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Texas Suicide 
Safer Home App 

The Suicide Safer Home App offers 
practical tips for parents and 
caregivers by securing access to 
lethal means of death by suicide. 
First responders, health, and mental 
health professionals can use this 
app for educational and reference 
materials. To download app, search 
“suicide safer home.” 

True Stories of 
Hope and Help 

(Videos) 

A series of short and inspirational 
videos featuring true stories of Texas 
high school and college students 
sharing personal messages of hope 
and help. Videos can be accessed at 
texassuicideprevention.org (Training 
tab) or  
https://www.youtube.com/user/mhatexas  

Free At-Risk 
Online Training 
Public Schools 

& Colleges 

At-Risk interactive training 
simulations for educators in 
elementary, middle, high school, 
colleges, and college students. 
Texas educators can access 
training at: http://kognito.com/texas  

Virtual Hope Box 
App 

Enjoy puzzles? Then, download this 
“Hope Box” and find compartments 
for fun and inspirational mental 
health messages and activities that 
promote hope. The Hope Box, 
available on iPhone and Android 
phones, is not a substitute for 
professional help. 

ASK About 
Suicide App 

ASK about Suicide to Save a Life 
app for mobile devices can help 
save a life by providing information 
about suicide warning signs and 
how to ask about suicide. Crisis 
hotlines include National Lifeline, 
800-273-8255. To download app 
search “suicide prevention”. 

 

Find Additional Info on 
Apps 

iTunes or Google Play 

Share Info & Get 
Informed 

@StopTXSuicides 

TRAINING VIDEOS & LESSON GUIDES: 
þ ASK About Suicide to Save A Life (1 hour) 

http://www.texassuicideprevention.org/training/video-training-lessons-guides/ 
þ Suicide Prevention Resources in Texas (11 mins.) 

http://www.texassuicideprevention.org/training/video-training-lessons-guides/ 
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2015  

 

 

Dear Texas Suicide Prevention Supporters: 

 

On behalf of the Texas Suicide Prevention Council, we are pleased to announce the 2015 edition of the Texas Suicide 

Prevention and Postvention Toolkit made available by the generous support of Texas State Department of Health 

Services and Mental Health America of Texas. This document provides a wealth of information, data, and resources 

related to suicide prevention, intervention, and postvention across a wide range of topics important in our quest to 

reduce deaths by suicide in Texas.  

 

The 2015 edition of this toolkit was designed with both the print reader and digital reader in mind; the layout has been 

altered to make it easy to read in any format, whether online, on a mobile device, or in print. Additionally, you will find 

that copies of paper documents, fact sheets, and handouts have been replaced with direct hyperlinks embedded within 

the online version (and visible in the print version). By providing electronic access to these resources, the 2015 Texas 

Suicide Prevention and Postvention Toolkit facilitates the ability to access critical, most current information, tools, and 

research efficiently and effectively.    

 

This year’s edition also incorporates best practices resources, training, and educational materials made available from 

leading national organizations such as: 

 

American Association of Suicidology 

American Foundation for Suicide Prevention 

Centers for Disease Control and Prevention 

Mental Health America 

National Alliance on Mental Illness 

National Action Alliance for Suicide Prevention 

National Institutes of Health 

National Institute of Mental Health 

National Suicide Prevention Lifeline 

Suicide Awareness Voices of Education 

Suicide Prevention Resource Center 

Substance Abuse and Mental Health Services Administration  

 

As we are all aware, suicide is a public health issue. By working together to facilitate change in our communities, we 

are confident we can make Texas a healthier and happier state for all. 

 

Sincerely,  

 

Terri McBryde and Troy Bush 

Co-Chairs, Texas Suicide Prevention Council 
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© 2015 Mental Health America of Texas 

Permission to use and reproduce this document is granted by Mental Health America of Texas. We request that you let 

us know if you are planning to use or distribute this information and include the copyright information if you use or 

distribute it. Contact txsuicideprevention@mhatexas.org. 

 

This toolkit was developed [in part] under a grant number SM61468 from the Substance Abuse and 

Mental Health Services Administration (SAMHSA), U.S. Department of Health and Human Services 

(HHS) and the Texas Department of State Health Services (DSHS). The views, policies, and opinions 

expressed are those of the authors and do not necessarily reflect those of SAMHSA, HHS or DSHS.
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Dedication 

 
In memory of the Texans who have died by suicide. 

 
In honor of the families, friends and associates 

they left behind as suicide loss survivors. 

 
In hope of bringing Texas communities together 

to care about suicide prevention. 
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16-33. Moscicki, E.K. (1997). “Identification of suicide risk factors using epidemiologic studies.” Psychiatric Clinics of North America,

 20, 499-517. 

 
O.Carroll, P.W., Berman, A.L., Maris, R.W., Moscicki, E.K., Tanney, B.L., and Silverman, M.M. (1996). “Beyond the Tower of Babel: A

 nomenclature for suicidology.”. Suicide and Life-Threatening Behavior, 26, 237-252.” 

 

 

Texas Suicide Prevention eNews 
To receive a quarterly suicide prevention eNewsletter with information about suicide 

prevention issues, free trainings and materials, contact: 

txsuicideprevention@mhatexas.org 
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From the ASK About Suicide to Save a Life training manual 

Term Definition 
Contagion A phenomenon whereby susceptible persons are influenced towards suicidal behavior 

through knowledge of another person’s suicidal acts. The CDC specifies that a 

contagion occurs when the deaths and/or attempts are “connected by person, place, or 

time. 

Cluster The CDC specifies that a cluster has occurred when attempts and/or deaths occur at a 

higher number than would normally be expected for a specific population in a 

specific area. 

Gatekeepers 

(suicide prevention 

gatekeepers) 

Individuals trained to identify persons at risk of suicide and refer them to treatment or 

support services as appropriate. 

Resilience Capacities within a person that promote positive outcomes, such as mental health and 

well-being, and provide protection from factors that might otherwise place that person 

at risk for adverse health outcomes. 

Risk Factors Factors that make it more likely that individuals will develop a disorder; risk factors 

may encompass biological, psychological or social factors in the individual, family 

and environment. 

Screening Administration of an assessment tool to identify persons in need of more in-depth 

evaluation or treatment. 

Self-Harm Confirmed or suspected: injury or poisoning resulting from a deliberate violent act 

inflicted on oneself with the intent to take one’s own life or with the intent to harm 

oneself. This category includes suicide, suicide attempt, and other intentional self-

harm. 

Suicidal Behavior Spectrum of activities related to thoughts and behaviors that include suicidal thinking, 

suicide attempts, and completed suicide. 

Suicidal Ideation Thoughts of engaging in suicide-related behavior. 

Suicide Attempt  A potentially self-injurious behavior with a nonfatal outcome, for which there is 

evidence that the person intended to kill himself or herself; a suicide attempt may or 

may not result in injuries. 

 

Additional Terms 
Act The performance of any function or the bringing about of any effect. 

Example: A suicidal act may result in death (suicide), injuries, or no injuries. 

Death of undetermined 

intent 

A death whose manner is unclear when all available information is considered. 

Direct Pertaining to an association between a factor and a condition where the factor occurs 

prior to the condition, the change in the factor is correlated with a change in the 

condition and the correlation is not itself the consequence of the factor and the 

condition being correlated with some prior factor. 

Distal risk factor The underlying vulnerability that potentiates a characteristic, variable, or hazard which 

increases the likelihood of development of an adverse outcome which is measurable 

and precedes the outcome. 

Episode A developed situation that is integral to but separate from a continuous narrative. 

Explicit Fully revealed or expressed without vagueness, implication, or ambiguity; leaving no 

question as to meaning or intent. 

Fatal Causing death. 

Chapter 

2 Key Terms and Definitions 
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Immediate cause of 

death 

The final disease, injury, or complication directly causing death. 

Implicit Being without doubt or reserve, implied though not directly expressed; inherent in the 

nature of something. 

Impulsivity Cognitive Impulsivity –The intellectual or mental process which results in an act 

performed without delay, reflection, voluntary direction or obvious control in response 

to a stimulus. 

Behavioral Impulsivity – An act performed without delay, reflection, voluntary 

direction or obvious control in response to a stimulus. 

Indirect Pertaining to an association between a factor and a condition because both are related 

to some common underlying condition. 

Inferred To derive as a conclusion from facts or premises. 

Injury A (suspected) bodily lesion resulting from acute overexposure to energy (this can be 

mechanical, thermal, electrical, chemical or radiant) interacting with the body in 

amounts or rates that exceed the threshold of physiological tolerance. In some cases an 

injury results from an insufficiency of vital elements, such as oxygen. Acute 

poisonings and toxic effects, including overdoses of substances and wrong substances 

given or taken in error are included, as are adverse effects and complications of 

therapeutic, surgical and medical care. Psychological harm is excluded in this context. 

Institution An established organization or corporation, such as a hospital/urgent care center 

(emergency facility), mental health facility, clinic. 

Intentional self-harm Purposefully self-inflicted poisoning or injury. 

Non-fatal Not causing death. 

Physical injury A (suspected) bodily lesion resulting from acute overexposure to energy (this can be 

mechanical, thermal, electrical, chemical or radiant) interacting with the body in 

amounts or rates that exceed the threshold of physiological tolerance. In some cases an 

injury results from an insufficiency of vital elements, such as oxygen. Acute 

poisonings and toxic effects, including overdoses of substances and wrong substances 

given or taken in error are included, as are adverse effects and complications of 

therapeutic, surgical and medical care. Psychological harm is excluded in this context. 

Precipitating event Factors associated with the definitive onset of a disease, illness, accident, behavioral 

response, or course of action. Examples include exposure to specific disease; 

circumstance, condition or agent. 

Proximal risk factor A measurable characteristic, variable or hazard, that increases the likelihood of 

developing an adverse outcome and is more immediately antecedent to the outcome, 

acting as a precipitant. 

Rescueability A term used in assessing a suicide act that indicates that the situation allowed for the 

possibility of intervention by others to prevent death. 

Self-Harm 

Behavior/self-inflicted/ 

self-injurious 

The act of injuring oneself intentionally by various methods such as self-laceration, 

self-battering, taking overdoses or exhibiting deliberate recklessness but with no intent 

to die. 

Self- harm ideation Any thought or communication regarding a person’s desire to engage in self-inflicted 

potentially injurious behavior. There is no evidence of intent to die. 

Suicidal ideation Thoughts of engaging in suicide-related behavior. 

Suicidal intent  There is evidence (explicit and/or implicit) that at the same time of injury the 

individual intended to kill self or wished to die and that the individual understood the 

probable consequences of his or her actions. 

Suicidal plan A thought regarding a self-initiated action that facilitates self-harm behavior or a 

suicide attempt this will often include an organized manner of engaging in suicidal 

behavior such as a description of a time frame and method. 

Underlying cause of 

death 

The disease, injury or complication, if any, that gave rise to the immediate cause of 

death. 

Undetermined injury 

incident 

Events where available information is insufficient to enable medical or legal authority 

to make a distinction between unintentional, self-directed and assault. 

Victim-precipitated An act in which a person engages in actual or apparent danger to others in an attempt 
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assault or homicide to get oneself killed or injured. 
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Prevention 

 
The United States loses approximately 41,000 persons per year to death to by suicide, ranking as the tenth leading 

cause of death in this country in 2013. While the overall national rate of suicide in 2013 was 13 per 100,000 of the 

population, the following chart shows that by gender, there is great disparity in this statistic.  The male rate of 

suicide is substantially higher than for females, with males outpacing females nearly 4:1 (see Table 4-1below). 

Note that for 2013, the highest national rate of death by suicide is for the middle-aged surpassing the elderly for 

the first time, although in Texas for 2013, the highest rate by age group is still the elderly with the middle aged 

coming in second. 

 

Table 4-1  

 U.S. National Suicide Data in 2013 Rate Per 100,000 Population :1 

 Number of Suicides Per Day Rate % of Deaths 

Nation 41,149                 112.7 13.0    1.6 

Males 32,055 87.8 20.6    2.5 

Females   9,094  24.9 5.7    0.7 

Whites 37,154                  101.8 14.9    1.7 

Nonwhites 3,995 10.9 6.0    1.1 

Blacks 2,353                       6.4  5.4    0.8 

Elderly(65+) 7,215                     19.8  16.1    0.4 

Young  (15-

24) 
4,878    13.4 11.1 17.1 

Middle-Aged 
(45-64)  

15,756 43.2 19.0  3.1 

 

Injury and death caused by intentional self-harm constitute a significant and highly preventable threat to the 

public health that has not historically received complete and accurate representation in published data sets. 

Epidemiologists and other professionals who conduct injury research are currently working to improve the quality of 

suicide and suicide attempt data-gathering methods in order to provide a clearer picture of intentional self-harm 

and the risk factors associated with it.  

 

                                                        
1 Figures from: Drapeau, C. W., & McIntosh, J. L. (for the American 

Association of Suicidology). (2015). U.S.A. suicide 2013: 

Official final data. Washington, DC: American Association of 
Suicidology, dated April 24, 2015, downloaded from 

http://www.suicidology.org. 
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National Suicide Statistics 
Table 4-2 | U.S.A. Rates for 10 Years 

U.S.A. Suicide Rates 2003 – 2013 

(Rates per 100,000 population) 

Age 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 Age 

5-14 0.6 0.7 0.7 0.5 0.5 0.6 0.7 0.7 0.7 0.8 1.0 5-14 

15-24 9.7 10.3 10.0 9.9 9.7 10.0 10.1 10.5 11.0 11.1 11.1 15-24 

25-34 12.7 12.7 12.4 12.3 13.0 12.9 12.8 14.0 14.6 14.7 14.8 25-34 

35-44 14.9 15.0 14.9 15.1 15.6 15.9 16.1 16.0 16.2 16.7 16.2 35-44 

45-54 15.9 16.6 16.5 17.2 17.7 18.7 19.3 19.6 19.8 20.0 19.7 45-54 

55-64 13.8 13.8 13.9 14.5 15.5 16.3 16.7 17.5 17.1 18.0 18.1 55-64 

65-74 12.7 12.3 12.6 12.6 12.6 13.9 14.0 13.7 14.1 14.0 15.0 65-74 

75-84 16.4 16.3 16.9 15.9 16.3 16.0 15.7 15.7 16.5 16.8 17.1 75-84 

85+ 16.9 16.4 16.9 15.9 15.6 15.6 15.6 17.6 16.9 17.8 18.6 85+ 

65+ 14.6 14.3 14.7 14.2 14.3 14.8 14.8 14.9 15.3 15.4 16.1 65+ 

Total 10.8 11.0 11.0 11.1 11.5 11.8 12.0 12.4 12.7 12.9 13.0 Total 

Men 17.6 17.7 17.7 17.8 18.3 19.0 19.2 20.0 20.2 20.6 20.6 Men 

Women 4.3 4.6 4.5 4.6 4.8 4.9 5.0 5.2 5.4 5.5 5.7 Women 

White 12.1 12.3 12.3 12.4 12.9 13.3 13.5 14.1 14.5 14.8 14.9 White 

Non-

White 

5.5 5.8 5.5 5.5 5.6 5.7 5.8 5.8 5.8 6.1 6.0 Non-

White 

Black 5.1 5.2 5.1 4.9 4.9 5.2 5.1 5.1 5.3 5.5 5.4 Black 

45-64 15.0 15.4 15.3 16.0 16.7 17.5 18.0 18.6 18.6 19.1 19.0 45-64 

 

Source: Drapeau, C.W., & McIntosh, J.L. (for the American Association of Suicidology). (2015). U.S.A. suicide 
2013: Official final data. Washington, DC: American Association of Suicidology, dated April 24, 2015, downloaded 

from http//www.suicidology.org. 
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Close to one-half of all suicides in Texas occur in Metropolitan counties; these nine counties (Bexar, Collin, 

Dallas, Denton, El Paso, Harris, Hidalgo, Tarrant and Travis) accounted for 6,921 suicides between 2008-2012 

(see Figure 4-2). What is further startling is that the suicide rate in several of these counties outpace the homicide 

rate, meaning a person is more likely to die from suicide than from homicide (Bexar, Dallas, Harris, Tarrant and 

Travis Counties, see Table 4-6). In fact, Texas overall as well as these major metropolitan counties have higher 

death rates by suicide than homicide. 

 

 

Suicide Deaths in 

Texas 2008-2012.  

ICD 10 data 

provided by the 

Texas Department 

of State Health 

Services. 

(Rates are per 

100,000 people) 

All categories are 

group specific, 

except for totals, 

which are age 

adjusted 
 

Table 4-4 | Suicide Death Statistics, 2008-2012 

 







| Chapter 4: Assessing your Community 

 

58 

National Suicide Prevention Lifeline: 1-800-273-Talk (8255)  www.suicidepreventionlifeline.org 

Suicide as a Leading Cause of Death in Texas: 

Suicide in Texas is a significant factor in loss of life. In fact, between the ages of 10 and 54, suicide is in 

the Top Twelve causes of death for Texans. See Table 4-7. 

 

Table 4-7 | 12 Leading Causes of Death in TX, 2013 
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Step 4: Select Optional Table Parameters. Optional parameters are used to limit the data you want to look at. For 

example, you would use this option if you were interested in looking at suicide rates only in women or only in 

people aged 55 to 64. 

 
If you want to limit your data in this manner, select the group you want to look at from one of the dropdown boxes. 

For example, if you want to look at suicide rates only in women, you would select female from the gender 

dropdown box. 
 

 
 

 

For an example using these Optional Table Parameters, please see Figure 4-7, Table 1. This table provides you 

with an example of what the table should look like if you select the value female for the variable gender. As 

explained in the next step, in this example the “row” variable is the year and the “column” variable is 

race/ethnicity. 

 

Step 5: Select Row and Column for Output Table. This option allows you to select how you would like your 

data to be displayed. You can choose to break the data down by year, race/ethnicity, and other variable. By 

selecting a variable as a Row variable or a Column variable, you are selecting where on the table those variables 

will appear. For example, if you would like your data table to show the suicide rates broken down by male versus 

females across the top of your table and by age group down the left side of your table, you would select Gender 

under Row and Age Group under Column. 

 

Tables 2 and 3 of Figure 4-7 provide you with examples of the different ways that you can display your data. 

Table 2 provides you with an example of what the table would look like if you chose the Race/Ethnicity variable 

for the Row and the Gender variable for the Column. Table 3 rotates those two variables and places Gender as 

the variable for the Row and Race/Ethnicity as the variable for the Column. 

 

 

 
 

Step 6: Select Statistics for Output Table. This is the final step. This option menu allows you to select how your 

data will be displayed statistically in your final output table. Suicide data can be presented in various forms. 

Below are the definitions for the terms used in this section. Make your selection according to your individual 

information needs. 
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Goals of Prevention  

The ultimate goal of any suicide prevention program is to prevent suicide. To accomplish this, however, there are 

numerous underlying components that can aid or hinder our success in achieving suicide prevention. When 

developing suicide prevention initiatives, it is important to keep these in mind as we move our communities 

towards our ultimate goal. 

 

The 2012 National Strategy for Suicide Prevention was developed through a collaborative effort of SAMHSA, 

National Action Alliance for Suicide Prevention, and others. The National Strategy’s goals serve as a blueprint for 

developing community-based programs in Texas. Thirteen goals below can be found in the Texas State Suicide 

Plan for Suicide Prevention.  

 

(1) Integrate and coordinate suicide prevention activities in multiple sectors and settings across the lifespan.  

(2) Implement research-informed communication efforts designed to prevent suicide by changing knowledge, attitudes, 

and behaviors.  

(3) Increase knowledge of the factors that offer protection from suicidal behaviors and that promote wellness and 

recovery.  

(4) Promote responsible media reporting of suicide, appropriate representation of suicide and mental health issues in 

the entertainment industry, and the safety of online content related to suicide. 3  

(5) Develop, implement, and monitor best practice-based programs that promote wellness and prevent suicide and 

related behaviors.  

(6) Promote efforts to reduce access to lethal means of suicide among individuals and groups with identified suicide 

risk.  

(7) Provide training to schools, community, clinical and behavioral health service providers on the prevention of 

suicide and related behaviors.  

(8) Promote suicide prevention as a core component of health care services.  

(9) Promote and implement effective clinical and professional practices for assessing and treating those identified as 

being at risk for suicidal behaviors.  

(10) Provide care and support to individuals affected by suicide deaths or suicide attempts, and implement community 

best practice-based postvention strategies to help prevent further suicides.  

(11) Increase the timeliness and usefulness of national, state, and local surveillance systems relevant to suicide 

prevention and improve the ability to collect, analyze, and use this information for action.  

(12) Promote and support research on suicide prevention.  

(13) Evaluate the impact and effectiveness of suicide prevention interventions and systems and synthesize and 

disseminate findings. 

 

The Texas State Plan for Suicide Prevention, adopted in September 2014, by the Texas Suicide Prevention 

Council, provides local and state level objectives and strategies for suicide prevention in the state. The Texas 

plan, originally written in 2008, has been periodically updated and Texas Suicide Prevention Council members 

are actively working towards their implementation.  

 

Chapter 

5 Community-Based Prevention  
and Intervention 
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Implemented in 1997 through this task force team, the Air Force embraced suicide prevention as an organizational 

priority through an atmosphere of responsibility and accountability. This program was designed upon the existing 

infrastructure and culture within the Air Force, utilizing the core elements listed above. Further, the work of this 

effort clearly articulated that suicide prevention was a community responsibility and that was demonstrated 

through the early and active involvement of leadership.  

 

Since the initial implementation of the Air Force Suicide Prevention program, the Air Force has adopted a 

“continuous improvement” model to adapt and adjust to changing realities, situational needs resulting from new 

operating norms (multiple deployments, for instance) and improving technology. For instance, in 2007, computer-

based training programs were integrated into the program, displacing a portion of the face-to-face trainings that 

were occurring prior to that time.  As will be discussed shortly, the Air Force is re-establishing more face-to-face 

trainings in light of lessons learned. 

 

The following chart from Major McCarthy’s presentation provides an excellent overview of the timeline 

associated with the development, implementation, and enhancement of the Air Force Suicide Prevention Program 

(AFSPP):  

I n t e g r i t y  -  S e r v i c e  -  E x c e l l e n c e 

11 Core Elements of the AFSPP 

5 

Help Improve Resilience & Destigmatize Mental Health  

Core Elements of Suicide Prevention 

#1   Leadership Involvement 

#2    Address Prevention through PME 

#3   Guidelines for Commanders:   

        Use of Mental Health Services 

#4   Community Preventive Services 

#5   Community Education & Training 

#6    Investigative Interview Policy 

#7    Traumatic Stress Response 

#8    IDS & CAIB 

#9    Limited Privilege Suicide Prev Pgm 

#10  Unit Assessment Tools 

#11  DoD Suicide Event Report (DoDSER) 

Recommendations 

Increased Leadership Involvement 

Encourage Frontline Supervisor Trng 

Adopt Command-Based Resiliency 

 

Encourage Pro-Active Prevention 

Build Family-Social Support Networks 

Reinvigorate monitoring & compliance 

with 11 elements of AFSPP 

Build Strong Wingman Culture 

Promote Volunteerism and Outreach 

Proliferate Ask-Care-Escort (ACE) Model 

Enhanced Multi-Channel Communication 

Figure 5-1 
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Timeline of the Air Force Suicide Prevention Program 1990-2010 

Figure 5-2 

 

I n t e g r i t y  -  S e r v i c e  -  E x c e l l e n c e 

The Air Force Suicide 

Prevention Program (AFSPP) 

1990-1995 

AF Suicide 
Rates on 
the Rise 

1996  

AF/CV:  

Cross 
functional 

team  

  

1997 

AFSPP 
launched 

Eleven 
initiatives  

 

1996-1999 

Suicide Rate 
in decline 

Additional 
Resources 

and 
Improvement 

2009 

Suicide 
Prevention 

Working 
Group 

Tiered, 
Targeted 

Resiliency 
Model: 

Includes 
AFSPP 

3  
 

Initial Implementation:  Lessons for Success 

Starting a program of this nature requires considerable forethought to the intricate workings of a community’s 

unique culture and needs. The following discussion provides some of the early-stage considerations particularly 

relevant to initiating a new program. It is hoped that by understanding the breadth and depth of the strategic 

thinking in the planning process, the learning curve to implementation within a new community can be shortened 

considerably.  

 

Leadership is Essential 

With the strong and visible support of the Air Force Chief of Staff, the cross-functional team began the work of 

implementing eleven recommendations aimed at mitigating risk factors and strengthening the protective factors 

for suicide.  According to MAJ Michael McCarthy, leadership support—whether it is in military or civilian 

programs—is essential for success.   

 

Know Your Risk Factors 

Understanding the needs unique to your community is paramount to successfully designing a suicide prevention 

program. For the Air Force, the risk factors identified included problems with the law, finances, intimate 
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 Revised Leaders Guide for Managing Personnel in 

distress 

 Increased access to mental health care/ decreasing 

stigma 

 Revising AFI 44-154 Suicide and Violence 

Prevention Education and Training, to improve 

training of civilian employees and new accessions 

 Updated Air Force Suicide Prevention website  

 Renewed line leadership emphasis on program 

execution 

 Developing new Training Tools 

 Review all professional Military Education 

Curricula 

 Enhanced tracking to include Air National Guard, 

civilian employee and family member suicides 

Mandatory Frontline Supervisor Training for at-

risk career fields 

 Developing Multimodal Strategic Communication 

Plan 

 Research collaboration efforts 

 Expanded use of Multimedia Suicide Prevention 

Efforts  

 Initiated Suicide Event Review Boards for 

improved data collection 

 Return to live, small group training 

 Revising policy to improve program performance  

 

 

Results 

The outcomes resulting from the comprehensive, community-based approach implemented by the Air Force have 

shown to be substantial, not only in reducing the occurrence of suicide, but also other violence categories, such as 

homicides and family violence.   

Figure 5-3 
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There are multiple considerations when developing a community-based suicide action plan, two of which are the 

concept of coalitions and the community assessment discussed above.   Because resources for initiatives in the 

area of mental health generally and suicide prevention specifically are so limited, it is important build from 

existing efforts to maximize the impact of your suicide prevention action plan.   Be careful to consider existing 

initiatives in an effort to expand and enhance them to reach a broader portion of your community more 

successfully.   By using a coalition-based approach, it is more efficient and effective in gathering essential 

information about the state of the current level of training and experience in your community.  As you recruit 

members to this coalition, be mindful of the expertise you need not only in understanding suicide prevention, but 

resources that can reach into key constituent groups to gather information in this area.   

 

One area in which this approach can be particularly helpful is in understanding the level, reach (how many people 

have been trained) and type of training that has already been conducted in the area of suicide prevention for your 

community for each stakeholder group.  These stakeholder groups are commonly referred to as “gatekeepers;” 

community resources that serve as a first line of defense against suicide.  These groups are:  

 

 
 

Identify training and resource gaps and incorporate these findings into your planning process, even if the 

resources aren’t yet available to solve these issues. It is important to know the total scope and magnitude of need 

in order to make informed decisions on how best to use limited resources at the community level. 

Zero Suicide in Texas 

 

What is Zero Suicide? 

Zero Suicide is a commitment to suicide prevention in health and behavioral health care systems, and also a 

specific set of tools and strategies. It is both a concept and a practice. Its core propositions are that suicide 

deaths for people under care are preventable, and that the bold goal of zero suicides among persons receiving 

care is an aspirational challenge that health systems should accept. 

National Action Alliance for Suicide Prevention 

 

What is ZEST? 

The Texas Department of State Health Services (DSHS) has undertaken the aspirational goal of perfect patient 

safety for individuals receiving care through its public mental health system. DSHS, with support from a grant 

from the Substance Abuse and Mental Health Services Administration, is partnering with community mental 

health centers to develop suicide safe care in communities through the adoption of best practices. 

 

The goals of the Zero Suicide in Texas (ZEST) initiative are to improve identification, treatment and support 

services for high risk youth by creating Suicide Safe Care Centers within the public mental health system; 

expanding and coordinating these best practice suicide prevention activities with other youth serving 

organizations and community partners to create Suicide Safe Care Communities; and implementing research-

Take inventory within these groups to determine:  

 The current level of suicide prevention training; 

 The key personnel responsible for suicide prevention initiatives 

 How suicide prevention plays a role in their day-to-day activities.     

 First Responders 

 Mental Health Professionals 

 Healthcare Professionals  

 School-based Professionals 

 Pastoral Professionals   

 Media-Specific (prevention)  
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informed training and communications efforts to create a Suicide Safe Care State. 

 

 

 
 

 

Understanding Best Practices Programs  

 

Prior to developing or establishing a community based prevention program, project or materials, it is important to 

know whether the information and programs you are communicating to your community is safe and effective in 

preventing suicide. Because of the wide range and sheer volume of information on the topic of suicide and suicide 

prevention, in 2005, the Suicide Prevention Resource Center and the America Foundation for Suicide Prevention 

collaborated to develop the “Evidence-Based Practices Project.” This process was expanded in 2007, when a new 

system launched that provided a comprehensive source to “identify, review and disseminate information about 

best practices for suicide prevention”. Now called the National Registry of Evidence-Based Program and 

Practices (NREPP), as of 2010, this database also incorporates EBPP programs and more recent entries. This 

process is governed by the Substance Abuse and Mental Health Services Administration (SAMHSA). The goal of 

this program was to develop an online database of programs that meet criteria established to ascertain their 

effectiveness in meeting suicide and suicide prevention. This database delineates between those programs that 

have achieved an evidence-based classification and those that have not to date. This allows users of this system to 

make information choices prior to designing and/or implementing training and education in their communities.  

 

 
The “Registry Listing based on Expert Review” process involves three steps: 1.  Collection of relevant suicide 

prevention program evaluations; 2. Review program evaluations by at least three expert reviewers; and 3. 

classification of each program into one of three categories: insufficient current support—meaning there isn’t 

enough data to support to meet the thresholds established), promising—meaning there appears to be evidence of 

effectiveness given the thresholds established, and effective—meaning it meets the thresholds established by the 

expert review team. A comprehensive “scoring” system has been developed to access candidate programs by the 

expert panelists to assess each program utilizing a consistent framework for evaluation. A more complete 

discussion of the programs that meet the “promising” and “effective” categories of review, fact sheets are 

developed that contain the following information: 

 

 Program title and description 

 Cultural adaptions 

 Evaluation design and 

outcomes 

 Contact information  

 Intervention activities 

 Universal, selective, indicated 

populations 

 Number/length of follow-up 

assessments 

 Target population, age, gender, 

and ethnicity 

 Urban, suburban, rural settings 

 Resources required for 

implementation 

 

The “Registry Listing based on Application” process provides programs that utilize proven, established methods 

that have already been developed but applied in a different manner.   For programs evaluated under this process, 

the timeline for evaluation may be expanded to enable a more thorough evaluation that considers theoretically 

sound approaches additional time for consideration and assessment.  

 

As part of this discussion, it is important to know how a program 

becomes accepted as a “Best Practice.” For the NREPP, there are 

two routes to becoming recognized in the registry. These are: 

1. Registry Listing based on Expert 

Review 

2. Registry Listing based on 

Application  

http://sites.utexas.edu/zest/ 





Chapter 5: Community-Based Prevention and Intervention | 

 

 

91 

National Suicide Prevention Lifeline: 1-800-273-Talk (8255)  www.suicidepreventionlifeline.org 

Designing, Developing, and Disseminating Information Via Community-
Based Tools and Resources 

 

 

Holding Community Listening Sessions 
 

One powerful tool for coalition building is to hold community listening sessions to gain information and support 

for suicide prevention initiatives in your community.  Community Listening Sessions are open-ended 

conversations designed specifically to hear the voices of everyone present. They provide excellent opportunities 

for the community—especially people most affected by suicide—and your organization to share ideas, thoughts, 

and concerns. 

 

Sessions can be conducted in one or in a variety of community types. In addition, separate sessions can be held 

with target audiences like professionals, including representatives of families, courts, policy makers, program 

administrators and front-line staff. 

 

Each participant in the listening sessions has an opportunity to respond to the issues raised and to express his or 

her opinion. 

 

Developing the Program 

 Prepare an agenda and define topics. It may be useful to begin with a general outline of what you would like 

to cover. Consider how the program will flow. Include an “open-mike” session that allows the audience to 

challenge opinions, ask questions or offer personal insights. It is recommended that the session last no longer 

than two hours to keep the presentation lively. 

 Identify and screen potential speakers. Refine the perspective that each panelist will offer. Provide a general 

outline of key points you would like your speakers to address, which is often referred to as “talking points.” 

 

Building Participation in the Session 

 Promote it to interested groups with a notification of the session to the leadership of key groups. Request that 

they inform their membership of the session through their newsletter, email, or mail. Enlist the audience 

participation of as many elected officials and their staff members as you can. Send a letter urging them to 

attend. 

 Promote the session to families and others connected with your issues. 

 

Gaining Visibility 

 Encourage newspapers, radio, and television to promote the session in advance. Distribute community 

calendar announcements to local newspapers, TV, radio, blogs, and cable stations. Be sure to include a 

telephone number or email address where you can be reached for more information. 

 Develop a list of all the media you would like to cover the event. Then, draft and distribute a “media 

advisory.” It should be a brief document that clearly states the basics: who, what, where, when, why and how. 

 Consider a media packet or handouts for the media who attend the session. (For free brochures contact: 

txsuicideprevention@mhatexas.org) 

 Follow-up after sending the media advisory. 
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cost-effectively, it is done so only after your community’s needs have been assessed to determine its needs and 

what role gatekeeper training can and should play.  

 
 

Organizing a Speakers Bureau 
 

There are numerous resources available in Texas to provide ongoing educational opportunities, to motivate people 

in your community, and to keep your focus on the task at hand while offering new perspectives on suicide 

prevention. 

 

Locally, it is wise to be proactive in developing a range of speakers so that you are always prepared to address the 

needs of a variety of community organizations, such as parent-teacher organizations, civic groups, lay ministries, and 

others. It is also suggested that all speakers be trained and aware of the public health aspects of suicide prevention, 

intervention, and postvention and have a mental health professional review the speech outline ahead of time (if the 

speaker is not a mental health professional). A list of suggested topics is located below. 

 

Keep in mind that for most organizations, there are certain times of year (such as in the summer) when scheduling 

may take place up to a year in advance. Some individuals are available to speak for free, others will need to have 

expenses covered, and others will expect a speaker’s fee. 

 

When seeking local speakers, identify individuals who are knowledgeable about the suggested topics and 

emphasize utilizing the information provided in the toolkit. Once you have identified some local resources, offer 

to listen to the material they plan to present and give them feedback before they present it to a group. 

Inexperienced speakers may benefit from these tips: 

 

 Speak clearly and vary the pitch of your voice. 

 Be precise in filling the time allotted by a group. 

 Smile and make eye contact as you speak to the audience. 

 Stand and move around a bit. 

 Use visual aids if they are helpful, but avoid reading from them verbatim. 

 Incorporate information that is relevant to specific groups and ages. 

 Include a diversity of culture in your presentation. 

 

When you have a speaker available, get the word out to the community by every available method. Start an email 

campaign, send public service announcements to the media, ask local television stations about getting coverage, 

and include the information in your own newsletter or web page. Ask the speaker to help by providing materials 

that you can use for publicity purposes such as a brief biography and a write-up on the program content and the 

key points that will be covered. If you prefer, you can ask the speaker to let you interview him or her in order to 

get this information to use for these purposes. 

 

At the event itself, assign one person to greet the media and introduce them to the speaker and other key 

individuals. Make sure the room is set up for the best effect, including temperature, lighting, and seating. See to it 

that the speaker has everything he or she needs, such as water. Be prepared to introduce the speaker using 

information he or she has provided to you. 

 

When you are hosting a lecture about suicide, it is advisable to have both a mental health professional and a 

suicide survivor available in the back of the room in case their attention is required by anyone in the audience 

who might have personal concerns related to the content of the presentation. Be sure to identify these helping 

sources at the beginning of the presentation. 
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After the lecture, ask the attendees to fill out an evaluation that includes a suggestion section. Following the event, 

select some key quotes from attendees and photographs to include in a media opportunity so that you can continue 

to address the seriousness of this public health concern. Also, try to have an email contact list that can link the 

community to your organization, the speaker’s, and national suicide prevention organizations. Always include the 

1-800-273- TALK (8255) lifeline number as well as any local hotline numbers in your presentation and handouts. 

 

Topics to Consider 

 Data-gathering and statistics 

 Community and individual responses to suicide 

 Survivorship 

 Suicide as a public health problem 

 Community organizing for suicide prevention 

 Advocacy for suicide prevention 

 Suicide prevention for at-risk groups: youth, 

elderly, men, women, minorities 

 

 Starting support groups for survivors 

 Spiritual concerns, memorials and ritual 

 Suicide in the criminal justice system 

 School-based suicide prevention programs 

 Gatekeeper programs 

 Professional training in clinical best practices 

 Crisis hotlines 
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Developed using recommendations from the American Association of Suicidology 

Sample Safety Plan 

For Children 

 
Warning signs that tell me a crisis may be developing (these may include thoughts, situations, behaviors, 

images, etc.) 

1.  

2.  

3.  

 

Coping strategies that help me feel better (coping strategies may include listening to music, drawing, writing 

in a journal, going for a walk, etc.) 

1.  

2.  

3.  

 

Supportive people I have permission to contact and places I have permission to go that can provide a 

distraction or help me feel better (places may include a neighbor’s house, library, backyard, etc.): 
 

People/Phone Number:      Places: 

1.  

2.  

3.  

1.  

2.  

3.  

 

Professionals I can contact during a crisis (this may include your counselor/case manager, a crisis 

hotline, school social worker/counselor, etc.): 
 

Name:       Contact Information:

1.  

2.  

3.  

4. Local Crisis Line 

5. Suicide Prevention Lifeline 

 

 

 

 

1-800-273-TALK (8255) 

 

Steps to keep my environment safe:        

1.  

2.  
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09/01/10 

D
8/12/09

 
  ACTION PLAN 

 

 

 

 

 

 

 
 
 

I.  HIGH RISK - Student has a specific plan or previous suicide attempt.  Must be seen immediately 

! If student is presenting imminent danger to self or others, contact SRO (School Resource Officer) or 911 immediately.  

Inform SRO that a Mental Health Officer is needed. 

! Inform Campus administrator. 

! Contact parents immediately. 

! If medical emergency is in progress, including a suspected drug overdose, dial 911, SRO and contact school nurse. 

! A Mental Health Officer has the authority to declare immediate need for voluntary or involuntary admission to hospital.   

! Student should be monitored at all times – do not leave alone, even for a minute. 

! Share your concern – communicate that you care and that you want him/her to be safe. 

! Obtain commitment from the child/student not to harm self by completing the INDIVIDUAL SAFETY AGREEMENT  

(CRISIS Notebook, p. V-11). 

!  Principal Notification – verbal notification and a copy of the SAFETY CHECKLIST: Youth at Risk for Harm (CRISIS 

Notebook, p. V-3). 

! Inform your School Nurse. 

! Do not release student from school at the end of the school day.  Student must be released to a parent or guardian!  An 

INDIVIDUAL SAFETY AGREEMENT must be made with student, parent or guardian.  If unable to contact parent or 

guardian, contact your SRO for assistance.  Student must be accompanied at all times. 

! MCOT (Mobil Crisis Outreach Team) An additional crisis intervention resource available to provide assistance to 

trained professionals in school settings.  MCOT: Extension of PES (Psychiatric Emergency Service) 472-HELP (4375) 

Available 24 hours a day.   
 

Assisting the Parent: 

! Parent should immediately to contact physician/therapist, Hospital Emergency Room or PES. 

! Complete EMERGENCY PARENT NOTIFICATION FORM and provide a copy to parent to share with physician/mental 

health professional  (CRISIS Notebook, p. V-12). 

! Request that parent/guardian complete and sign AISD CONSENT TO REQUEST STUDENT RECORD (S) FORM* which 

will allow school to provide school records to physician/therapist and verbally communicate with physician/therapist.   

! If parent chooses not to sign, counselor must document “parent chooses not to sign” and date CONSENT FORM. 

! Families with private insurance should contact their Primary Care Physician. 

! If student has therapist or psychiatrist, parent should contact immediately and schedule an appointment. 

! Families without private insurance – will need to transport their child to Psychiatric Emergency Services (PES) @ 56 

East Ave. (Holly Street & I-35); Phone #: 472-HELP (4357) or Hospital Emergency Room. 
 

   Follow Up: 

! Phone call home within 48 hrs. to confirm parent followed through for medical/mental health assistance. 

! If counselor suspects parent did not follow through, complete report to Child Protective Services (CPS) Inform SRO. 

! If parent signed release, follow up by contacting physician or mental health provider. 

! Upon student’s return to school, a transition meeting should take place between the student, parent, and counselor.  

Other staff might be included, at counselor discretion (i.e. SCL, campus administrator, school nurse, teacher).  The 

INDIVIDUAL SAFETY AGREEMENT (CRISIS Notebook, p. V-11) should be reviewed and updated, as appropriate to 

student’s needs.    

! Ensure student has understanding of  plan and how to seek help both at school and home. 
! Refer student to IMPACT Team.  Monitor student closely.  

                                                
 

Must complete 4 FORMS when working with High Risk Suicidal Students 

(Forms are found in CRISIS Notebook) 

1.  SAFETY CHECKLIST: YOUTH AT RISK FOR HARM - - - - - - - - - - - - - - (copies: counselor & principal)  V-3 

2.  INDIVIDUAL SAFETY AGREEMENT (former title Stay Alive Contract)- -  (copies: counselor & principal) V-11 

3.  EMERGENCY PARENT NOTIFICATION FORM- - - - - - - - - - - - - - - - - - (copies: counselor & parent)  V-12 

4.  AISD CONSENT TO REQUEST STUDENT RECORD (S) FORM* - - - - - - (copies: counselor, parent, physician) V-14 

    *Inform parent that signing consent authorizes school to mail school records to physician/therapist and allows  

      verbal communication between school and physician/therapist. 

      If parent signs, parent can deliver CONSENT FORM to physician/therapist or the counselor can mail CONSENT FORM. 

      If parent chooses not to sign, counselor must document “parent chooses not to sign” and date CONSENT FORM. 

ACTION PLAN 
Quick Reference Guide for Suicide Intervention  

Sample Action Plan from Austin Independent School District 
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09/01/10 

 
II.  MODERATE to LOW RISK   (Student has vague or no plan.) 

! Immediately contact parents. 

! An  INDIVIDUAL SAFETY AGREEMENT (CRISIS Notebook, p. V-11) must be  completed with student.    

! If unable to contact parent or guardian, contact SRO for assistance.  

! Ensure student has understanding of the Safety Agreement and how to seek help at school and home. Establish a safe place to 

go when feelings of doom present themselves.  

! Share your concern – communicate that you care and that you want him/her to be safe. 

! Explore problem solving strategies and alternatives for staying safe. 

! Increase counseling opportunity with focus on increasing coping skills, problem solving strategies, stress management. 

! Inform Principal – verbal notification and provide a copy of the SAFETY CHECKLIST: Youth at Risk for Harm (CRISIS 

Notebook, p. V-3). 

! Do not release student from school without prior notification and consent of an adult family member, preferably a parent or 

guardian. 

! Inform school nurse.  

! Inform SRO. 

 

Assisting the Parent: 

! Complete EMERGENCY PARENT NOTIFICATION FORM (CRISIS Notebook, p. V-12) and provide a copy to parent to 

share with physician or mental health provider. 

! If parent is not able to come to school, inform the parent or guardian that  an Emergency Parent Notification  will be sent  

home with the student. 

! Families with private insurance should contact their Primary Care Physician. 

! If student has therapist or psychiatrist – parent should contact them immediately and schedule an appointment. 

! Families without private insurance may contact PES @ 472-HELP (4357)– PES-Psychiatric Emergency Service @ 56 

East Ave (Holly Street & I-35). 

! Refer student and family to outside counseling agency, if appropriate.  May contact your School to Community Liaison 

(SCL) for assistance. 

 

Follow Up: 

! Phone call home within  24 to 48 hours. 

! Monitor student closely.  Review INDIVIDUAL SAFETY AGREEMENT (CRISIS Notebook, p. V-11).  Continue to explore 

problem solving strategies and alternatives to staying safe.  Ensure student understanding of plan and how to seek help. 
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 School-Based Tertiary Suicide Prevention Program 

 School-Based Suicide Prevention Program Evaluation Plan  

 

For each grade level category (Primary, Secondary, Tertiary) a top-down planning process has been developed to 

navigate school personnel through this effort. Section VI of this report includes sample forms such as:  

 

Research-Based Guidelines and Practices for School-Based Suicide Prevention Section Outline Section 
VI. Useful Sample Forms, Checklists, Job Descriptions & Guidelines  

 Sample Policy from CA School Boards Relating to School-Based Suicide Prevention School District Crisis 

Response (Including Suicide): District Office Responsibilities District Crisis Guidance Manager 

Responsibilities & Responsibilities & Job Description District Crisis Support Team: Membership & Roles  

 District Media Guidelines  

 Establishing School Crisis Team: School Site Responsibilities  

 School-Based Suicide Prevention Gatekeeper Training Checklist  

 School-Based Suicide Prevention Program Recommendations  

 School Crisis Immediate Response Checklist  

 School Crisis Team Quick Checklist Following a Suicide  

 Suicide Prevention Community Coordination.  

 Sample Form Letters  

 Parent/Guardian Letters  (1) Sample parent/guardian letter inviting to Gatekeeper Training (2) Sample 

parent/guardian letter in death by accident  (3) Sample parent/guardian letter in death by suicide  (4) Sample 

parent/guardian letter in death by murder  (5) Sample parent/guardian letter after a natural disaster  (6) 

Sample parent/guardian informational evening guidelines  

 Staff Letters/Announcements/Documentation/ Forms  

 Sample staff letter advising of meeting to introduce Crisis and Suicide   Prevention Handbook.  

 Sample staff letter advising of schedule of mandatory gatekeeper   meetings.  

 Sample staff script to inform students of death of another student or   staff member.  

 Sample staff announcement of death of a staff member or his/her family. 

 

Pastoral Professionals 
 

Clergy and pastoral professionals often play an active role in suicide prevention. According to the Suicide 

Prevention Resource Center’s fact sheet The Role of Clergy in Preventing Suicide, their literature review indicates 

that persons contemplating suicide often turn to their clergy for support rather than a mental health professional.  

In fact, according to the SPRC fact sheet, some research indicates that more than twice as many persons with 

diagnosable mental illness will seek counsel from their clergy rather than a psychotherapist.  

 

As a consequence, the pastoral profession can be aided greatly by specific training in suicide prevention and the 

ability to identify and respond to warning signs associated with suicide.  

 

 Recognizing the Warning Signs offers insight into the evidence-based warning signs associated with suicide. 

 Responding to the Warning Signs provides guidance on clergy responses to identified warning signs, 

understanding the roles and distinctions between clergy and mental health professionals, legal, and 

confidentiality issues.  

 










