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This protocol is designed to assist dorm staff, Counselor Techs, and other SIHS staff with guidelines and resources to assess the severity of a mental health crisis on this campus and to find the most appropriate manner of resolving the crisis.

In most cases, a crisis can be managed on campus through staff and mental health professional support.

In the event of a crisis involving a student who might be “gravely disturbed” or at high risk for suicide, serious harm to others or self due to mental illness, this protocol will outline the steps necessary to facilitate involuntary hospitalization.  

This protocol was developed from the prototype model developed by the Community Mental Health Center of Homer, Alaska, through funding from Port Graham Tribal Council and cooperation between CMHC-Homer and the Native Village of Port Graham.  Using this protocol as a template was done with the permission of the authors.

1. INVESTIGATION

Information is first received by staff through direct contact with the student or by a third party (such as their friend) that the student is experiencing a crisis and is saying or doing things that raise concerns about suicide, harm to others, or grave disability resulting possibly from a mental illness. 

Step 1

Contact the Counselor Tech, Counselor on duty/ Dorm Manager especially if there is any likelihood of immediate harm.  If it is evening hours (after 9 p.m.) contact the night manager as well.  If during school hours, also utilize the counselors in the academic building (Ms. McMorris, Ms. McFall-Thompson).  

Step 2

Team Formation:

In addition, contact the Psychologist, Tania Davidson, Psy.D. either on campus at 509-8780, radio (if during business hours) or by cell phone after hours : (714) 305-6479.

Step 3

Follow “SCREENING PROCEDURE” for assessing Suicide or Homicidal potential on the following page.

Step 4

If the student requires immediate hospitalization and is a danger to others, contact the Riverside Police Department (909) 787-7911.  If the student can be escorted safely by staff, escort them to Parkview Hospital Emergency for medical clearance (if they are injured or have ingested anything) before they are admitted to a psychiatric hospital.  It is most likely that the student will then be admitted to Canyon Ridge Hospital in Chino.  Dr. Davidson will facilitate the admission, but we will likely require transportation by SIHS staff.  

Name of At-Risk Student: _____________________________________________

Dorm: _____________________


Date: ______________________

Time of initial intervention: _______________________

NOTES:

ASSESSING SUICIDE POTENTIAL

Background Issues:

What follows are several background points for general risk assessment.  By themselves, they do not indicate risk, but they are useful for determining the importance of other specific information gathered.

Adult and Adolescent:

· Recent remarkable changes in eating or sleeping patterns (sleeping too much, never sleeping, binging on food, not eating)

· Male

· School Difficulties

· Poor physical health

· Legal trouble (i.e. Probation, arrested before)

· Thoughts of suicide and sense of hopelessness

· Poor support system

· Family history of suicide

· Current or past substance abuse

· Death of parent or abandonment by parent

· Recent anniversary of significant loss

· Mental illness (depression, anxiety, etc.)

· Isolated, lonely

· History of prior suicide attempts

· Family history of depression or other mental illness

Additional Concerns for Adolescents (included with above list):

· Parent child conflict

· Severe physical abuse

· Truancy in school

· Parent separation or divorce

· Sexual Abuse history

· Tribal member / friend committed suicide recently

Grave Risk Factors:

· Has a plan for how they will commit suicide  (method, time, etc)

· “Goodbye” notes

· Giving away belongings

· Obsession with death or life after death

· Attempts to “finish business”, apologies, goodbyes

· Previous attempts

· Previous threats (When? _______________________)

· Method is highly lethal (gun, hanging, drowning)

· The person has access to the method (such as pills, rope)

· Displays or reports serious intent to suicide

· Has an overwhelming sense of hopelessness

· Is irrational in their thinking when assessing them

· Is hallucinating or delusional

· Is severely or chronically intoxicated

Questions to Ask:

· How do you feel now?
· Does life seem worthwhile or important?
· Have you ever tried to kill yourself before?  When?  How? Why?
· Did you believe your attempt would lead to death?
· What prevented that attempt from being successful?
· What has worked to keep you alive so far?
· Who would be most upset if you died?
· Are you thinking about suicide right now?
· Do you have a plan?
· Are you thinking of doing anything soon?
ASSESSING HOMICIDAL POTENTIAL

Consider all of the suicidal factors and ask these additional questions that pertain to impulse control:

· Do you sometimes get tense or uptight?

· Do you find that sometimes you cannot control certain feelings?

· Do you ever lose your temper?

· What kinds of things make you angry?

· When you get very upset, what are you most likely to do?

· Have you had any fights in the past year?

· Did you hurt anybody or anything?

· When?

· How?

· Were there any legal consequences? (arrested, jail, Probation)

· Are you thinking about hurting someone or destroying something right now?
· Do you have a plan?
· Are you thinking of doing something real soon?
· When?
· Have there been past assaults?
· When?
· Have there been past threats?
· How many?
MENTAL STATUS INFORMATION FOR POSSIBLE 5150

5150 or involuntary hospitalization is only authorized if a person is “likely to harm” self or others AND is also MENTALLY ILL.
The following information will help the on-call clinician and Psychologist to make a determination if 5150 is appropriate.

(1) APPEARANCE AND BEHAVIOR

(a) Are they cooperative?

(b) What is their attitude about what is happening to them?

(c) Are they dressed appropriately or dressed bizarrely?

(d) Are they clean or have they neglected personal hygiene?

(e) Are they making eye contact?

(f) Are they showing any unusual mannerisms or actions?

(2) SPEECH

(a) Is the tone, speed, volume of speech different from usual or is there slurring or “nonsense” words used?

(3) MOOD AND AFFECT

(a) Does their mood seem appropriate for the situation at hand?

(b) Are there wide and rapid swings of mood and emotion?

(4) PERCEPTIONS

(a) Are they “hallucinating?” (seeing or hearing things that others don’t see or hear)

(b) Do they appear to feel “disconnected” from everything around them?

(5) THOUGHT PROCESS AND CONTENT

(a) Unusual or strange thinking?

(b) Paranoia

(c) Obsessing over and over about a problem or issue

(d) A false or “delusional” sense about how things are happening and why?

(e) Strong feelings or thoughts that are suicidal or homicidal in nature?

(6) COGNITION

(a) Problems with memory

(b) Problems following through with thought or logical reasoning

(c) Problems with attention and concentration

(d) Do they know where and who they are, do they know what day or season it is?

MAKE NOTES ABOUT ALL OF THESE FACTORS TO REPORT TO THE CLI NICIAN

IMPORTANT NOTES

When you are listening to a person in distress, try to understand what they are saying.  If they are feeling hopeless, tell them you know that they are feeling this.  Still, reassure them that they will not always feel that way.  Remind them that you know the times or situation are difficult for them right now but that these desperate feelings will not last.  There are solutions to their problems, perhaps not perfect ones, but solutions and alternatives to hurting themselves or others.

You yourself do not need to come up with these solutions.  You simply need to offer understanding and hope.

A person may need their own space while you are with them.  This may mean just allowing for silence while you are with them.

A suicidal or homicidal person should not “go off or be off” by themselves, even if you don’t talk, it is important for someone to be with a person who is experiencing crisis.

Help the person to feel less isolated and alone.  Be with them as a companion.  Let them know you care.

Be available to them if they ask for help.  We cannot make another person feel different or change, but we can remind them of hopefulness or possibilities for feeling better.

We cannot make a person do different behavior.  However, we may see different options and if the person is able to hear them, we can share them.  This should not be in the form of telling someone what to do.

All options offered should be supportive, nonviolent, and point toward possible resolution of a person’s stress.

As a supportive person we provide:

· Someone who will listen and be a witness to the pain currently being felt

· Someone who holds hope for the other

· A person who can help find and link with resources that the person in crisis cannot see at this time

· Empathy, expressing understanding of the feelings the other is having

· Objectivity: Many people in crisis have mistaken beliefs about the meaning of certain facts in their lives and environments

· Alternatives to suicide or homicide or destructive/ violent behavior

Follow suggestions in the “Do’s and Don’ts” pages.  Review Myths and Facts about suicide.

REMEMBER: We cannot 100% predict a person’s behavior.  Don’t blame ourselves if the worst case happens.
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DO’S AND DON’TS OF WORKING WITH A SUICIDAL PERSON

A. What we can do

· Actively listen

· Be alert for warning signs

· Take statements seriously

· Withhold moral judgments

· Be willing to talk about suicide

· Convey hope

· Prevent isolation

· Offer options for coping

· Encourage positive action

· Consider asking, “Do you sometimes think about suicide?”  Just about everyone has considered suicide, however briefly, at one time or another.  There is little danger of “giving someone the idea.”  In fact, it can be a great relief if you bring the question of suicide into the open and discuss it freely without showing shock or disapproval.  Raising the question of suicide shows that you are taking the person seriously and responding to his or her distress.

· If the answer is “Yes, I do think about suicide,” you must take it seriously and follow through by asking: Have you thought of how you would do it?  Do you have that means?  Have you decided when you would do it?  Have you ever tried suicide before?  What happened then?  If the person has a definite plan, if the means are easily available, if the method is a lethal one, and the time is set, the risk of suicide is very high.  Your responses will be geared to the urgency of the situation as you see it.  Therefore, it is vital that you not underestimate the danger by declining to ask for details.  

· Make a contract :  If you ascertain that the risk of suicide is high, try to make a verbal agreement with the person to see you BEFORE he or she attempts anything they intended.  The decision to make a contract will be based on your best judgment and in consultation with the On-Call Clinician.  

· The Suicidal Plan:



The Contract:

Where?


     What Action will be taken?

When?



     When?

Has the means?

     For how long?

Means are lethal?

B. WHAT WE DON’T DO:

· Don’t make moral judgments
· Don’t argue or try to reason with the person
· Don’t try to shock or challenge the person
· Don’t analyze motives
· Don’t walk away from a call for help, or avoid difficult subjects
· Don’t go beyond your personal limit as a counselor.  If you feel in over your head while talking to a person in crisis, be honest and say, “ Right now, I can’t deal with your feelings, but I want to put you in touch with someone who can.”  
WHAT THEY SAY   -   WHAT THEY MEAN

Statement




Translation

Doesn’t everyone think of suicide?

My suicidal thoughts are 








frightening to me.  I’m








embarrassed to tell you








directly about my suicidal 








thoughts.

I’ll never feel better



I feel hopeless about my








situation.  Please don’t offer








me empty reassurances. Realize








that I see no way out.

Leave me alone. I want to die.

I feel hopeless and think I have 








no way out.  However, I hope 








you don’t agree.  Please try to








stop me.

I think I’ll be alright.



I hope you don’t believe me, and








hear that I’m uncertain about 








what will happen.

Nobody cares about me. I’m no good.
I hate myself and assume 








everyone else hates me too.








Suicide is the only way I have








of both punishing myself and








getting revenge.

You can’t stop me.



I hope you try.

MYTHS AND FACTS ABOUT SUICIDE

Myth:
A person commits suicide without warning.

Fact:
Although suicide can be an impulsive act, it is often thought out and communicated to others, even though people often ignore the clues.

Myth:
People who talk about suicide never kill themselves.

Fact:
Most suicides – 8 out of 10 – have given definite clues and warnings about their suicidal intentions.

Myth:
Suicide is a random happening – there are few cases.

Fact:
Suicide is the 3rd leading cause of death in adolescents.  There are twice as many suicides as homicides.

Myth:
Suicide strikes more often among the rich – or conversely, it occurs almost exclusively among the poor.

Fact:
Suicide shows little prejudice toward economic stature.  It is represented proportionately among all levels of society.

Myth:
More women than men commit suicide.

Fact:
Although women attempt suicide twice as often, men commit suicide twice as often as women.

Myth:
Suicidal people really want to die, so there’s no way to stop them.

Fact:
Suicidal people are often undecided about living or dying right up to the last minute.  Many gamble that others will save them and stop them before its too late.

Myth:
A suicidal person can never be saved.  He or she will eventually do it.

Fact:
People who want to kill themselves feel that way only for a limited time – the crisis passes.

Myth:
Most suicides are caused by a single, dramatic and tragic event.

Fact:
Precipitating factors may trigger a suicidal decision.  More typically, however, the deeply troubled person has suffered long periods of unhappiness, is withdrawn, depressed, helpless to cope with life, has little self-respect, and no hope for the future.

Myth:
Suicide is “inherited,” it runs in families.

Fact:
Suicide is a highly individual matter – there is no genetic predisposition to self-destruction.

Myth:
Once stopped, the suicidal person is “cured.”

Fact:
4 out of 5 persons who kill themselves have tried at least once before.

Myth:
It is morbid to talk about suicide to a person who is unhappy.

Fact:
Depressed individuals need attention and emotional support.  Encouraging them to talk about their suicidal feelings can be a therapeutic first step.

Myth:
People who commit suicide have not sought medical help prior to their attempt.

Fact:
Suicidal individuals often exhibit physical symptoms as part of their depression, and have sought medical treatment for their physical ailments prior to a suicide attempt.
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