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1. eLearning modules (9)
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applied skills practice
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3. In-person Applied Skills Practice 
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Collaborate 
with others

Housekeeping

Take care of
yourself during 
and after the 
training 

Give the 
course your 
full attention

What is said in 
this room, stays
in this room

Please leave camera on 
for duration of training –
this is required for CEU 
eligibility!
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1.How many of you have responded to a suicide-related call or 
incident?  
2.How many have done a suicide death notification?
3.How many have been impacted personally by a family member, 
friend, peer, or other person who died by suicide? 

The Magnitude of Suicide for Crisis Responders...



Emotional Triggers



Which 
statement 
is more 
accurate?

“died by suicide” 
or 

"committed suicide"

NAMI, NIMH



What is the Role of Crisis Responders in Suicide 
Prevention?
• Support partners who are at increased risk for suicide

• Prepare yourself for suicide-related calls

• De-escalate individuals in crisis and their loved ones

• Determine the level of risk

• Develop safety plans that integrate risk and protective factors

• Educate patient and family on risk, protection, and treatment options

• Connect individuals with the appropriate care setting

• Hold system partners accountable

• Ensure you are ready for your next call

• Provide follow-up care

• Support suicide loss survivors



5

Learning Objectives

1 43
Prepare crisis 

responders for their 
role in suicide 

prevention 
including strategies 
for crisis response 

planning and 
suicide death 
notifications.

2
Apply knowledge 
of WA state laws 

to improve suicide 
prevention
response. 

Increase knowledge 
of the public health 
and first responder 
crisis of suicide and 
articulate the role 

of crisis responders 
in suicide 

prevention.

Use the POISE 
approach anytime you 
feel someone may be 

considering suicide 
including coworkers.

Consider disparities 
in suicide rates and 
the implications for 

crisis responders  
focusing on specific 

strategies for 
Veterans.



Module 1: The Public 
Health Crisis of 
Suicide



Suicide Data in Washington

2nd leading cause of 
death for ages 10-34

(CDC, 2022)

Almost five times as many people 
die by suicide as in alcohol related 

motor vehicle crashes

(U.S. Surgeon General, 2022)

69 percent of firearms deaths 
are suicides; 50 percent of all 

suicides were by firearm

(CDC, 2022)

On average, 15-30 people are 
severely affected by each 

suicide death

(Cerel et. al, 2018)



Rates of Suicide Vary by Race/ Ethnicity/ Gender 
Group Suicide Rate per 100,000 in 2023

White Male 26.2

White Female 6.8

Black/ African American Male 14.8

Black/ African American Female 3.5

American Indian/ Alaska Native 14.2

Native Hawaiian/ Other Pacific Islander 15.9

Hispanic/ Latino 8.1

US Suicide data: AFSP 2023 Official data



(CDC & SAMHSA, 2023)

Opportunities for Prevention

• 43,316+ died by suicide in 2023 

• 2,300,000+ million suicide attempts

Look at and below Waterline to Save Lives

• ~ 3,500,000+ made a suicide plan

• ~ 12,300,000+ seriously considered suicide

• Almost everyone experiences at least one 
risk factor for suicide 



Long-Term Survival More than 90% of people 
who survive a suicide 
attempt do not die by 
suicide.  

Prevention can work.

(Owens 2002)



Adapted from Thomas Joiner’s Interpersonal Theory of 
Suicide, 2007

Why and When People Die by Suicide? 

Pain



Critical Incidents are Risk Factors

The World Health Organization 
describes a critical incident as…

“An event out of the range of 
normal experience– sudden and 
unexpected, involves the perception 
of a threat to life and/ or include 
elements of physical and emotional 
loss. Events that overwhelm and 
threaten a person’s coping 
capacity.” 



Suicide Among First Responders is also a 
Critical Public Health Issue

• Law enforcement officers 

o are 54% more likely to die by 
suicide than workers in other 
occupations

o are 2.3 times more likely to die 
by suicide than by homicide or in 
accidents

o suicide is elevated across all 
types of law enforcement

o The National Fallen Firefighters 
Foundation estimates that there are between 
100 and 200 firefighter deaths by suicide each 
year, double the rate of the general 
population.

o Among first responder suicides for whom 
circumstances were known, intimate partner 
problems, job problems, and physical health 
problems were prominent risk factors in 
addition to critical incidents. 

https://www.firehero.org/
https://www.firehero.org/


• Stress caused by experiencing critical incidents has been shown to increase risk 
of mental illness, substance abuse, and suicidal ideation

• Police officers and firefighters have a fivefold (5x) increase in PTSD and 
depression compared to the community

• Witnessing a suicidal attempt while on duty has been shown to increase the 
risk of subsequent suicidal ideation of the first responders who were involved

American College of Emergency Physicians/ Tactical and 
Law Enforcement Medicine Newsroom, January 10, 2022

https://www.acep.org/talem/newsroom/january-2022/law-enforcement-officer-suicides--risk-factors-and-limitations-on-data-analysis

Exposure to Critical Incidents 



Suicide happens more frequently to first 
responders
• To end pain due to critical incidents and 

other factors

• Easy access to firearms

• Routine exposure to death including suicides

• Difficulty reaching out due to shame and 
unsupportive systems
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Module 2: Suicide 
Prevention the POISE 
Approach



POISE: Suicide Prevention

✔ What are the risk and protective factors? What are the warning signs?

✔ How do we ask about suicide? How do we do effective safety planning? 
How do we support individuals in crisis and their loved ones around 
limiting access to lethal means during times of crisis?

✔ How do we work with others in the crisis care continuum to support 
individuals in a suicide crisis using the suicide response decision tool?

✔ How do we prepare for the next call and use POISE to make continuous quality 
improvements to suicide related calls?

prepare

observe

intervene

support

evaluate

✔ How do we prepare ourselves for suicide-related calls?



Self-Care: Responding to suicide is difficult, provoking work. 
Self-care is vital.

Confront myths: There is a lack of understanding about suicide 
in the community. Educate yourself so that you can help 
educate the community. 

Visit (and revisit) personal and professional biases: We all have 
them about the people we serve especially, when it comes to 
suicide.



People who die by 
suicide are selfish.

People who die by 
suicide are engaged in 
tunnel thinking. They 
feel they are a burden 
and don’t see any way 
out. They want to end 
their pain. They can’t 
see the impact of their 
actions on others.

Myth



Myth

People threatening suicide 
are often seeking 
attention.

Threatening suicide for 
some people can be 
part of acquiring 
the capability. It's 
important to take all 
threats of suicide 
seriously.



If you can simply explain 
to someone that they 
have so much to live for, 
they’ll change their 
mind about suicide.

Suicidal thinking cannot 
be turned on and off like 
a switch.

Even if they know deep 
down, they are loved, 
their pain is the driver. 
They can’t think clearly.

Myth



For some people, it 
seems as if a suicide in 
their life came out of the 
blue.

We are not aware of risk 
factors and signs of 
suicide.

Four in five suicides are 
foreshadowed by some 
sign, hint or behavior.

Myth



Asking someone 
directly about suicide 

will put the idea of 
suicide in their head.

Pain is what drives 
suicide. Asking 

doesn’t cause pain, 
it builds connection.

Myth 



If someone really 
wants to take their 
life, there is no way 
to help them.

Suicide crises are transient. 
People tend to fixate on 
one method at a time.

If someone is in crisis and 
cannot physically access a 
firearm (or ‘their’ method) 
it BUYS TIME.
.

Myth



Fact: Somebody is at 
risk for suicide.

My story when the 
filter is dirty:

This is the 10th

time they have 
called.  It must be 

a cry for help.
Here we go 

again. I feel so 
helpless on 
these calls.

How could 
they be so 

selfish?



Fact: Somebody is at 
risk for suicide.

My story when the 
filter is clean:

I wonder 
what this 
patient’s 
story is...

What do I 
know about 
this person’s 
risk factors?

What do I 
know about 
this person’s 

protective 
factors?



Stacy ACT I
Stacy is a well-known client to you and your team. She makes multiple 911 calls a week. Stacy is a middle-
aged, white, woman that lives by herself in subsidized housing. She has weakened interpersonal 
relationships and seems to use the crisis system for connection. Typically, when Stacy calls 911, she is 
short, rude and inappropriate with dispatchers. She provides minimal information to dispatch and will not 
answer any of the dispatcher’s safety questions.

Stacy has history of both non-suicidal self-injury, as well as previous suicide attempt that have led to 
hospitalization. Today you are on shift and Stacy has already called 911 two times threatening self-
harm. You and your partner are dispatched to the current call due to Stacy identifying a desire to “self-
harm”. She is requesting a social worker.

During the two earlier calls, the earlier team tried to contact Stacy at her house. The first time she would 
not answer the door, but the team could hear her moving around inside. The second time she would not 
open the door and only provided minimal information through the door to the team.



• Characteristics at the biological, psychological, 
family, community, or cultural level that precede and 
are associated with a higher likelihood of suicide.

• Risk factors are destabilizing

• They are important to recognize, and to provide 
support around, so they don’t escalate into 
something more serious.

CPRC, CDC 2020

Factors



Traumatic and difficult life events
• Early childhood trauma
• Break-up of a significant relationship/ divorce
• Severe family conflict
• Loss of major stabilizing factor (job, identity, housing, financial security, parent/ 

child death)
• Prolonged challenging transitions, such as out of school or the military, or out of a 

hospital setting
• Experiences that show lack of acceptance, bullying, discrimination 
• Situations that cause shame or humiliation
• Critical incidents
• Difficult health diagnosis
• Easy access to lethal means

Personal or family history 
• Mental health challenges including anxiety, depression, eating disorders, ADHD, 

bipolar disorder, schizophrenia, substance use disorder
• Previous suicidal thinking and attempts, family history of suicidal behavior

What do you 
notice about risk 

factors?



Alcohol Use Disorder (SUD):
An Important Risk Factor for Suicide

Alcohol use disorder may lead 
to feelings of shame and 

feelings that you are letting 
family and others down. 

↑ perceived burdensomeness

Alcohol use disorder can lead 
to higher rates of criminal 

justice involvement and other 
outcomes such as job loss

↑ thwarted belonging

Alcohol can reduce one’s fear 
of dying by suicide.

↑ acquired capability

Is it any wonder that more 
than one-third of suicide 

deaths have alcohol involved? (Lynch et al., 2020)



There is increased suicide risk for 
both victims of domestic violence 

and DV perpetrators.

There is a “consistent risk factor for 
suicide attempts [for women] was 

domestic violence”.
36% of female survivors considered 
suicide and 23% attempted suicide.

Children in households where domestic 
violence occurred are also at increased 

risk for suicide.

(World Health Organization, 2013)

Domestic violence call → Think possible suicide risk

Suicide-related call → Consider if domestic violence is in the picture



For some people, it 
seems as if a suicide in 
their life came out of the 
blue.

Individuals in crisis are not 
always displaying risk factors 
and signs of suicide.

Four in five suicides are 
foreshadowed by some sign, 
hint or behavior.

Myth



Direct
• Communicating about suicide ambiguous statements about 

living
• Preparation for pets/ children, updating will, saying goodbye
• Seeking access to lethal means

Indirect
• Increased substance use
• Hopelessness
• Purposelessness
• Shame and humiliation
• Social withdrawal
• Anger- rage, revenge seeking
• Recklessness- engaging impulsively in risky behavior
• Feeling trapped
• Uncontrolled anxiety
• Mood changes
• Sleep changes

Example 
Warning Signs

NIMH 2020



Protective factors

Connection, even among strangers, is 
a key protective factor

Skills, strengths, or resources that 
help people deal more effectively 
with stressful events.

• Coping skills, support system 
• Positive personal traits
• Access to health and mental 

health care
• Protective factors are stabilizing

How do protective factors show up 
calls for service?



INTERVENE

How do we intervene once we arr

• Show empathy through validation, key 
to connecting with a person in crisis

• Build connection and rapport

• Ask about suicide including important 
follow-up questions



How to Intervene What about body language?
• Respond to a suicide call with the objective to 

listen and learn, not to change their mind…

• Introduce yourself, ask open-ended questions, “Hi, 
I’m Stephanie a social worker with the Alternative 
Response Team. What’s going on for you today?”

• Slow down the interaction, you want them to tell 
you their story, how that happens will look 
different depending on how they present

• Show interest using active listening strategies 
(MOREPIES)… eg. “I hear you”, “that makes sense”, 
“Uh huh”, “It sounds like things have been building 
up for some time now… is that correct?”



How Do I 
Ask About 
Suicide? 

• Be direct

• Be matter-of-fact

• Asking about 
suicide does not 
put the idea in 
their head

NAMI, NIMH



It can help 
to ask this 
way…

NAMI, NIMH

Sometimes when people are
________________________,

__include warning signs__,
_____you’ve noticed______,

they’re thinking about suicide.

Are you thinking about suicide?



Ways to ask …
What’s your preferred way to ask about suicide? 

Do you have thoughts about suicide?

Are you thinking about killing yourself?

Are you thinking of ending your life?



NAMI, NIMH

What if they say NO?

• Keep communication open 

• Gather more information 

• Keep checking-in

What if they say YES?

• Stay calm

• Take it seriously  

• Thank them for their 
honesty

• Acknowledge their pain



If NO, follow up 
with these 
questions:

No means gain more information

• “If you were thinking about suicide, 
who would you tell? What would it look 
like?”

• “Are you afraid that getting help will 
impact your job?”

• "If you became suicidal, would you 
reach out to 988 or your local crisis 
line?"
o Ensure resources are left behind



If YES, follow up 
with these 
questions:

Generally, the more specific the answers, 
the further along the person is in their planning. 

•Have you thought about how you would end your life?

•Have you made a plan? What is your plan?

•Do you have access to the means such as medications, 
firearms, ropes or things you could hang yourself with?

•Do you have a timeframe for when you would do this?

•Do you feel you can control the impulse to kill yourself?



Stacy ACT II
When you and your partner knock on the door Stacy is quick to answer and invites you and your partner 
in. She says, “I don’t want my fucking neighbors to hear my business.” Stacy reports being relieved it is 
you and your partner responding because she does not like the responders who came earlier to her 
house. She states, “you two are the best, you are the only ones that ever help me. I think you two should 
train the rest of your staff to be as good as you!” Stacy reports frustration with neighbors and indicates 
some vague threatening statements about how she will harm neighbors “if they don't shut the fuck up.” 
Stacy goes on to express concerns about another neighbor whose cat is always walking around and states, 
“that cat is going to get what’s coming to it if it keeps coming around my door.” Stacy goes on to talk 
about how if she ran this apartment building things would be so much better and none of this nonsense 
would happen. After talking with Stacy for some time, your partner ask Stacy, “are you having thoughts 
of hurting yourself?” Stacy reports “not really… I just can’t deal with all of this.” Stacy reports a little bit 
later that she has a desire to hurt herself, but does not have any intention in moving forward with a plan. 
Stacy identifies if see was going to “do it” she would use her double-sided Bic razor blades or her yellow 
6in utility knife



Support

•Provide education and support around 
removing access to lethal means to 
individuals in crisis and their trusted 
person(s)

•Discuss treatment options based on 
need, risk​, and engagement

•Provide follow-up resources for suicide 
prevention.

How do we support once we 
identify that suicidal thinking is 
present?



Suicide Crisis Rises and Falls



The Duration of a Suicide Crisis
Even though some people consider 

suicide for a long time, decisions to act 
on suicide can be as short as 5 

MINUTES 
or as long as 3 DAYS.

If we can get through the acute crisis 
phase, it buys time to try something 

new. With a highly lethal means, such 
as a firearm, there is no chance for 

rescue.



AMERICAN ACADEMY OF CHILD & ADOLESCENT PSYCHIATRY

Guide individuals in crisis and their loved 
ones in the need to temporarily remove 
access to lethal means while the person 
is struggling. 

• LOCK UP OR REMOVE FROM HOME*:  
Firearms, Rx & OTC meds, belts, ropes, 
plastic bags & wrap, chemicals, poisons, 
alcohol, knives and other sharp objects, car 
keys

*not an exhaustive list

• Closely monitor internet use or research on 
ways to die, if possible

Download on the BHCore website

https://bhcore.org/training-opportunities/



• Do you have RX and over-the-counter meds in your home?

• Are you storing them in a way that you or anybody who is in your house 
would be able to access them? 

 Will you consider buying a medication lock-box or other secure 
storage device? Lock up all medications except for a one-week 
supply.

 Will you dispose of unwanted medication at a safe disposal 
location (pharmacy, police station or health department)?

 Will you ask someone you trust to help you take your any 
medication you are taking daily until you are feeling better?

Ask Detailed Questions About Lethal Means…



Washington State Safe Storage Interactive Map



• How many firearms are in the house?

• How are you storing them? Where is the key?

• Do you have a plan for what you would do with your
firearm to temporarily remove your access to it? What is 
that plan? Can I help with that?

Questions About Firearms Save Lives…
In Washington state, 
three in four firearm 
deaths are suicides. 
Access to firearms 

triples the threat of 
suicide.



https://bhcore.org/wp-
content/uploads/2025/03/BHCore-

Resources-Guide9.pdf 



Evaluate

How do we intervene once we arrive on 
scene?

• Clearing your filter related to suicide is not a one-time 
event; there is a need to continuously remind oneself 
what suicide is about and what suicide is not about

• When we engage around this topic with others, it’s 
important to look back at how that interaction went, 
did we take the time to prepare, observe, intervene, 
support and evaluate these calls…



Clear Filer After 
Suicide-Related 

Calls

Child suicides, suicide attempts and suicide deaths  of people 
you knew can be the most difficult.

Talk about how responding to the suicide-related call made 
you feel by journaling, talking with a supervisor, a peer support 

person, or a mental health professional.

Practice self-care coping strategies that work for you; be 
intentional about their use.

Have compassion for yourself: do the best you can, which is all 
we can ever ask of ourselves or what anyone can ask of you.



Using POISE to Debrief

How did you 
prepare?

p o
How did you 

convert 
information to 
intelligence?

What resources 
were shared and 

what was the 
outcome of the 

call?

How effective 
were your 

intervention 
strategies? 

How did we 
do?
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Module 3: Disparities in 
Suicide Rates and the 
Implications for Crisis 
Responders



Populations Disproportionately Affected by Suicide
Higher Suicide Death Rates Higher Suicide Attempt Rates 

Middle-aged Adults (35 – 64yo) Youth 15-19, especially females 

Older adults (75+) LGBTQ+ youth

Veterans

First Responders

American Indian and Alaskan Native 
Persons (10 - 24yo)

Construction Workers



Complex Factors 
Underlie 

Subgroup 
Differences in 
Suicide Rates

•Cultural Sanctions
Acceptability of suicide as an option
Acceptability of death
Access to firearms and other lethal means
Unacceptability and shame associated with life events

•Idioms Of Distress 
One’s likelihood to express suicidality
The way suicide symptoms are expressed
Chosen method or means

•Stressors
Acculturation
Discrimination-related strain
Social disadvantage
Trauma exposure

•Social And Family Discord 
Conflict, lack of integration, or alienation from family, community, 
or friends

Complex Factors 
Underlie 
Subgroup 
Differences in 
Suicide Rates



LGBTQ+ and Higher Suicide Rates PBS News Hour



https://www.thetrevorproject.org/get-help/



American Indian & Alaskan Native
• In Washington State, suicide rates among American Indian and Alaska 

Native (AI/AN) populations have remained significantly higher than the 
state average. 

• The suicide rate for AI/AN communities in Washington is nearly double 
the state average.
o 28.0 per 100,000 AI/AN, compared to 15.9 per 100,000 in state population

• Contributing Factors:
o Historical Trauma
o Mental Health Disparities
o Substance Use
o Socioeconomic Challenges



Native and Strong Lifeline 
• The Native and Strong Lifeline is a groundbreaking crisis          

support service in Washington State 
• Key Features:

oCulturally Relevant Support: Staffed by Native crisis    
counselors who are tribal members or descendants, the     
lifeline offers culturally sensitive crisis intervention and 
support, integrating traditional healing practices. 

o 24/7 Availability: The service operates around the clock, 
providing immediate assistance to individuals 
experiencing mental health crises or contemplating 
suicide. 

oAccessing the Lifeline: Individuals can reach the Native 
and Strong Lifeline by dialing 988 and pressing 4. 



Veteran Suicide: Number of Suicide among WA 
Veterans (2017 – 2024*) 



Veteran Specific

•Resilience
•A sense of belonging and purpose 
through military service
•Access to VA mental health care and 
care for substance use disorders
•Positive coping skills learned in high-
stress settings

Protective Factors

•Transition-related challenges
•Post-traumatic stress disorder
•Traumatic brain injury
•Experience and access to firearms

Risk Factors





Veteran Scenario
You are co-dispatched with police to a welfare check call. The Veterans Crisis Line 

called 911 after “Paul” called in, spoke about feeling depressed, isolated and had 
a noticeable slur in his voice which is believed to be due to intoxication. When 
Paul was asked about suicidality he became notably evasive and abruptly ended 
the call saying that he was “fine”. The crisis line attempted multiple callbacks to 
Paul but he did not answer. Dispatch was able to locate a name and address 
related to Paul’s phone number and dispatched units for a welfare check. 

Looking up prior calls for Paul there is no history of similar calls. You do note that 
about 3 months ago there was a DOA call where Paul had called 911 after finding 
his wife Nicole deceased in their home of an unexpected medical event. 



You arrive at Paul’s apartment and after several knocks he comes to the door, 
stating that he’s not surprised to see the police were called. When asked if it’s 
OK to come in a talk Paul sounds apathetic and says he doesn’t care. You walk 
in and notice that the apartment is dim, lit by 1 lamp in the corner, curtains are 
pulled shut, there is a subtle scent of alcohol and you notice several empty 
bottles of wine on the kitchen counter among dirty dishes and other strewn 
about items. You notice pet food bowls on the ground, 1 empty, 1 filled with 
water. You do not see any weapons other than 2 kitchen knives in the sink. Paul 
proceeds to the living room, sits down and asks what you want. The police 
officers look over at you and nod, indicating that they’d like you to take the lead.

Veteran Scenario- cont’d



Paul tells you that he has been in the area for about 3 years after his wife Nicole 
wanted to return to the area where she grew up and where some old friends and 
family live. Paul says that Nicole was his only real connection in the area and 
that he is mostly estranged from his family, who all live across the country. Paul 
says that everyone he is connected to locally was through Nicole and now just 
feels like a burden to them. Paul becomes tearful and withdrawn, and mumbles 
something that sounds like “What’s the point…”

Veteran Scenario- cont’d



After remembering that Paul is a veteran an officer jumps in to ask about 
weapons in the home. Paul confirms that he does have a gun, says that it’s 
locked up in a safe in his closet, and that he’s not going to hurt anyone. You ask 
Paul directly about suicide he confirms that he is have thoughts of killing himself. 
Through tears he says that he feels like Nicole was his soulmate, that he feels 
completely empty, and doesn’t know what to do. You thank Paul for his honesty 
and say that you want to get him some help. Paul says that he wants help but 
doesn’t know what to do. You explain that there are lots of options for help but 
you need to ask him some more questions. 

Veteran Scenario – cont'd



Paul is willing to allow officers to take his gun, stating that having it in his apartment makes him 
nervous about using it to kill himself. He denies considering killing himself by any other method. 
He says that he does not have a time he was planning on killing himself but he was having 
persistent thoughts of dying. He denies being connected to any behavioral health services but 
states that he thinks it’s a good idea and is willing to do whatever is needed to enroll. Paul 
reconsiders his previous statements about having nobody and says that his sister-in-law is actually 
very supportive. You make a plan to give Paul a ride to her house where he can stay with her for a 
couple of days. Paul says that talking to you has been helpful and denies feeling actively suicidal, 
and that if feelings of suicide become strong again he will reach out to the Crisis Line or 911. He 
does not want to go to a hospital but states he will consider this if things worsen. You provide Paul 
with a phone number to a local contact at the VA to establish behavioral health care. Paul declines 
to complete a safety plan but accepts a blank form to consider later on. Paul is able to have some 
light discussion, smile, laugh and talks about not wanting to leave Lemon alone, as he was his 
wife's cat.

Veteran Scenario- Ending
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Module 4: Suicide 
Prevention Tools for Crisis 
Responders



Brief Columbia Suicide Severity Rating Scale
1. Have you wished you were dead or wished you could go to sleep 
and not wake up?

2. Have you actually had any thoughts of killing yourself?
(IF No to 1, 2 skip to 6)
(If YES to 2, ask 3, 4, 5, 6)

3. Have you been thinking about how you might do this?

4. Have you had thoughts and had some intention of acting on 
them?

5. Have you started to work out or worked out the details of how 
to kill yourself? Do or did you intend to carry out this plan?

6. Have you done anything, or prepared anything to end your life? 
IF Yes, in the last 3 months?
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Suicide Prevention & Crisis Response Decision Tool

LOW

MEDIUM

HIGH

EMERGENCY

Characteristics
o Clear and present danger to self or 

others
o In process suicide attempt

Characteristics
o Persistent ideation or thoughts
o Strong intention to act 
o Not able to control impulse
o Recent attempt

Characteristics
o Current ideation or thoughts
o No recent attempt or preparation
o No intention to act
o Able to control impulse

Characteristics
o Past ideation or thoughts
o No intention or plans

✔ Work with others dispatched to 
intervene on safety and health

✔ Provide immediate transport to 
hospital

✔ Same as medium

✔ May need to engage LE or DCR for 
ITA, ERPO

✔ Do not leave person alone

✔ Same as low
✔ Explore voluntary trip to ED or 

alternative drop off
✔ Sheena's Law

✔ Build rapport 
✔ Notify support person (s)
✔ Guidance around lethal means 
✔ Share/ notify 988 resource
✔ Engage co-response to follow-up



Level 1: 

Low Risk
Suicidal thinking

Level 1

✔ Build connection 

✔ Develop a Safety Plan or Crisis Response Plan

✔ Notify support person(s) and provide guidance around lethal 
means and active listening without judgement

✔ Share/ notify about 988 resource for crisis counselors and 
help connecting person to outpatient treatment



Level 2: 

Medium 
Plan with no intent to 

follow through
Level 2

✔ Build connection through the listening step

✔ Develop Safety Plan or Crisis Response Plan
✔ Notify support person(s) and provide guidance around lethal means 

and active listening without judgement

✔ Share/ notify 988 resource for crisis counselor and help connecting 
person to outpatient treatment, next day appointments

✔ Explore a voluntary trip to ED or crisis stabilization options; offer 
transport to ED or to crisis stabilization facility (if available) if they don’t 
feel safe at home

✔ Make a Sheena’s law referral as per RCW… police co-response only

✔ Provide follow-up support to check in about crisis plan, outpatient 
treatment post discharge, next day appointments



Level 3: 

High risk
Plan and intent to 

follow through

✔ Build connection through the listening step

✔ Notify support person(s) and provide specific guidance around lethal 
means and how to support their loved one in crisis.

✔ Work with law enforcement to involuntary commit person to hospital. 
Do not leave person alone. Discuss Extreme risk protective order if 
necessary.

✔ Alternatively, call a Designated Crisis Responder (DCR)/ mobile crisis 
response team to do an on-scene evaluation and transport by 
ambulance to the hospital.

✔ Alternatively, if protective factors/ help-seeking is in place, voluntary 
transport and accompany to hospital.

✔ Provide follow-up support at post-discharge, check in about crisis plan, 
outpatient treatment post discharge, next day appointments



Level 4: 

Emergency risk
In-progress attempt

✔ Police, fire, medics are dispatched to secure the scene, 
evaluate and intervene on safety, and provide immediate 
transport to hospital. 

✔ Provide follow-up support to client and family post-discharge 
to check in about crisis plan, outpatient treatment post 
discharge, next day appointments



What Makes a Safety Plan or 
Crisis Response Plan 
Effective?
• When it is collaboratively developed  by 

the crisis responder and individual in 
crisis ideally, with notification of 
support person(s)

• When the suicide risk curve is explained 
in conjunction with the plan’s 
development

Designed for people who:
• Are at increased risk for suicide 

but not high or emergency risk 
• Do not have severe cognitive 

impairment



What Makes a Safety Plan/ Crisis Response Plan 
Effective
• Well-known tool for intervention for individuals to use in a suicide crisis

• NO HARM CONTRACTS are NOT safety plans

• Suicide risk curve is what makes a safety plan evidence based

• Specific questions about lethal means need to be asked

• Can be done in one brief session and should be reviewed and revised over time, the 

person in crisis should take a photo and have a copy 

• Consider carrying index cards to write the plan down on



What Happened the Last Time You Considered 
Suicide?



Elements of Safety Planning or Crisis Response Plan

• Personal warning signs (suicide risk curve)
• Strategies for managing stress: coping strategies, positive 

distractions from the crisis

• Eliminate the dangers and make the environment safe

• Trusted adults, peers, and professionals

• Emergency resources

• Reason(s) for living



Stacy ACT III
After spending more time with Stacy, you and your partner engage her in a 
safety planning conversation. She's willing to allow the team to take all of the Bic 
razor blades but is still reluctant to give up the utility knife reporting, “I need this 
for work, I can get rid of it.” Stacy is willing to put the black utility knife in her 
garage away in a toolbox and only take it out for work. Team asks additional 
questions about possible other means to allow for a means restrictions 
conversation. Stacy's judgment and insight currently appear intact and she's 
actively taking part in the safety planning conversation. Team works with Stacy 
to discuss adaptive coping strategies that could take place for the non-suicidal 
self-injury and suicidal thinking



Stacy ACT III Write a Safety Plan for Stacy.

Discuss with a partner ideas for how 
you can support your clients in 
developing greater insight during 
crisis response planning

How can you encourage clients to use 
their plans?



Now What?

If possible, follow-up to see how the safety plan or crisis 
response plan is working

Follow up is an evidenced based suicide prevention 
strategy

Confirm that connection to more helpful resources has 
occurred

Educate support person(s) about how to be supportive of 
their person in crisis, about treatments that are effective 
and about lethal means



Documentation
HIPAA-Compliant System

• Detailed Notes: Include a comprehensive risk 

assessment, including suicidal ideation, intent, plan, 

means, and any risk factors.

• Consent: Ensure appropriate consent is obtained for 

sharing any mental health information with other care 

providers. 

• Document Actions Taken: Clearly note any 

interventions, safety plans, or referrals made

• Timely Updates: Regularly update documentation to 

reflect changes in the patient's condition, 

interventions, and outcomes.

Non-HIPAA-Compliant System
• Anonymize Information: Avoid including personal 

identifying information to protect privacy.

• Risk Indicators: Document observable signs of suicidal 

ideation and behavior in a clear, descriptive manner, 

avoid personal opinions and emotions

• Minimal Disclosures: Share information only on a 

"need-to-know" basis, respecting privacy as much as 

possible. 

• Document Actions Taken: Clearly note any 

interventions, safety plans, or referrals made.

Always follow 
your department 

policy!



Another role of crisis 
responders is 
providing support 
around suicide-related 
grief and loss



Suicide Grief is Complex

• Grief and loss are universal
• Suicide compounds grief with trauma leading to 

complicated grief
• Causes complex emotions and “why” questions
• Suicide often unexpected
• Blame, guilt, shame, stigma

• Vital to get support if you are directly affected by 
suicide



Support for Suicide Loss Survivors during Death Notification

Do:
 Introduce yourself
 Build a brief human connection. Suicide loss survivors will have this interaction 

etched in their memory.
 Offer factual and honest information in response to any questions that are asked
 Be prepared for unpredictable reactions, be prepared to de-escalate a crisis if necessary
 Validate any emotions
 Ensure they have connected with someone they trust before you leave
 Leave your contact information and resources behind in case they have questions. 

Encourage use of suicide loss resources.



“I am sorry to inform you that [X] has died. An investigation of this death is required by law, but it appears 
that [X]’s death may have been intentional.”

“I know this is difficult news to process.”

“I am very sorry for your loss.”

“An immediate resource I can offer is [a chaplain or other follow-up resource]. This is what that service can 
offer you.”

“There are many types of resources available. On this card there are resources that can help in this difficult 
time. I am going to leave this card behind with you. Please consider getting help. This type of loss is one of 
the most difficult to go through.”

“Can I ask someone on my team to follow up with you?”

What do you Say to Families?



Death Notification Scenario-Samuel
You are dispatched to the home of Samuel, a 46-year-old male who had been 
living with his long-term partner of 20 years. Samuel had been diagnosed 
with Parkinson’s disease and had become known to your team over several prior 
calls. Over time, you had noticed a decline in his ability to complete daily tasks, a 
more withdrawn and hopeless mood, and reduced engagement during visits.
On today’s call, you are met at the residence by Samuel’s partner, Theo, who is 

visibly distraught. Samuel has died by suicide earlier that day. Theo reports 
finding him unresponsive and calling for help.

You and your team are now responsible for providing a compassionate death 
notification, ensuring scene safety, emotional support, and connection to 
resources for Samuel’s partner.
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Module 5: Laws that 
Govern Suicide 
Prevention Crisis 
Response if Washington





Suicide Prevention Laws in Washington State

• Emergency Temporary Transfer 

• Extreme Risk Protection Orders

• Involuntary Treatment Act (Review from Support)

• Joel’s Law

• Sheena’s Law

• Ricky's Law



Criteria for Involuntary Detention

Harm To Self

Harm To Others

Property 
Damage

Behavior which has caused harm or places 
others in reasonable fear of sustaining harm. 
Can be written, verbal, or actual assaultive acts. 

A substantial risk of harm indicated by threats 
(written or verbal) or attempts to die by suicide 
or inflict physical harm on ones self.

Behavior which has caused substantial loss or 
damage to the property of others.



Gravely Disabled
A) Behavior which results in the individual being in danger of 
serious physical harm resulting from the failure to provide for 
their needs of health and safety

OR

B) the individual has shown a deterioration in routine 
functioning which is evidenced by a repeated and escalating loss 
of cognitive and volitional control.



Suspension of right to possess firearms (2019)

Starting in 2019, any person detained for 120 hours loses their firearms 
rights for 6 months.  Their gun rights are automatically restored after 6 
months. 

• This does apply to SUD detentions
• This does not apply for cases where grave disability is the sole ground as 

there needs to be a risk of harm to self or other



Emergency Temporary Transfer of Firearm-
RCW 9.41.113

A temporary transfer of a firearm is allowed when necessary to prevent imminent 
death or great bodily harm to the person and:

The transfer is immediately necessary to prevent such imminent death or 
great bodily harm;

---OR---
It is intended to prevent suicide or self-inflicted great bodily harm; the 

transfer lasts only as long as reasonably necessary to prevent death or great 
bodily harm.



Extreme Risk Protection Orders
(ERPO)- RCW 7.105

• A civil order to direct a person to surrender their firearms and makes it illegal for that person 
to access, receive, purchase, possess, have control of, or attempt to purchase or receive 
firearms.

• The Superior Court must find the person poses a significant danger of causing personal injury 
to self or others in the future by having firearms.

• Petition can be filed by a peace officer or by an intimate partner or family or household 
member of the respondent.

• ERPO can help to temporarily remove firearms from an individual at-risk for suicide if they 
won’t voluntarily remove them from the household. This temporary removal of firearms and 
ownership rights lasts 1 year. 

Module 
3



Process:

1. File petition with county clerk's office
2. First court hearing for temporary order
3. If granted it begins a 14-day temporary order and a court date is set for the 

respondent and petitioner to speak in court
4. Service of the respondent
5. Second court hearing to grant or deny the full ERPO
6. If granted the ERPO lasts for the period of one year with the ability for the respondent 

to request the ERPO be dropped before the full year mark
7. Can be renewed at the one-year mark if petitioner vets and requests again

EPRO Process and Facts

https://hiprc.org/erpo/

ERPO Process and Facts



Washington’s ITA Law Background
• THE INVOLUNTARY COMMITMENT PROCESS PRIOR TO 1974

• Family commitments, ulterior motives, no judicial oversight
• Alcoholism, seizure disorders, developmental 

disability, gay/lesbian
• Testing performed with no regulations, oversight or patient 

consent
• Civil Rights Movement: included civil rights for people living with 

mental illness nationwide



Legislative Intent of ITA Law
1. To put an end to inappropriate, indefinite commitments of persons 

with mental illness

2. To safeguard individual rights

3. To provide continuity of care

4. To encourage the full use of all existing agencies, professional 
personnel and public funds to prevent duplication of services and 
unnecessary expenditures

5. To encourage community-based care whenever possible 

6. To protect public safety



Legislative Intent of ITA Law
• Provides the statutory framework for civil investigations, evaluation, 

detention, and commitment of individuals experiencing a mental health 
disorder or a substance use disorder whose symptoms are so acute that the 
individual may need to be treated on an involuntary basis

• Treatment can occur in an Evaluation and Treatment (E&T) or a Secure 
Withdrawal Management and Stabilization Facility

• Individuals are referred by family members, first responders, care givers, 
medical providers for ITA investigations

• Referrals stem from concerns about individual’s safety, history and presenting 
mental health disorder or substance use symptoms



Designated Crisis Responders (DCR) 
DCRs are the only professional who can determine whether an individual meets the 
criteria for civil commitment under RCW 71.05 or RCW 71.34

• Every county in Washington must provide 24/7/365 DCR coverage for their 
community

• The RCW states DCRs MUST be a master’s level clinician, have experience with 
crisis assessment and with people living with severe behavioral health

• Intensive training in ITA law (RCW 71.05, 71.34) and the investigative process. Once 
they have successfully completed their training, the County or agency will 
recommend the State to provide them DCR status.



Youth ITA: RCW 71.34
• For adolescents 13 – 17 years of age
• Same criteria for detention of adults without needing the  imminence 
criteria
• Family Initiated Treatment (FIT) provides parents with the ability to 
request the court to detain their child in the hospital for up to 30 days 
without the child’s consent, IF hospital agrees that inpatient treatment 
meets medical necessity
• FIT is considered a less restrictive alternative
• The DCR can still detain even in the case that the custodial parent does 
not want their child detained



The Secret Sauce
• There must be evidence of mental disorder or substance abuse disorder

AND

• Evidence that the individual presents a likelihood of serious harm to self, 
others, property of others or is gravely disabled under the definition of the law

AND

• Nexus must be present



Criteria for Involuntary Detention

• HARM TO SELF: A substantial risk of harm indicated by threats (written or 
verbal) or attempts to die by suicide or inflict physical harm on ones self.

• HARM TO OTHERS: Behavior which has caused harm or places others in 
reasonable fear of sustaining harm. Can be written, verbal, or actual assaultive 
acts. 

• PROPERTY DAMAGE: Behavior which has caused substantial loss or damage 
to the property of others.



Non-Emergency Detentions (NED)
• "Near at Hand" but not emergent

• Typically, grave disability cases
• DCR evaluates and then contacts the warrant judge to get approval to proceed
• Judge will authorize a pickup warrant for law enforcement to detain to the nearest 

ED, but NOT to jail
• There is no imminence or immediate danger but there is deterioration of the 

individual’s functioning. The continuation of these circumstances puts the 
individual in high likelihood of serious risk to themself, others or seriously 
jeopardizes their health and safety. This must be due to diminished cognitive and 
volitional control because of a mental disorder....remember the Nexus must be 
present



ITA Court Process

• DCR order detains for up to 120 hours
• SUD: only if secure withdrawal maintenance bed (SWM) is available 

and the SWM accepts the patient

• Court hearing in hospital petitions for 14-day commitment

• (MH Only) Court hearing if hospital petitions for LRO/MRO 90 days

• (MH Only) Again for up to 180 days and forward every 180 days

Less restrictive alternatives explored at each step of the process



When you are the witness, DCRs will want to know:
•What firsthand information you have to make a legal case.  Not hearsay!!

•What has been done to keep referral from happening? What less 
restrictive options have been explored with the patient? Why do they 
need ITA instead of voluntary treatment?

•If you are not the witness, the DCRs will need names and phone numbers 
of all potential witnesses. HIPPA does not apply.

•If you are a witness, you will receive a subpoena to be available to testify 
as needed at the hearing. 



Joel’s Law-SB 5269-2015-16
Joel’s Law, officially known as Senate Bill 5269, was named after Joel Reuter, a software engineer and passionate 
individual who tragically lost his life during a mental health crisis in 2013. Joel was first diagnosed with bipolar 
disorder as a college student in Arizona, where he experienced six years of stability under the state’s mental health 
system, which allowed families to petition for treatment. After moving to Washington, Joel’s condition worsened, 
and despite repeated hospitalizations in 2013 for suicide attempts and unstable behavior, he was released without 
mandatory treatment. In June of that year, Joel was killed during a standoff with police, where he believed he was 
defending himself from zombies. His parents, Nancy and Doug Reuter, had tried 48 times to secure involuntary 
treatment for him but were told he didn’t meet Washington’s narrow criteria.

After Joel’s devastating death, his parents were inspired to enact Joel’s Law; passed by the Washington State 
Legislature in 2015. The law reflects the Reuters’ advocacy after Joel’s death, with Doug, a former Minnesota 
legislator, leveraging his experience to push for reform. The family believes Joel’s tragic outcome could have been 
avoided if Washington’s system provided longer mandatory treatment and follow-ups, like Arizona’s model, which 
offers up to a year of combined inpatient and outpatient care. 

When DCRs have not investigated a family referral within 48 hours of receiving the referral OR DCRs decision is to 
not detain, the family may petition the ITA court for judicial review.



Joel’s Law (2013) EX. PETITION 

When DCRs have not investigated a family referral within 48 hours of receiving the referral 
OR DCRs decision is to not detain, the family may petition the ITA court for judicial review

• Only immediate family can petition the court however, they can include declarations 
from community professionals and other witnesses

• ITA Judge reviews new information and the DCRs investigation notes and reason for 
decision not to detain or unable to investigate within 48 hours

• ITA Judge issues an order to dismiss the case or for DCRs to detain

• Forms available and filed with County Clerk’s office



Sheena’s Law-HB 1448

Sheena’s Law is named in memory of Sheena Henderson, a woman whose life was tragically cut short by a murder-suicide involving her 
husband, Chris Henderson, in 2014. Sheena was described as a warm, caring person with a gift for brightening lives, dedicated her 
career to helping others. As a medical professional at Rockwood, she worked closely with cancer patients, often becoming a source of 
comfort during their darkest moments. Her father, Gary Henderson, remembers her as someone "good to her core," who was always
there to help those in need.

Gary, her father recalls the story; Chris entered her place of work and shot her and then himself. Chris had a history of making suicidal 
threats. Despite prior warnings from family and friends about Chris’s mental health struggles, law enforcement could not intervene 
effectively under existing laws. Chris had been evaluated briefly for his suicidal behavior but was released without receiving the 
treatment he desperately needed displaying gaps in the mental health and legal systems.

In the months following her death, Sheena’s father Gary, successfully advocated for Sheena’s Law. Passed in 2015 in Washington State, 
the law empowers law enforcement to involve mental health professionals when someone exhibits concerning behaviors that do not 
yet meet the criteria for protective custody. Sheena’s Law seeks to provide interventions before situations escalate to violence or self-
harm by connecting individuals in crisis with mental health resources earlier. .

As of July 1, 2017, all Washington law enforcement municipalities are required to have a policy establishing criteria and procedures for 
law enforcement officers to refer a person to a mental health agency after receiving a report of threatened or attempted suicide.  



Sheena’s Law (2016)

• Law enforcement officers may respond to situations in which a person has threatened harm 
to self but does not meet criteria for involuntary detainment for evaluation. In these situations, 
officers are encouraged to facilitate contact between that person and a mental health 
professional to protect the person and the community.

• As of July 1, 2017, all Washington law enforcement municipalities are required to have a 
policy establishing criteria and procedures for a law enforcement officer to refer a person to a 
mental health agency after receiving a report of threatened or attempted suicide.  

• Mental health professionals are to contact the referred person as soon as possible after 
receiving the referral but no later than 24 hours from the time the initial referral was received 
by law enforcement. The responding mental health professionals are then to determine 
whether additional mental health intervention is necessary including but not limited to an 
assessment by a Designated Crisis Responder.



Ricky’s Law: House Bill 1713 Involuntary Treatment Act (ITA) in WA State

Ricky’s Law, officially known as House Bill 1713, is named after Enrique “Ricky” Klausmeyer-Garcia, a 
passionate advocate for addiction recovery and mental health reform. Ricky was a devoted husband to Kelsey 
Klausmeyer, whom he married in September 2022 at Suncadia Resort, as well as a loving son, brother, uncle, 
cousin, and friend. Along with his deep commitment to helping others, Ricky personally struggled with 
substance use disorders and depression. He endured multiple hospitalizations due to suicidal ideation. His 
experiences inspired him to enact a law ensuring that individuals unable to seek help voluntarily, could still 
receive treatment. He firmly believed, "someone should say no for you when you cannot do it on your own" 
(welevelupwa).

This law passed in 2016 and was enacted in 2018, Ricky’s Law expanded Washington State’s Involuntary 
Treatment Act (ITA) to include individuals in substance use crises alongside those with severe mental health 
disorders. It applies to individuals 13 years and older who are deemed a danger to themselves or others, may 
be unaware of their condition, or are impaired to make rational decision-making. The process involves a 
petition, evaluation, court hearing, and, if approved, admission to a treatment facility for counseling, therapy, 
or medication. Ricky’s Law has provided an avenue for people living with substance use disorder in 
Washington state to get help before their addiction kills them through the application of the state’s 
involuntary treatment act.



Ricky’s Law (2018)

• Adds Substance Use Disorder (SUD) language to the ITA statutes with some 
exceptions:

• Patients detained under Ricky’s Law cannot be detained unless there is a bed and 
patient has been accepted at a Secure Withdrawal Management facility (SWM) 

• Patient will not lose their right to own firearms if committed under ITA for 14 days or 
more

• At this time juvenile SWMs are not available
• At this time there are no SWMS available for care after 14 days. Therefore, this part 

of the ITA does not apply to SUD detentions



Stacy is no longer willing to engage with the team and tells 
them directly that if they do not leave, she will get violent. 
Stacy tells team on their way out that they “never do 
anything to help, and this was a waste of time.” She reports 
that now her neighbors are going think she's “crazy” since the 
crisis team keeps coming to her house. Team was able to 
leave with the majority of razor blades which the client had 
originally agreed to.

Stacy Act V
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✔ Clear your filter before helping people who are suicidal.
✔ Recognize the role of myths in suicide prevention in shaping our response.
✔ Understand why suicide happens.

✔ Observe risk factors, warning signs, and protective factors.
✔ Be aware of potential cultural differences that may affect one’s willingness to 

discuss suicide at all or with you.

✔ Use active listening showing empathy; ask about suicide directly.
✔ Ask follow up questions to determine risk level and next steps.
✔ Develop an effective safety or crisis response plan.
✔ Use tools in your toolbox created by state laws to assist individuals in crisis.

✔ Provide follow-up care to individuals in crisis after ED visits or hospital discharges.
✔ Support suicide loss survivors who are at increased risk for suicide themselves. 

✔ Review the call and how things concluded.
✔ Assess your state after the call and the possible need for self-care or consultation.

POISE Checklist: Suicide related Calls for Service

Prepare

Observe

Intervene

Support

Evaluate





If you enjoyed this training 
opportunity, please join us at the

Co-Response Conference this spring!

Thursday, May 7th

Graduate Hotel, Seattle



Post-Training Survey
Please check your email for your unique survey link.

As a reminder, survey completion is
required for CEU eligibility.

Thank you!

From: BHCore

Subject: Share Your Thoughts on the POISE Suicide Screening & 
Safety Planning Workshop
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