee Risk Factors Continued
Post-settlement risk factors relate to the following barriers:

• Language and cultural communication barriers

• Cultural understandings of behaviors related to 

physical and mental illness and methods of 

treatment

• Cultural differences in family and social support

• Difficulties in acculturation to host community

• Intergenerational family conflict

• Social structural factors: employment, social status, 

and integration into host community

Perceived discrimination is a significant predictor of post-

resettlement stressors and predicts internalized behaviors 

related to suicide.



Recommendations

1. Address Refugee cultural barriers of access to care through use of trained interpreters 

2. Identify culturally sensitive, accurate, and early risk factors which predict suicidal behavior of Refugees

3. Integrate Cultural Brokers into existing mental health services to promote language and cultural access for 

Refugees. 

4. Make information on mental health, substance use and related interventions, and social services support 

groups more widely available and accessible to Refugees in multiple languages

5. Integrate mental health treatment into primary care co-located in settings used frequently by Refugees

6. Provide Mental Health First Aid Training to Refugees 

7. Develop non-clinical safe spaces where people of like cultures can gather informally to participate in healthy 

activities 



THANK YOU 
FOR THE WORK YOU DO!



www.healthandlearning.org

http://www.vtspc.org

info@healthandlearning.org
28 Vernon Street, Suite 319

Brattleboro, VT  05301
802-254-6590


