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Vignettes
Gavin
• 55 year old male
• Extensive history of alcohol use disorder and 

depression
• Drinking escalated after retiring two years ago
• Recently volunteering at an animal shelter which he 

reports giving him the feeling of being useful
• Drinking in a binge pattern
• Has recently stated that he has lost hope that his life 

will get better 
• Hunted in the past and has access to firearms 



Vignettes
Molly
• 26 years old
• Dx of Borderline Personality Disorder
• Extensive use of alcohol, opioids, benzos
• Past history of significant trauma
• 3 year history of self harm (superficial cutting, 

overdosing)
• 15 admissions due to overdoses (opioid and non-

opioid)
• Her mother has custody of her 3 year old daughter, but 

Molly still has access



Vignettes
Max

• 45 years old

• 7 year history of couch surfing and homelessness

• Dx of schizoaffective disorder and extensive history of crack 
use – recently has stopped injecting

• 2 recent suicide attempts, removed from high buildings 
during periods of depression and psychosis

• Recently substance use has decreased and attending NA

• Has a close relationship with an outreach worker Quin

• His father completed suicide



Vignettes

Who do you think is at high risk?

• Gavin 

• Molly

• Max



Agenda

• Risk factors for suicide

• Screening and assessment tools

• Treatment and interventions

• Protective factors 

• SJHH review

• SJHH models and protocols



Risk of Lethality:

• Male 4:1 over females

• Poly Substance (esp. for females)

• Access to a gun

• Alone/Loss of support

• Alcohol

• Opioids

• Serious and chronic illness:

o Medical/Psychiatric

o Specifically Mood Disorder, 
PTSD and BPD                                                                                                                 

Suicide Risk and Lethality
Risk of Attempt:

• Previous attempt

• Family history of suicide

• Alcohol/Drug disorder

• Alcohol/Drug Intoxication

• Cocaine and inhalants specifically

• Loss

• Hopelessness/end of rope

• Psychiatric illness 

• Specifically Mood Disorder, PTSD, BPD

• Elevated anxiety symptoms in PTSD

• ADHD (Ries, 2008)



Warning Signs

Indirect (IS PATH WARM)

• I = Ideation

• S = Substance use

• P = Purposelessness

• A = Anxiety

• T = Trapped

• H = Hopelessness

• W = Withdrawal

• A = Anger

• R = Recklessness

• M = Mood Changes

(Center for Substance Abuse Treatment, 2009, Revised 2015, p.11)



“Research consistently shows a high prevalence 

of suicidal thoughts and suicide attempts among persons 

with substance abuse problems who are in treatment 

(Ilgen, Harris, Moos, & Tiet, 2007) and a significant 

prevalence of death-by-suicide among those who have at 

one time been in substance abuse treatment when 

compared with those who do not have a diagnosis of 

substance use disorder (Wilcox et al., 2004).”

(Center for Substance Abuse Treatment, 2009, Revised 2015, p.3)



Suicide Risk
• Individuals with AUD at 10 times greater risk for 

suicide 
• Individuals with SUD at 10-12 times greater risk 

for suicide
• Individuals who inject substances at 14 times 

greater risk for suicide
• Individuals are often at elevated risk for suicide 

when entering treatment
• Co-occurring mental health issues increases the 

risk of suicide further 
(Center for Substance Abuse Treatment, 2009, Revised 2015, p.3)



Substance Related Risk Factors 
for Suicide Completion 

• Type of substance used

• Number of substances

• Combination of substances and specifically the addition of 
alcohol

• Amount of substance(s) used

• Severity of substance use (misuse vs dependence)

• Duration of use

• Intoxication and Withdrawal

• Injecting substances
(Ries, 2015)



Alcohol Specific Risk Factors
Alcohol intoxication precipitates suicidal behaviour in 
both alcohol dependent and non-alcohol dependent 
individuals alike by: 

• Increasing psychological distress

• increasing aggressiveness

• Increasing likelihood of translation of ideation into 
action, (increased impulsivity) 

• Constricts cognition which impairs the use of 
alternate coping strategies

(Ries, 2015)



Poly–Substance Factors

• Some studies indicate that woman who use poly-substances 
are at higher risk for suicide in comparison to males (a 
significant amount of research in this area is inconclusive or 
flawed)

• In a Concurrent Disorder population, poly-substance use 
increases risk of suicide for both genders (across diagnoses) 

• Previously women were not included in studies looking at the 
impact of poly substance abuse



Epidemiology of Concurrent Disorders

(Toftdahl, Nordentoft & Hjorthøj, Soc Psychiatry Psychiatr Epidemiol. 2016:129-140) 

https://www.ncbi.nlm.nih.gov/pubmed/26260950


BPD and Substance Use

• Borderline personality disorder (BPD) affects 2.7% of adults

• 78% of adults with BPD also develop a substance-related 
disorder or addiction at some time in their lives

• Increased risk of suicide attempts and completion

• Increased of death by misadventure

• Decreased rate of treatment completion

• Decreased rates of abstinence

• No difference in effectiveness of addiction pharmacology 
(may decrease suicide risk)

(Kienast, Stoffers, Bermpohl, & Lieb, 2014)



BPD and Substance Use

Most relevant DBT skills for people with SUD:

• Wise/clear mind (mindfulness)

• Alternative rebellion (mindfulness)

• Observing urges (mindfulness)

• Adaptive denial and burning your bridges (distress tolerance)

• Building a life worth living (emotion regulation)

• Avoiding and eliminating cues to use (self-management) 

• Awareness of increased risk for relapse / death by 
misadventure when people are in emotion mind (emotional 
intelligence & mindfulness)

(Kienast, Stoffers, Bermpohl, & Lieb, 2014)



What is Self Harm?

Self assault

• Gouging

• Punching walls

• Facial punching

• Biting

Insertion

• Forcing foreign bodies

• Into wounds/cavities

Picking

• Wounds/sutures

Laceration
• Cutting the body

Head banging

Ingesting

• Fluids
• Foreign

• Bodies

• Medication

Ligature

• Neck cord
• Hanging

Misc.
• Chafing

• Immersion

• Burns

• Electrocution

• Rubbing
Williams, S. (n.d)



The “Oh no!” factor

• Lack of knowledge of self harm
– how can we safely assess?

– Stigma: People who cut their wrists /arms  over and 
over again are wasting NHS resources

– Potential for violence

• Confounding issues with deliberate self injury
– Time/Staffing difficulties?

– Facilities?

– Conduits of referral?

– Security issues?
Williams, S. (n.d)



Quotes

• ‘I felt a warm sense of relief, as though all the bad things 

about me were flowing out of me, and it made me feel 

alive, real’.

• ‘People often link self harm to suicide, but for me it was 

something very different; it was my alternative, my way 

of coping even though sometimes I wished that my world 

would end!’

Williams, S. (n.d)



Psychological characteristics common in self-injurers:

• Strong self dislike
• Hypersensitivity to rejection
• Chronic anger (usually towards themselves)
• Suppress and direct anger inward
• High levels of aggressive feelings, which they disapprove of
• Impulsive – lacking in impulse control
• Act in accordance with their mood
• Lack plans for the future
• Depressed/suicidal (1/4 all suicides DSH w/in last year)
• Chronic anxiety sufferers, suffer irritability
• Poor coping skills/no flexibility of skills
• Avoidant
• Unempowered

Who Self Harms?

Williams, S. (n.d)



Self Harm:

• Not a suicide attempt

• Not manipulative – “attention seeking”

• Usually private – go to great lengths to hide it

• Not necessarily associated with personality disorder or 

severe mental illness

• Key risk factor for suicide

Williams, S. (n.d)



Top Tips: 
Helping the Self Harming Patient

Harm minimisation

• Non-destructive self harm - punch bag, ice cube

• Medical awareness

• Peaceful environment

Following self harm

• Information sharing

• Encourage self-help group – control

• Information giving - Resources in area

• Therapist/key worker contact

Williams, S. (n.d)



Columbia-Suicide Severity 
Rating Scale (C-SSRS)

• Validated screening tool that assesses both suicidal ideation 
and suicidal behaviour

• Defines the type of ideation of increasing severity from 1-5 
(from a wish to a plan)

• Assesses 4 suicidal behaviours (from preparatory behaviour to 
an actual attempt)

• Short screener (present risk) Lifetime (overall risk factors)

• Mental health training is not required to administer the C-
SSRS

http://cssrs.columbia.edu/the-columbia-scale-c-ssrs/evidence/





*Indicates need for next step



There are many stressors, including psychiatric diagnosis, 
experienced by suicidal individuals.

Secondary drivers 
of suicidality

Pain and Medical 
problems

Financial Stress

Interpersonal 
conflict or loss

(Comtois, n.d; Jobes, 2007)

Homelessness



The most effective treatments focus on the unique 
problems of suicidal people that prevent them from 

solving secondary drivers.

Primary drivers 
of suicidality

Reasons for 
dying (e.g., 

thinking they 
are a burden)

Lack of reasons 
for living

Intense emotion 
dysregulation

(Comtois, n.d; Jobes, 2007)

Inability 
to solve 

problems



Exploring: Collaborative Assessment and 
Management of Suicidality (CAMS)

• CAMS is a philosophy of care  emphasizes 
collaboration

• Encompasses screening, assessment, and 
specific interventions 

– Interventions geared to specifically address drivers 
of suicide (primary factors) and track ongoing risk

(CAMS-Care, 2018; National Suicide Prevention Lifeline, 2017)



Collaborative Stance in CAMS

• Want to directly demonstrate to client that you 
empathize with the patient’s suicidal wish

– “You have everything to gain and nothing to lose from 
participating in this potentially life-saving treatment”.

• At the same time, clarify when you would have to 
take action when the client might not choose –
know your personal and clinic limits

o If they won’t participate in treatment…

OR
o If they say they can’t control their impulses…

Kate Comtois, PhD, MPH
University of Washington

(Comtois, n.d)



DBT and SUD
DBT’s substance-use specific behavioural targets include:
• Decreasing abuse of substances, including illicit drugs and legally prescribed drugs 

taken in a manner not prescribed;
• alleviating physical discomfort associated with abstinence and/or withdrawal;
• diminishing urges, cravings, and temptations to abuse;
• avoiding opportunities and cues to abuse, for example by burning bridges to 

persons, places, and things associated with drug abuse and by destroying the 
telephone numbers of drug contacts, getting a new telephone number, and 
throwing away drug paraphernalia;

• reducing behaviors conducive to drug abuse, such as momentarily giving up the 
goal to get off drugs and instead functioning as if the use of drugs cannot be 
avoided; and

• increasing community reinforcement of healthy behaviors, such as fostering the 
development of new friends, rekindling old friendships, pursuing social/vocational 
activities, and seeking environments that support abstinence and punish behaviors 
related to drug abuse.

(Dimeff & Linehan, 2008)



31

Skills Added to DBT for Substance 
Abusers

• Urge Surfing (Observing Skill)

• Alternate rebellion (find a way to rebel that 
does not harm you)

• Burning bridges: eliminate options to use 
drugs and eliminate access to drugs

• Avoid and eliminate cues, reminders of drug 
use

• Build a life worth living: Structure and Mastery



Exploring: PARS Model

• Group based suicide prevention module, built to fit 
into standard addiction treatment groups

• Uses a 2–3 hour, workbook-based method to train 
addictions counselors

• Counselors then use a variant of the workbook to 
lead a single 2–3 hour didactic and discussion 
session. 

(Voss, et al., 2013)



PARS Model
• Content areas were adapted from a number of empirically-

supported and best practice sources on suicide prevention 
and included the following: 
– 1) Addiction and Suicide, 
– 2) Suicide Myths and Facts, 
– 3) Suicide Risk Factors, 
– 4) Suicide Protective Factors, 
– 5) Common Triggers of Suicidal Thoughts and Behaviors, 
– 6) Warning Signs of Suicide, 
– 7) Guidelines for Preventing Addiction Related Suicide, 
– 8) Action Steps to Take if Warning Signs of Suicide are Observed, 

and 
– 9) Local Crisis Resources. 

(Voss, et al., 2013)



PARS Model

• Thus, the PARS provides participants with an 
overview of factors related to suicide risk, as well 
as steps one can take to address current suicide 
risk in oneself or others. 

• Additionally, each module has both a short 
didactic presentation, as well as built-in 
discussions and exercises to boost attainment of 
new knowledge and encourage peer-to-peer 
discussions about coping with suicidal ideation. 

(Voss, et al., 2013)



PARS Outcomes

• Pilot testing of 78 patients demonstrated:
– Significant post-treatment changes in knowledge and 

attitudes toward suicide prevention issues. 
– Significant gains were maintained at one-month 

follow-up for changes in knowledge and attitudes.
– At one-month follow up, changes in positive help 

seeking behaviors in dealing with suicidal issues in 
friends, family, and self were also observed. 

• PARS was also highly rated by treatment staff as 
feasible within their standard clinical practice.

(Voss, et al., 2013)



SAMHSA Treatment Improvement 
Protocol (TIP) Series, No. 50

https://store.samhsa.gov/shin/content/SMA09-4381/TIP50.pdf 

(Center for Substance Abuse Treatment, 2009, Revised 2015)



(Center for Substance Abuse Treatment, 2009, Revised 2015, p. 16)



(Center for Substance Abuse Treatment, 2009, Revised 2015, p. 120)



https://www.integration.samhsa.gov/Patient_Stress_Questionnaire.pdf





Transforming Suicidal Care in ED & Urgent Care



• Hope
• Reason for living
• Sense of personal control or determination
• Management of impulse control and development of coping skills (distress 

tolerance)
• Access to a variety of clinical interventions (evidence informed) and 

support for seeking help
• Trusting relationship with a counselor, physician, or other 
• Having a solid discharge plan (refusals of supports on discharge increase 

risk)
• Attendance at 12-Step support groups (Ilgen, Harris, Moos, & Tiet, 2007)

• Being in a relationship or a parent
• Employment
• Pets
• Faith

service provider 
• Employment or involvement in meaningful activity

Protective Factors 

(Center for Substance Abuse Treatment, 2009, Revised 2015, p. 12)



SJHH Review

• Cluster of Suicides in 
2016/17

• Internal Review

• External Review

• Never Event

• Our aspiration Zero 
inpatient Suicides

(OHA, 2017)



(OHA, 2017)

OHA Task Force on Suicide 
Prevention, August 2017



Internal & External Recommendations

Internal

19

External

244



Action Committee for Suicide Prevention

Experts in the 
Field of 

Suicidality

Front line 
Clinicians & 

Nurse Educator

Physicians

Administrators 
& Managers

Specialists from 
Risk, Quality & 
Public Affairs

Patients  & 
Families with  

Lived 
Experience



Identifying Staff Educational Needs

I am comfortable asking patients 
direct and open questions about 

suicidal thoughts and 
behaviours…

I know what organizational 
procedures exist regarding 

suicide risk…



Plan for Algorithm

Screening,

Risk Assessment 

and Safety 
Planning 

Substance 
Related Risk 

Factors 
Incorporated 

into 
Individualized 

Treatment Plan

Environmental 
Awareness and 
the impact of 

Risk Factors for 
each Patient 

Patient and 
Family Voice



Screening, Risk Assessment 
and Safety Planning

• The Columbia Suicide Severity Rating Scale (C-SSRS) is used 
as part of a comprehensive risk assessment

• C-SSRS identified as a starting point to identify risk level

• The rating and other identified risk factors will help inform 
decisions such as therapeutic pass level, observation level, 
and treatment plan development

• The focus will be less on screening tools, and more on safety 
planning, the development of therapeutic relationships, 
protective factors and understanding the patient’s level of 
hopelessness and pain



Environmental Risk Factors

• Develop a standard environmental risk evaluation process that includes:

• Environmental risk assessment as part of existing safety huddles, including 
a standard checklist to guide and support programs in managing and 
monitoring risk in day to day care.

• A process to monitor patterns relating the physical environment to risk

• A process to monitor and update the environmental risk assessment with 
new information about safety in mental health environments

• The environmental risk assessment will be incorporated into the risk 
assessment and safety planning on a patient level



Substance Related Risk Factors
• The incorporation of addiction assessment into risk 

assessment with focus on high risk times (acute intoxication, 
withdrawal)

• Specific care paths for patients returning to the unit 
intoxicated as this can be a risk factor

• Focus on new standards of practice for opioid withdrawal to 
decrease discomfort which can be a risk factor 

• Incorporation of specific protocol for monitoring self harming 
behaviors which increase risk within a concurrent context 



The Patient and Family Voice
• Meaningful involvement of patient and family 

with safety planning

• Focus on incorporating of information provided 
by family even when there is not consent

• Focus on the patient’s story and level of 
hopelessness as a component of risk assessment

• Patient and family specific education pertaining 
to suicide prevention



SJHH’s Approach to Suicide Screening, 
Assessment and Management

Level of 
Care:

C-SSRS 
Admin:

Safety 
Plan:









Medical Clearance

• Re-thinking medical clearance as 
“medical/mental health stability at one point 
in time”

• Typical models for medical clearance don’t 
easily apply to suicide risk because there is a 
high level of fluctuation 

• There is no proof that contacting for safety 
works



10 Points to Keep You On Track
• Almost all of your clients who are suicidal are ambivalent about 

living or not living
• Suicidal crises can be overcome
• Although suicide cannot be predicted with certainty, suicide risk 

assessment is a valuable clinical tool
• Suicide prevention actions should extend beyond the immediate 

crisis
• Suicide contracts are not recommended and are never sufficient
• Some clients will be at risk of suicide, even after getting sober
• Suicide attempts always must be taken seriously
• Suicidal individuals generally show warning signs
• It is best to ask clients about suicide, and ask directly
• The outcome does not tell the whole story

(Center for Substance Abuse Treatment, 2009, Revised 2015)



Fostering Collaboration

• Psychiatric interviews often do not create 
collaboration

• Instead, the patient is more likely to feel interrogated 
(or even shamed if regretful).

• The patient may feel that you are only trying to run 
through a checklist, rather than trying to understand 
what is really going on.

• Patients are frequently aware that they can have 
their freedom taken away due to their suicide risk, so 
they can be leery of authority.

(Comtois, n.d; Jobes, 2007)



Vignettes

Have you changed your option of who is at high 
risk?

• Gavin 

• Molly

• Max



Next Steps & Future Goals

• Develop QIP for 2018/19 to measure our progress aspiring to 
Zero Suicide 

• Align inpatient and outpatient work on suicide prevention

• Implementation of Columbia in out-patient and Withdrawal 
Management

• Implementation of CAMS on in-patient units

• Validity for CAMs in CD population

• Education session regarding PARS

• Continue building a strong culture committed to providing 
effective care to patients at risk for suicide



Questions
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