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Seven provincial mental health and addictions agencies are
working together in a collective known as the BC Partners for
Mental Health and Addictions Information. We represent the
Anxiety Disorders Association of BC, Awareness and Net-
working around Disordered Eating, British Columbia Schizo-
phrenia Society, Canadian Mental Health Association’s BC
Division, Centre for Addictions Research of BC, FORCE So-
ciety for Kids" Mental Health Care, and the Mood Disorders
Association of BC. Our reason for coming together is that we
recognize that a number of groups need to have access to
accurate, standard and timely information on mental health,
mental disorders and addictions, including information on
evidence-based services, supports and self-management.
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Published quarterly, Visions is a nationally award-winning
journal which provides a forum for the voices of people
living with a mental disorder or substance use problem,
their family and friends, and service providers in BC. Visions
is written by and for people who have used mental health
or addictions services (also known as consumers), family
and friends, mental health and addictions service provid-
ers, providers from various other sectors, and leaders and
decision-makers in the field. It creates a place where many
perspectives on mental health and addictions issues can
be heard. To that end, we invite readers’ comments and
concerns regarding the articles and opinions expressed
in this journal.

The BC Partners are grateful to the Provincial Health Services Authority for providing financial support for the production of Visions




experiences and

perspectives

ike many other parts of the world, young people on the Indian subcontinent between the ages of 20 and 30 years appear
to be most vulnerable group. In Sri Lanka about a quarter of suicides are by people under the age of 30 years, with similar
rates in India. Studies from Pakistan show that between 50% and 82% of suicide deaths are from the under-30 age group.’

they revived Ranjeeth at
the hospital, but he was
pronounced  brain-dead.
Sunethra could not believe
what had happened and
refused to have her son
taken off life support; he
died after a week, while
still on life support.

While she grieved for
her son, Sunethra felt,
at the same time, over-
whelming shame that her
son had taken his own life.
She was reluctant to invite
anyone from her cultural
community to a funeral,
because they might dis-
cover that Ranjeeth had
died by suicide. Normally,
the cultural association
would be contacted and
they would invite the com-
munity at large.

When it became clear
that members of the ex-
tended networks were
hearing the family’s story
through the grapevine any-
way, Sunethra relented.
She organized a funeral,
inviting just 10 or so of
the community’s families
to attend. Ranjeeth’s close
friends were also there, to
join his mother in her grief.
There were the expected
disapprovingwhispersfrom
community members: how
could someone possibly
do this to his parents; how
selfish he was, thinking his
problems were bigger than
everyone else’s; how he
had committed a sin that
God would not forgive.

When Ranjeeth was
on life support, Kamala
had flown out East to be
with Sunethra and had
brought educational ma-
terials on depression and
suicide from the mental

health agency in BC where
she worked. Sunethra had
read the materials from
cover to cover. Though she
still wrestled with the per-
vasive cultural stigma, her
awareness had shifted.

In the weeks after the
funeral, members of the
community, who had in
many cases made some
of the hurtful comments
about Ranjeeth Killing
himself, came quietly to
Kamala to ask for more in-
formation, so that they too
could learn more about
mental illness. They want-
ed to ensure that their sons
and daughters didn’t have
to deal with the pain and
suffering felt by Ranjeeth.

Sunethra now under-
stands that her son had
depression, which made
it easy for him to contem-
plate suicide. Like family
members across all cul-
tures who have lost some-
one to suicide and think
of events in hindsight,
Sunethra daily confronts
the thought that her son’s
death could have been
prevented if only she had
seen the warning signs.
But she didn’t know what
the warning signs were or
what to do even if she had
recognized them.

Sunethra is currently
in therapy to help protect
her own mental health in
the face of all of her losses.
And she, with her friend
Kamala’s support, is learn-
ing more about depression
and suicide prevention in
her community. Kamala
told her friend that she
shouldn’t see the death of
her son as different from
the death of her husband.

They were both brought
about by illness; neither
was due to moral failings
or character flaws. In her
own way, Sunethra has

started to become an activ-
ist for the cause of mental
illness—proving that in ad-
versity and tragedy, there is
opportunity and hope. i

On Losing a
Teenager to Suicide

ell,* just 11 years old, was due home from her
n trip to Israel. She was returning from an inter-

national program similar to one that her old-
er brother Josh had attended a few years earlier. Josh

didn’t want to come to the

airport to welcome his sis-

ter, and we, the parents, did not insist. Our boy was de-
pressed, and the professionals had told us to “back off.”

Sadly, Nell did not get a chance to compare
notes with Josh. He was found dead the morning after
she had returned. He was only 15.

Josh was diagnosed with depression and possible
bipolar disorder earlier in the year, and was in treat-
ment at the time of his death. He had attempted sui-
cide twice before. Antidepressants were prescribed by
our GP—the same GP who chose not to impart to us
his knowledge of Josh’s previous suicide attempt. In-
stead, he had suggested Josh tell us about it himself,

within a given time period.

Upon reflection, signs of suicide certainly had
been present. Josh had given up the sailing that he
loved; he was missing classes and often stayed home
claiming to be sick. Josh died in August 1999. He hung
himself in the front yard of his best friend’s house.

His friends were well aware that Josh had ‘emo-
tional problems’ (as Josh referred to them in an e-mail
to a cousin, just before he died). Josh had discussed his
imminent death and funeral with friends, had written
good-bye notes and had left written instructions about
where to spread his ashes. His friends never disclosed

this information to us or,

to our knowledge, to any

other adults. All this was only discovered after the fact.
Fuelled by the grief and anger brought on by Josh’s
death, my husband Ben and I set up a memorial fund

in Josh’s name to promote

suicide prevention.

Around that time, I happened to read a newspaper
article about a dance drama for youth concerning teen

angst. ICE: beyond cool was

created and performed by

footnote

1. See Khan, M.M. (2002).
SuicideonthelndianSubcon-
tinent. Crisis, 23(3), 104-107.

Jude Platzer

Jude is Executive Director
of the Josh Platzer Society
for Teen Suicide Prevention

and Awareness. She is
a registered nurse by
profession and lives with

her husband and daughter

in Vancouver, BC

*pseudonym
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guest editorial

P. Bonny Ball and
Jennifer White

Bonny is a survivor' of her
2 [-year-old son’s suicide.
Before retiring, she was

a business analyst. She is
now Acting Vice-President
and Chair of the Survivors
Division of the Canadian
Association for Suicide
Prevention (CASP), and
Project Manager of the
Vancouver Suicide Survivors
Codlition, a project of the
Vancouver Community
Mental Health Services’
Consumer Initiative Fund

Jennifer is Assistant
Professor in the School of
Child and Youth Care at
the University of Victoria.
She worked as a clinical
counsellor at Vancouver
Coastal Health’s SAFER
Counselling Service. Prior to
that she served seven years
as Director of the Suicide
Prevention Information and
Resource Centre, Mental
Health Evaluation and
Community Consultation
Unit, UBC Department

of Psychiatry. Jennifer is a
CASP award recipient and
past board member

Wonderings and Wanderings

Ongoing conversations about suicide prevention

e metin1995.With 10yearsofdiscussions, re-
W spectful challenges and collaborative endeav-
ours under our belts, our dialogue continues
and questions still arise. This editorial highlights some

of what keeps us wondering and ‘wandering’ across di-
verse intellectual, personal, political and ethical territory.

At the beginning—and beyond

Bonny: Jennifer listened. She listened through my an-
ger and tears to the core of what I was trying to say.
She understood my need to become involved and re-
spected the skills and perspectives | had to offer. She
provided “just in time” education. She introduced me
to the broader suicide prevention community. She in-
vited me to review some of her research, was willing to
engage in respectful dialogue, and incorporated some
of my ideas. Over the years she has continued to en-
courage me to learn and contribute. Our voices don’t
always agree, but the “edges” of our dialogue are where
the learning is. We—and the projects we take on—are
always enriched by working together.

Jennifer: At our first meeting, 1 was immediately
struck by the weight of Bonny’s grief. Like other par-
ents I had met who had lost a child to suicide, Bon-
ny’s energy was taken up with trying to make sense of
this life-shattering, deeply painful loss. She had many
questions and her hunger for more knowledge and her
clear commitment to wanting to “do something” was
evident from the start. Based on my ongoing meetings
with Bonny and other survivors' of suicide, 1 started
wondering about how those of us who are profession-
ally employed in the field of suicide prevention might
capitalize on the special kind of knowledge that sur-
vivors of suicide possess: how can their perspectives
help us to examine how we “do suicide prevention”?

With so many theories, approaches and
expert, survivor and consumer knowledge to
listen to, how do we ever find a way forward?
Bonny: As a business analyst, I find there is this
‘mucking around’ phase when tackling a new area.
People untangle the ‘lingo’ as they try to understand
the current situation. They ask questions based on
their expertise and experience. They discover who the
stakeholders are and what skill sets are needed. The
project team (and stakeholders) go through ‘forming,
storming and norming’ as they get to know each other,
value each others’ skKills, trust each other and shift from
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their isolated views to understanding the perspectives
and needs of other stakeholders. It is only through this
messy-but-critical process that the group finally figures
out the key issues and can begin working together to-
ward effective solutions.

Jennifer: 1 agree. It is only when we are able to
bring together diverse perspectives that we will be
able to make a difference in reducing rates of suicide
and suicidal behaviours. By relying exclusively on the
interventions and judgements of “professionals and
experts,” or by believing that traditional scientific
knowledge is the only form of knowledge that can be
relied upon to solve this complex, multi-dimensional
problem, we risk turning the work of suicide preven-
tion into a specialized practice in which only a few can
participate, as opposed to a collaborative community
endeavour that capitalizes on the resources and knowl-
edge of a range of community members.

What are some current sources of concern,
curiosity or uncertainty with respect to
contemporary efforts in suicide prevention?
Bonny: The puzzle for me is the ‘disconnects. As I
learned in a project management course, problems oc-
cur when stakeholders are excluded, when no single
group has responsibility and accountability, or when
groups need to collaborate and don’t. For example:
* Why do we just shrug our shoulders (or stay polar-
ized) on the issue of confidentiality?
® Why don’t parenting books educate families on the
warning signs of mental illness?
* Why is family/gatekeeper input all too often exclud-
ed from suicide risk assessments?
® Why is so little attention given to community/school
response and support after a suicide attempt?
* Why don’t we have coordinated, funded federal and
provincial suicide prevention strategies?
Jennifer: What I've been curious about lately is how
our research traditions in the field of suicidology struc-
ture “what can be seen.” For example, the finding that
80% to 90% of those who die by suicide are suffer-
ing from some form of mental disorder has been em-
pirically validated in several international studies and
systematic reviews, leading to the acceptance of this
observed relationship as a “clear fact.”?
I agree that many suicides may have been pre-
vented if individuals had received formal mental health
treatment. At the same time, [ also believe that human



lives can be examined, understood and characterized
through many other lenses, beyond the diagnostic fil-
ters typically used in the mental health field. While the
“psychological autopsy” method has helped us to bet-
ter understand some of the characteristics of those who
have died by suicide, this approach to studying suicide
is inevitably limited to capturing those factors that can
be named, isolated and quantified. Just because we
can’t directly measure the effects of social and political
influences (e.g., colonization, homophobia, social injus-
tice) through our traditional research designs doesn’t
mean these influences are not at play.

What are some of your greatest sources

of hope in the suicide prevention field?

Bonny: I am excited by the signs that indicate profes-

sionals, paraprofessionals and families are discovering

the value of working in partnership:

® The CASP Blueprint for a Canadian National Suicide
Prevention Strategy is a collaboration between survi-
vors, professionals and paraprofessionals

® The Survivor Advocate Listserv is proving to be a val-
ued informal information exchange among Canadi-
an survivors, researchers, community/school suicide
prevention teams and mental health practitioners.
See groups.yahoo.com/group/SurvivorAdvocates.

¢ Increasingly survivors are invited to sit on planning
and advisory committees, document review teams,
and to become active partners on research teams.

Jennifer: Hope, for me, exists in the quality and open-

ness of the dialogues we are having about suicide pre-

vention. It’s about who is included in the discussion and

who has yet to be invited to the table. It’s in recognizing

the legitimacy of multiple forms of knowledge and in cre-

ating spaces and processes for grappling with the com-

plexity and pain surrounding the issue of suicide. It’s in

the ‘messiness’ of it all that I think we have the best op-

portunity for living up to the ideal espoused in the mes-

sage, “suicide prevention is a community responsibility.”

Our invitation to you

Suicide is an ‘outcome, which emerges from multiple,
unpredictable, complex and interweaving pathways.
It is our belief that suicide prevention must include a
wide array of personal, professional, clinical, social,
cultural, spiritual, ethical and political practices. In the
articles that follow, a range of personal and professional
perspectives on suicide is presented, which collectively
captures the rich and complex character of suicide pre-
vention work. We invite you to join our conversation. i

1 . In the suicide prevention field, survivor is a word used to describe
someone who has lost someone significant to suicide. It does not refer
to those who have made a suicide attempt and “survived.”

2. Cavanagh, J., Carson, A., Sharpe, M. etal. (2003). Psychological autop-
sy studies of suicide: A systematic review. Psychological Medicine, 33, 395-405.

letters

| just read the Stigma issue cover to cover. It was wonderful. Excellent quality. Please
keep up the good work. —John Harris, Delta, BC

| would like to commend you for the Visions issue on Stigma. | felt that the articles
were exceptional. | saw my own experience reflected in the experiences of other
consumers, regardless of diagnosis. | especially want to say thank you for including an
article on borderline personality disorder, and for mentioning the disorder in other
articles. As a consumer who has been assigned this label, | have experienced tremen-
dous stigma, especially from medical and mental health professionals. Many times the
disorder is not even mentioned in literature about mental illness. Stigma by omission
makes those of us with the diagnosis invisible. Thank you for allowing us to be visible
along with those who have other diagnoses like schizophrenia, depression, etc. Excel-
lent work. —Lisa Marie Sterr,Vancouver, BC
In your last issue, | appreciated the way you pointed out the responsibility for having
the right attitude is on the people who are observing the mentally ill person. My son
was diagnosed with schizophrenia when he was about 20. David went through about
15 years of hell, until at last the new medication, Olanzapine was given to him.That,
and a home he could call his own with no landlord to threaten his security has put
him on the path to a new life where he is feeling as if life is worth living.

| want to emphasize the importance of good doctors and other care workers
for those with mental illness. Their expertise and compassion cannot be emphasized
enough. | think only the very best people with a great desire to help should be consid-
ered for this field. David had good doctors and horrible doctors. A doctor | can only
describe as an angel of mercy at Riverview Hospital helped David to see that he had
recently been suffering from delusions, that he did not need to be in the locked ward,
and what he needed to do to stabilize himself. Thankfully, David is now considered
well adjusted and has reached the point, at 40, where he can help others like himself.
I’'m very proud of him and the way he manages his life.

In closing, | think a wording change away from consumer should be advocated. |
think participant is a much better word and shows co-operation whereas consumer just
shows using something up. —1Leone Wright, Surrey, BC

| was very disturbed by Karen'’s article “Adjusting our Dreams” in the Stigma issue of
Visions.Karen’s son has a medical disorder of the brain. He needs a full medical workup
to determine the cause of his psychosis, now. Even if the diagnosis is schizophrenia, it
is treatable! BC’s Best Practices/Early Intervention policies follow the principle,“The
earlier the treatment the better the outcome.” He has a right to sanity over all other
rights. He needs protection from harm to himself and to others and needs to be hos-
pitalized.This is bigger than Karen.She needs to seek help immediately even if it means
changing family physicians and/or mental health service providers or using the police
to help get her son to the hospital if he refuses to go. Hospitalizing him would be a
profound act of love. Karen does her son and herself a disservice by adjusting their
dreams to fit the psychosis.Treat the psychosis and give the son a chance to reclaim his
life. There are community discharge policies which help with medication compliance.
Yes, dreams may need to shift some, but maybe not. —Eileen Callanan, family member

and Family to Family Educator, BC Schizophrenia Society, Terrace, BC

we want your feedback!

If you have a comment about something you've read in Visions that you'd like to
share, please email us at bepartners@heretohelp.be.ca with “Visions Letter” in the
subject line. Or fax us at 604-688-3236.-Or mail your letter to the address on page
3. Letters should be no longer than 300 words and may be edited for length and/or
clarity. Please include your name and city of residence. All letters are read. Your like-
lihood of being published will depend on the number of submissions we receive.
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background

Sarah Hamid-Balma

Sarah is Director of
Public Education and
Communications for the
Canadian Mental Health
Association’s BC Division
and Visions’ Editorial
Coordinator

footnote

1 . Statistics Canada.
(2002). Suicidal thoughts,
by age group and sex.
Canadian community health
survey, mental health and well-
being. Retrieved August 15,
2005, from www.statcan.
ca/english/freepub/82-617-
XIE/htm/5110065.htm.

ntil I became depressed and suicidal myself
uin the fall of 1996, I never understood what

it was like on the ‘inside’—how dark and all-
consuming, how someone who had everything going
for them could want to go to sleep and not wake up.
Waking up each morning was a daily exercise in disap-
pointment. I'm only glad ideation (i.e., thinking about
suicide) was as far as | got—glad I never actually acted
on temptation to turn the wheel into oncoming traffic
as | commuted home from university each day.

[ also didn’t realize how common suicidal think-
ing like mine was, particularly in almost-19-year-olds.
In the most recent Statistics Canada national mental
health survey, around 4%, or one in 25 Canadians,
say they’ve had suicidal thoughts in the past year. That
number nearly doubles if you just look at young wom-
en ages 15 to 24.!

What follows is meant to be a quick reference guide
to some key statistics and trends with regard to sui-
cide. I've adapted some materials provided by our wise
guest editors and have excerpted information from the
BC Partners for Mental Health and Addictions Informa-
tion fact sheet on suicide. This will provide a prologue
of sorts to the complex and rich points of view you’ll
find in the coming pages of this issue of Visions.

The graph on male suicide in the Spring 2005 Men’s issue of Visions Journal (p. I5) plotted the

rates for both genders.While the trend line remains the same, the discrepancy between male

and female rates of suicide is much greater than what the earlier graph shows. Please see the

graph below for a revised and more accurate chart and data table.

FIGURE |

Prepared by Jennifer
White based on BC
Vital Statistics Data

=l Males
O Females
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The statistics of risk

Although BC’s suicide rates have remained fairly
stable over time, at roughly 500 per year, suicide rates in
Canada have been rising sharply for nearly five decades.
Suicide deaths in Canada numbered 3,648 in 2002. By
contrast, there were fewer than 500 murders and around
3,000 traffic-accident deaths.? A closer look at the fig-
ures reveals that suicide strikes hardest at the elderly,
the young and other vulnerable members of society.

Seniors

Canadian seniors have among the highest suicide rates
in the country, with men over the age of 85 having the
highest rate of completed suicides of any age group.’
In BC, in the year 2000, the suicide rate for all men
averaged out to 17.5 deaths per 100,000 people; men
over 85 had double that rate.* Major illness, the death
of a spouse, a shrinking circle of friends—all contrib-
ute to stress and depression, which can lead to suicidal
behaviour or suicide. One exception to this trend is
the low suicide rate among Aboriginal Elders. In many
cases, these Elders may be less likely to take their own
lives because, traditionally, their cultures have valued
and respected them for their wisdom.®

Youth

Canada’s youth are another group at high risk for sui-
cide. Suicide continues to be the second-leading cause
of death among young people in Canada, in BC and
worldwide. In the half-century between 1952 and 2002,
the Canadian suicide rate for 15- to 19-year-olds rose
from two deaths per 100,000 people to just over 10—a
five-fold increase.*®” In 2000, 70 young people ages
15 to 24 took their own lives in BC.* Like the elderly,
the majority of adolescents who commit suicide have
related mental health issues, including depression, sub-
stance use problems and eating disorders. The increase
in suicidal behaviour among Canada’s youth indicates
that many adolescents feel they should be able to handle
their mental and emotional issues on their own. Suicidal
youths may be reluctant to turn to others for help, hav-
ing learned from their role models not to rely on others.®

Aboriginal communities

Adolescent and adult suicide rates are even higher in Abo-
riginal communities. Deteriorating quality of life in some
Aboriginal communities may play a role, particularly
among people with clinical depression, sexual abuse his-
tories, problem alcohol and drug use and limited family



support. The suicide rate among Aboriginal people aver-
ages triple the rate of the general Canadian population.’

Not all Aboriginal communities, however, are af-
fected by suicide to the same extent. While some com-
munities have suicide rates 800 times greater than the
national average, suicide is virtually unknown in other
communities. Cultural rehabilitation factors such as
land claims, self government, and education services
are implicated in reduced suicide rates.'°

Immigrants and refugees

Ethnocultural communities other than Aboriginal also
experience variations in suicide rates compared to the
general population. On the whole, suicide rates for im-
migrant communities are about half those for the Cana-
dian-born. In fact, the pattern of suicide among immi-
grants more closely reflects patterns in their countries
of origin than that of the Canadian-born population."
In BC, among immigrants born outside Canada, those
from India are the visible minority presenting the high-
est suicide rates.'? This concern also extends to refu-
gees from the Indian subcontinent. BC immigrant- and
refugee-serving organizations indicated in a 2002 sur-
vey that 90 % of their refugee clients of South Asian ori-
gin (e.g., India, Pakistan, Sri Lanka) had unmet mental
health needs, more than any other cultural group. These
agencies ranked depression and suicidal behaviour as
the most prevalent mental health concern.'”

Gender
Males die by suicide more than three times as often
as females, a statistic that follows international trends.
This may in part be due to males using, on average,
more lethal methods such as hanging and firearms.'*
Females tend to use drugs, poison, and gases more
often than males in their suicide attempts, meaning
there is more time to intervene and therefore a better
chance to prevent death—although there is an increas-
ing trend of females using more lethal means. Women
are also more likely than males to ask for help sur-
rounding a suicide attempt.'®

A common thread

Mental health problems are the common thread in all
groups with a high risk for suicide. Research indicates
that as many as 90 % of people who commit suicide are
experiencing depression, an addiction or some other
diagnosable disorder when they take their own lives.'®
People with major mental disorders who attempt or
commit suicide do so not out of a desire to die, but
out of a desperate need to put an end to their suffer-
ing. In most cases involving suicide, the act itself is not
an impulsive decision. Most people who die by suicide
give some indication of their intentions prior to killing
themselves. In fact, most people who attempt suicide
talk about it beforehand without any immediate plans
to carry it out. In one study, more than 60 % of partici-
pants who had made near-lethal suicide attempts had

background

sought help for health or emotional problems from a
clinician in the month before their attempt; nearly half

of them had discussed suicide.!” . o
Consider this...

In the year 2000, 815,000 people lost their lives to suicide
worldwide—more than double the number of people who die
as a direct result of armed conflict every year.”

Fortunately, immediate intervention and ongoing sup-
port can help a person recover from despair and recon-
nect with their own self-worth. If other people notice the
warning signs and act on them, they may have an op-
portunity to save a life. For more information on how to
recognize and help someone thinking about suicide, see
lan Ross’ Crisis Centre prevention guidelines on page 9. i
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A Summary of Suicide Risk

and Protective Factors
Yourh cond Youny Adults Al

Jennifer White S

\

uicidal behaviour emerges out of a complex and dynamic interplay between individual, social and environ-
mental risk and protective factors. In general, those at greatest risk are single, older adolescents (15-24),
Caucasian and Aboriginal males, suffering from major depression and substance abuse who have a history

of suicidal behaviour and have easy access to the methods for suicide. It is also true that many young people who
kill themselves do not always fit this statistically generated profile. The chart below summarizes some of the most
well-established risk/protective factors. Note that it is not an exhaustive list. i

Key Predisposing Contributing Precipitating Protective
Context Factors Factors Factors Factors
Individual previous suicide attempt rigid cognitive style personal failure individual coping and
depression or other mental poor coping skills humiliation problem-solving skills
disorder (e.g., substance gay, lesbian, bisexual or individual trauma willingness to
use disorder, schizophrenia) transgendered sexual health crisis seek help
hopelessness orientation good physical and
suicidal thoughts impulsivity mental health
aggression strong cultural identity
hypersensitivity/anxiety and spiritual beliefs
Family family history of suicidal family discord loss of a significant family cohesion and
behaviour/suicide impaired parent—child family member warmth
family history of childhood relationships death of a family adults modelling
neglect, sexual or member; especially by healthy adjustment
physical abuse suicide high and realistic
family history of mental recent conflict expectations
disorder
early childhood loss/
separation or deprivation
Peers social isolation and alienation negative youth attitudes teasing/cruelty/bullying social competence
toward seeking adult interpersonal loss or healthy peer modelling
assistance conflict acceptance and support
peer modelling of rejection
maladaptive behaviours peer death, especially by
suicide
School long-standing history of disruption during key transi- failure success at school
negative school experience tional periods at school expulsion interpersonal
lack of meaningful connection reluctance/uncertainty disciplinary crisis connectedness/
to school among school staff about belonging
how to help
Community multiple suicides sensational media high profile/celebrity opportunities for
community marginalization portrayal of suicide death, especially by youth participation
political disenfranchisement access to firearms or other suicide community self-
socioeconomic deprivation lethal methods conflict with the law/ determination
reluctance/uncertainty incarceration availability of resources
among key gatekeepers community control over
about how to help local services
inaccessible community
resources

*The chart is adapted from the source in footnote 19 (see previous page). A more complete discussion can be found in the source described in footnote 20.
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he crisis line movement in BC began in the 1960s

based on the ‘Good Samaritan’ principle of provid-

ing free, confidential, non-judgemental telephone
support and community referrals. Today 20 crisis lines
make up the BC Crisis Line Association (BCCLA).

Moving toward a national crisis line network

® In 2001, the BCCLA unanimously approved a motion
to explore an easy-to-remember three-digit number
between 911 (Emergency) and 211 (Information and
Referral). This new number (511 or 811) would pro-
vide a direct connection to a trained volunteer, sup-
ported by a professional, who could provide emo-
tional support and, if necessary, referral.

® In 2002, two BC crisis centres began to explore the
possibility of piloting a 1-800-SUICIDE prevention
number in the province, as a step toward BCCLAs
dream of “three-digit access to emotional support.”

® In 2003, five crisis centres, one from each of the five
health regions, came together to form the Distress
Line Network of British Columbia (DLNBC). Later that
year, the network was successful in securing funding
to pursue the dream of building an exchange routing
system: i.e., callers from anywhere in BC would be
directed to an open line.

® On September 10, 2004 (World Suicide Prevention
Day), the DLNBC opened the 1-800-SUICIDE preven-
tion service, and it has been operating ever since.

® In 2005, the DLNBC won the BC Association of Broad-
caster’s Humanity Award, which provides millions
worth of TV/radio air time. Media will be broadcast-
ing DLNBC ads: “If you need emotional support, con-
tact your local crisis line—we want to hear it all.”

Following the lead of the DLNBC initiative in BC, the Ca-
nadian Association for Suicide Prevention was successful
in their grant application to the Public Health Agency of
Canada. This funding is dedicated to increasing access to
crisis line services by creating a Canadian Distress Line
Network (CDLN) and an easy-to-remember three-digit
(511 or 811 or something similar) number for accessing a
distress line, building on BC’s 1-800-SUICIDE project.

At the heart of the Canadian Distress Line Network
(CDLN) are thousands of highly trained volunteers, sup-
ported by small teams of professionals. Our goal is to
strengthen this incredible volunteer-to-staff ratio (30:1)
through common best practices, ongoing evaluation,
and a focus on improving outcomes for callers. i

Al 11

crisis centre guidelines

Changes in behaviour —

Hopelessness —
Changes in mood —

Warnings —

Preparations for death—

Impulsiveness —

Previous Attempts —

Talking —

Reach out

Ask directly —

Be a supportive listener —
Offer help —

Take them to help —

Seek out help
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lan Ross

lan is Executive Director of
the Crisis Intervention and
Suicide Prevention Centre
of BC (a.k.a.the Crisis
Centre in Vancouver). He is
a board member and Chair
of the Crisis Intervention
Committee of the Canadian
Association for Suicide
Prevention

did you know?

The Crisis Centre in
Vancouver receives
more than 24,000 calls
a year on its Distress
Line, operates a Web-
based chat for youth,
and provides over 500
interactive workshops to
over 15,000 high school
students each year. The
Centre relies on hundreds
of volunteers to deliver
its services. In fact, since
1969 the Crisis Centre
in Vancouver has trained
over 5,000 volunteers.
Learn more at
www.crisiscentre.bc.ca
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(2002). Suicidal thoughts.
Canadian Community Health
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Well-being. Retrieved August
9, 2005 from www.statcan.
ca/english/freepub/
82-617-XIE/tables.htm.
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Suicide: The ‘Logic’ of a Human Tragedy

To breach or not to breach confidentiality...

here are few things that strike us as more tragic

than suicide. We tend to regard suicide as a failure

onthe partofsociety to help the suicidal individual.
We are especially upset when we find out it was known
beforehand that the person was suicidal, but next-of-kin
or significant others were not informed. We also tend
to view suicide as irrational—a desperate emotional re-
action to what are perceived as overwhelming personal
circumstances—and we believe that if someone else
had known about the situation, they could have inter-
vened and saved the person from an untimely death.

In ethics and law
Both ethics and law, however, suggest there are no sim-
ple solutions to the dilemma of breaching confidentiality.

The law against suicide was repealed in 1972.
There were several reasons for this: 1) it was essentially
unenforceable; and 2) in law, everyone has the right to
decide what shall happen to themselves, as long as they
are competent—which, minimally, means that the per-
son understands the nature and implications of her or
his actions and is not under undue pressure from oth-
ers—and their actions do not interfere with the equal
and competing rights of others. The law, moreover, rec-
ognizes that each person, as an autonomous decision-
maker, is surrounded by a sphere of privacy that may
be breached only under exceptional circumstances.

As to ethics, it has two basic principles: 1) autono-
my and respect for persons, which says that everyone
has the right to self-determination; and 2) equality and
justice, which says that all persons are equal and their
rights should be equally protected. This means that in
ethics, if someone competently decides to die, then no
one has the right to interfere. And, if that person de-
cides that no one should be told about it, then this wish
must be respected.

Therefore, both in ethics and law, a competent per-
son has the right to commit suicide, and has the right
to insist that their intention be kept confidential. This
begs the question whether suicide is ever the result of
a competent decision. Arguably, suicide does not auto-
matically indicate incompetence. In the Sue Rodriguez
case, when she was assessed for competence at the be-
ginning of her campaign to have Section 241 (b) of the
Criminal Code (the section that criminalizes assisted su-
icide) repealed, the psychiatrist concluded that she was
competent even though she had “suicidal ideations.”"

On the other hand, a young man who commits sui-
cide in a fit of clinical depression when off his medica-
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tions would be considered incompetent. And an incom-
petent person’s intention to commit suicide clearly calls
foranengagementofthe appropriate mental health serv-
ices, and does not warrant professional confidentiality.

Never straightforward...

Suicide, however, rarely presents with clean conceptual
lines of competence, rights and principles. It involves
actual people who are embedded in social contexts that
include family, friends and health care professionals.
All these people have their own feelings and commit-
ments, and they may be torn in opposing directions.
While conceptually they may subscribe to the princi-
ples of autonomy and equality, and while intellectually
they may believe in the rights to privacy and self-deter-
mination, when it comes to their own significant oth-
ers, these convictions often become abstract notions.
Competence and rights don’t enter the picture. The de-
sire to help a loved one predominates.

Even health care professionals do not focus simply
on issues like competence and rights; they are conflict-
ed by a variety of considerations. To begin with, it is
very difficult—even as a trained professional—to sus-
pend one’s own feelings when facing a suicidal person.
While professional training teaches one how to guard
against being swayed by personal feeling, it does not
remove the feelings themselves.

Second, there have been fundamental changes in
the philosophy of health care. To be sure, medicine, as
it has developed in the West since Imhotep in ancient
Egypt (around 2980-2950 BC),? has long imposed a
duty of confidentiality on its practitioners. This duty
was explicitly incorporated into the Hippocratic Oath
(Greece, 4th century BC) and required that confidential-
ity not be breached—except, it allowed confidentiality
to be breached if the physician decided it was in the
best interests of the patient. This best-interests-of-the-
patient exception, however, was modified in the 20th
century by the advent of an autonomy-centred model
of the physician—-patient relationship, which makes
the patient and not the physician the arbiter of what
is in the patient’s best interests. The autonomy-centred
model—which is reflected in current codes of ethics
and is supported by contemporary law—requires that
physicians follow the directions of their competent pa-
tients even if that should contravene what the physician
thinks is in the patient’s best interests. Not all physicians
have fully accepted this autonomy-centred model—
codes and laws notwithstanding.



At the same time, there is also a powerful contem-
porary counter-current to the autonomy-centred model
of the physician-patient relationship: a current that is
represented most clearly by family medicine. Here, prac-
titioners are trained to look beyond the individual patient
and to include family and significant others in the circle
of considerations. It promotes, so to speak, breaches of
confidentiality, because family and significant others
cannot meaningfully be included in the decision-making
process unless they are privy to patient information.

As if this were not enough, there is also the question
of uncertainty. When people present with suicidal tenden-
cies, the clinical picture is not always immediately clear,
the complete facts are not always available then and there,
and not all the players can be identified at that instant.
The professional, however, has very little time to achieve
clarity (and certainty) before it is too late. Should the pro-
fessional wait and clarify the situation before taking any
action, or should the professional breach privacy on the
assumption that this is necessary to save a life?

Finally, in the back of any professional’s mind is
always the question of how their actions will sit with
their professional peer group and the law. And there
is always the nagging doubt about how other patients,

background

or potential patients, would feel if they knew that their
confidential communications might be passed on to
third parties. What might the consequences be if that
element of trust, which is central to the professional-
patient relationship, was undermined in this way?

Always a judgement call
A professional decision about breaching confidentiality
is always a judgement call. Such a judgement call should
not be rooted in personal feelings, nor should it be based
on a knee-jerk application of clinical concepts, abstract
rules and legal concerns. It should be clinically compe-
tent, and it should acknowledge the regulatory context.
The judgement call should also be guided by a clear
understanding of the ethics of the case. This means that,
in some cases, it will be determined that privacy should be
breached; and in other cases, that it should not. In some
cases, where privacy is not breached because the patient
has competently requested that confidentiality be main-
tained, suicide may occur—and that is tragic. However, as
in this instance, not everything that is tragic is unethical.
Codes, principles and laws can only give general
guidance. Each situation is unique and has to be evalu-
ated on its own terms. And there are no easy answers. i

footnotes

1 . Rodriguez v. British Columbia

(Attorney General,) [1993] 3
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Suicidal Preoccupations
Among Youth with Eating Disorders

D. is a IF-year-old grade 12 student who has been hospital-
lizea €or the fourth time over the past three years. She has
been striggling for the past siv years with anovedia nevvosa.
Unlike her previous admissions, her mood is d.&'PV‘ 2Sseal
and she has shaved thoughts about suicide with some staff.
She has been bonging her heodl ogpinst the woll on oc~
casion. when T askeod her about hev cha,njc in Mood, she said,
“T'm so scared to put any weight om... One veason why T
lose weight is, T think, because T am tvying to gulhish

MQSLIF. T have created o wall between mysd€ and my
family and T can’t break it odown any more. T used to be
able to LSC&P& by not eating but now evem that does ot
wovK. Sometimes, T want to get better, get on with school anal
friends, but T am afraiol Tl never be able to gt over this.
Living like this is all T Know. Before, T used to pretend T
could contvol it and T couldl gt better any time. T have no
move friends. T have vt and let down my family so many
tims. T feel so 5‘*‘“’& T do ot think T want to kil
myself, but it would be simpler i€ T was gone and my family

would not have to worvy anymore!” '

ne has to take these situations seriously, since
O suicide can account for up to 50% of the mor-

tality encountered with patients who suffer
from eating disorders (ED). Mortality rates increase with
age. Sometimes patients also suffer from mood disor-
ders, drug abuse and/or poor psychosocial functioning,
which further compound the risk. Tragically, up to one-
third of adults with eating disorders have experienced
physical, emotional, or sexual abuse. Lastly, suicidal
thoughts and attempts are quite common among ado-
lescents in BC (up to one-third of youth have considered
suicide in the past?). The lifetime prevalence of anorex-
ia nervosa for women ranges from 0.5% to 3.0%, and
1.1% to 4.2% for bulimia nervosa. The male-female
prevalence ratio is 1:10.”

During the early stages of a disordered eating con-
dition, when denial is strong, the person often feels in
control and enjoys the benefits the condition brings so-
cially and personally. These include improved self-es-
teem, sense of control, and praise from peers for their
appearance. However, the consequences of starvation

continued on page 4
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Suicide in Later Life

Suicide among older adults is more common than
many people think. According to Statistics Cana-
da, in 1997, the rate of suicide for older adults was
12.4/100,000 (23.0/100,000 for men, and 4.5/100,000
for women over the age of 65). The seniors’ rate is
slightly over the national average, though the rate for
older males is significantly higher.'

A strong indicator of suicide risk among older
adults is when a person simply feels that life is no lon-
ger worth living. Some of the risk factors commonly
associated with suicide in later life are:*®
® increasing age (more common among older seniors,
i.e., people ages 80+)
being male, and especially, Caucasian male
being single or divorced, or living alone
having an alcohol use problem
poorly managed chronic pain
social isolation or closed family systems that do not
encourage discussion or help-seeking
poor physical health or the belief that they are ill
® hopelessness and helplessness
* |oss of health, status, social roles, independence, sig-

nificant relationships
® depression
¢ fear of being forced to move to a nursing home

Ageism can play a significant role in suicide in later life.

Some health care providers may erroneously assume

that poor health, feelings of hopelessness, and depres-

sion are part of normal aging, or they may assume that
depressed older adults cannot be helped.

In the United States the ratio of completed suicides
for older adults is 1:4, compared to 1:25 in the general
population. Older adults (especially those aged 85 and
over) have the highest rate of completed suicides of
any age group.” There are several reasons why older
adults die in their suicide attempts. These include:

e frailty—it takes less of a prescription drug to cause
death; also, injuries may cause more physical dam-
age and there may be less ability to recuperate

® social isolation may make rescue less likely

e older people tend to use more lethal methods (pre-
scription drugs, gun shot, falling from a high-rise)
and they often have stronger suicidal intent

e causes of death may be less rigorously investigated
in older persons (some ‘accidental’ overdoses may
not be accidents).

One half of older adults do not leave a suicide note.
This may reflect suicide as a sudden decision made out
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of desperation, protection of family or religious con-
cern. Some may not have anyone to whom they can
leave a note, while others may no longer have the abil-
ity to express themselves.®
Among adults at any age, the risk ratio of suicide
for people with substance use problems or dependence
is 5.5 times higher, compared to people without these
problems.” The relative risk of suicide is even higher for
individuals with certain dependencies:
* 10 times higher for people with opioid dependence
® 30 times higher for people with dependence/abuse
of legal drugs (prescription drugs)
® 39 times higher for people using a combination of
legal drugs and alcohol.’

Professionals, other service providers, and family mem-
bers can help reduce the risk of suicide among older
adults by being alert to the signs in later life and sensi-
tively helping the older person access appropriate com-
munity resources. Help may include medication and
counselling for depression, substance use counselling,
grief counselling, and chronic pain management. i
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The Biological
and Genetic
Dimensions of

Suicide Risk

espite the promi-

nence of suicide

s a leading cause
of death throughout most
of the world, the biologi-
cal basis of suicide remains
poorly understood and in-
adequately studied. While
several psychosocial fac-
tors associated with suicide
have been described in de-
tail, numerous studies have
also supported the role of
biological factors in suicide
predisposition. For exam-
ple, the intergenerational
transmission of suicidal be-
haviour is well document-
ed and suggests that the
discovery of genetic factors
for suicide could, in the
long run, lead to improve-
ments in prevention.

The causes of suicidal
behaviour likely overlap
with causes of other psy-
chiatric disorders, owing
to the high rates of depres-
sion and other mental ill-
nesses amongst individu-
als who die by suicide.
However, numerous stud-
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ies have indicated that an
individual’s likelihood to
engage in suicidal behav-
iour is independent from
the genetic factors that
increase susceptibility for
major psychiatric prob-
lems.! Other factors, like
impulsive-aggressive  be-
haviours, also play a criti-
cal role in suicide predis-
position.

Perspectives on the neu-
robiological basis of suicide
have begun to converge in
recent years on several key
areas. The primary biologi-
cal focus of suicide studies
has been oriented upon
serotonin, a neurotrans-
mitter involved in commu-
nication between neurons.
Neurons are cells that are
responsible for the trans-
mission of information in
our nervous systems. In
the 1970s, researchers ob-
served that those with the
highest suicide risk had
the lowest levels of a se-
rotonin by-product.” Sub-
sequent studies investigat-

ing serotonin receptors in
the prefrontal brain cor-
tex of suicide completers
have supported the idea
that suicide is associated
with low serotonin lev-
els.”> These observations,
together with a series of
other findings obtained
using different research
methods, imply that both
serotonin and the prefron-
tal brain region play a role
in suicide.

Our brains, however,
are very complex. They
are composed of many
brain regions, which com-
municate amongst them-
selves through multiple
circuits. Moreover, neu-
rons employ more than
one neurotransmitter to
transmit information. For
a behaviour as complex
as suicide, it would appear
that multiple neurotrans-
mitters, brain regions and
circuits may be involved in
individuals’ increased risk
for suicide.* Within this
perspective, recent find-
ings point to the possible
implication of molecules
involved in intra-neuronal
communication and the
way they influence how
individual neurons affect
the transmission of infor-
mation. More specifically,
findings with respect to
protein kinase A and C are
encouraging.*

Another interesting lead
supported by several lines
of evidence is an intriguing
association between low
cholesterol levels and sui-
cidal behaviour.®> The mech-
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anisms explaining how
serum cholesterol levels
may have an effect on
behaviour, however, are
unclear. In any case, the
investigation of lipid (.e.,
fats) metabolism in the
neurobiology of suicide
and related behaviours
has gained renewed inter-
est in light of the growing
evidence of essential roles
for cholesterol in promot-
ing brain plasticity and
connectivity between cells.
Evidence also suggests that
the composition of brain
sterol (a class of chemi-
cals that play a role in the
brain analogous to that of
hormones in the rest of the
body) could be involved in
this association.®

In recent years, there
has been growing interest
in specific genes that may
be involved in suicide pre-
disposition. The evidence
supporting the role of
genes in suicide is based
on the following: 1) sui-
cide often runs in families,
and 2) twin and adoption
studies suggest that genes
are likely to account for fa-
milial clustering of suicidal
behaviour.”

The emphasis of the
studies investigating spe-
cific genes on suicidal be-
haviour has been on those
genes that play a role in
controlling the production
and activity of serotonin.
Although some of the find-
ings have been consist-
ent—particularly those im-
plicating a genetic variant
in the regulatory region of

an individual’s likelihnood to engage in
suicidal behaviour is independent from the
genetic factors that increase susceptibility
for major psychiatric problems.
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the gene coding for the
serotonin transporter (the
target molecule of most
commonly used antide-
pressants)—the results of
this type of study are pre-
liminary at best.

One of the problems
with the current findings
on the role of genes is
that the types of studies
investigating these rela-
tionships often have key
methodological shortcom-
ings such as the infre-
quency of suicide comple-
tion and the degradation
of genetic material over
time. Another issue is that
genes are just one compo-
nent of suicide risk. Other
biological, psychiatric and
psychosocial factors are
also likely to influence sui-
cide risk, and most of the

studies that examined ge-
netic factors have focused
exclusively on these. In
the face of multiple factors
influencing suicide risk,
the power of the methods
used thus far is limited.

Nevertheless, an en-
couraging finding recently
came out using a method-
ology that allows testing
the influence of genes,
while taking into account
developmental and life
experience  dimensions.
The study indicated that
individuals with a certain
regulatory variant of the
serotonin transporter gene
are more likely to display
suicidal behaviour when
exposed to life stressors.®
These promising results
need to be replicated and
better investigated.

Several  technologies
also show promise for the
study of suicide. One such
technology is microarray
analysis of gene expres-
sion, a technique that has
become increasingly used
in the study of complex
conditions such as suicide.
This method allows for the
simultaneous monitoring
of tens of thousands of
genes at the same time.
Though the wide-scale im-
plementation of microar-
ray technology in studies
of psychiatric conditions
and behaviours has only
just begun, it shows prom-
ise—particularly  regard-
ing the discovery of pre-
viously unknown aspects
of suicide neurobiology.
As these types of studies
become more common-

place, a better picture of
the genes involved in the
pathophysiology of suicid-
al behaviours will emerge.
This clearer perspective
will allow researchers to
then focus on particular
pathways and genes.

The search for the bio-
logical basis of suicide is
an enormous challenge.
However, progressive re-
search strategies are ena-
blingus tobothunderstand
and move beyond some of
the more customary do-
mains of study. Eventual-
ly, suicide risk assessment
will be less subjective,
and we will be able to de-
velop more effective treat-
ment intervention strat-
egies for susceptible indi-
viduals. i
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and compensatory behaviour, such as binge eating and
purging, eventually become a burden and create per-
sonal social loss. Over a period of time, the person be-
comes more isolated, helpless and hopeless as friends
and family distance themselves. Performance in school
and other activities, such as sport, start becoming im-
paired. And hospitalizations are sometimes necessary.
The person becomes exhausted from battling the eat-
ing disordered thoughts and behaviours. They realize
that recovery will be hard, and a lengthy process.

It is important to reach out for help in the early
stages of this condition; however, for some there are
barriers. The person with an eating disorder often feels
they are undeserving of help or that accepting help is a
weakness. They may have learned from their family and
culture to value control and to avoid conflict and expres-
sion of feelings. This can be due partly to malnutrition,
but also to a lack of learned ability to be assertive and to
EXpress one’s voice.

There may also be ambivalence about getting bet-
ter. There is a fear of losing beliefs and rituals that have
helped with coping in the past. Sometimes the health
care provider is not trusted, may be viewed as someone
‘forcing’ the client to do something he or she does not
want to do.

This is a time when self-harming behaviours and
suicidal ideation may become a way of coping with
this turmoil—and a time when the support of friends
and family is critical. Friends and family can help by
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providing empathetic listening and by acknowledging
the ambivalence and the confusion. It is an important
time to keep believing in recovery and supporting self-
efficacy. However, the person always needs to be kept
safe; when danger is imminent, use of professional
emergency services may be needed.

A consistent, hopeful and future-oriented approach
is crucial to the healing process. Open communication
facilitates this, although it can be sometimes demand-
ing for helpers. They need to recognize that they must
manage their own feelings of frustration: it can be chal-
lenging to encourage someone to express their feelings
and then to hear their sadness, anger and despair, while
not being able to ‘fix’ it for them. Being honest and di-
rect, while being compassionate, remains critical.

Help from their peers is sometimes easier for peo-
ple with disordered eating to accept. In their despair,
they struggle with thoughts of self-punishment and use
the ED behaviours for relief from these thoughts. Feel-
ings of shame tend to lead to further negative behav-
iours and further guilt. But, amidst the despair, they
often also search for meaning and a better understand-
ing of their purpose in life. Self-help groups and peer
support can often help individuals manage these feel-
ings and focus on personal values to good effect.

Ultimately, it bodes well for health care providers
and significant others to help these young people “con-
struct a sense of hopefulness that they can ultimately
enjoy a life without the eating disorder.” i



background

Blueprint for a National
Suicide Prevention Strategy

any countries
mhavedeveloped
national strate-

gies to reduce suicide, often
utilizing the expertise of
Canadians. Why, then, was
Canada so slow in moving
forward on its own strategy
regarding this most press-
ing of public health issues?

As a national organiza-
tion, the Canadian Asso-
ciation for Suicide Preven-
tion (CASP) concluded that
Canadians had waited long
enough. If our federal, pro-
vincial and territorial gov-
ernments could not work
together to create a na-
tional strategy, it was our
duty, as members of our
own communities, to take
up the challenge. Thou-
sands of hours of work lat-
er, the CASP Blueprint was
released in October 2004
to all levels of government
and to all Canadians. Sup-
port and gratitude has
confirmed that the effort
has been justified.

What is the Blueprint?
The Blueprint is a national
suicide prevention strat-
egy for Canada. It is also a
policy agenda, a national
task list, a tool for identi-
fying best practices, and a
roadmap to an integrated
solution. It covers suicide
prevention, research, edu-

cation, treatment, crisis
intervention and bereave-
ment  support.  Issues,

needed improvements and
emerging best practices
have been addressed in a

practical, achievable and
humane manner.

Any national strategy
will require public debate
and pan-Canadian input;
we have put forward our
Blueprint as a starting
point for such debate and
input, hoping to both chal-
lenge lawmakers and gov-
ernments and to Kick-start
a process that is decades
overdue. As members and
directors of CASP, we have
offered our leadership and
expertise to motivate and
assist our governments in
fulfilling their own leader-
ship roles.

2003: Strategy, research,
planning sessions
Themes, expectations,
checklists for goals and
objectives, a framework
for the blueprint, and a
process strategy for writ-
ing, review, rewriting and
correction, publication and
communicationweredevel-
oped in 2003. This was ac-
complished through strat-
egizing, planning and
follow-up sessions of the
CASP  board members,
along with a group of in-
vited participants.

The participants com-
prised a talent pool of clini-
cians, researchers, teachers,
program  administrators,
consumers and survivors.
Everyone donated time
and expertise. And each
one of the participants had
experienced personal loss
through a suicide death—
they have lost parents and

children, sisters and broth-
ers, neighbours, friends
and patients. As such, we
call ourselves “survivors.”

2004: Writing, peer
review, editing

In 2004 a writing commit-
tee, composed of a psy-
chiatrist, a psychologist,
a social worker/researcher
and a lawyer/survivor, was
given responsibility for
writing the initial drafts
and  submitting  them
for vigorous peer review
across Canada. Fourteen
formally revised versions
saw hundreds of chang-
es and improvements. A
project editor pulled the
pieces together to create
an integrated document.
The decision was made
to finalize the process and
publish the Blueprint, for
review by all Canadians
and by members of the
World Health Organization
and the United Nations.

2005: implementation
plan, budget, timeline
In 2005, the CASP board
has made presentations
to governments, asso-
ciations, groups and in-
dividuals across Canada.
A number of citizen pres-
entations were made to
the Kirby Commission, to
the Canadian Alliance on
Mental lllness and Mental
Health (of which CASP is
a member) and to the Ca-
nadian Mental Health As-
sociation. We believe that
working in  partnership
with both CAMIMH and
CMHA will be essential to
the development of a true
national suicide preven-
tion strategy and the suc-
cessful completion of an
integrated solution.

The Business and Im-
plementation Plan 2006-
2008, with budget, was
delivered to the federal gov-
ernment during CASP’s an-
nual conference in October.

guiding principles

a) evidence-based

Adrian Hill

Adrian is an officer and
director of the Canadian
Association for Suicide
Prevention (CASP). He
practiced law for 30
years, and founded and
developed national and
provincial programs to
help lawyers and judges
with addiction and mental
health problems—including
the first suicide prevention
program in the world for
legal practitioners.Adrian
was the editor and a

core author of the CASP
Blueprint

1. Suicide prevention is everyone’s responsibility

2. Canadians respect our multicultural and diverse society and accept re-
sponsibility to support the dignity of human life

3. Suicide is an interaction of biological, psychological, social and spiritual
factors and can be influenced by societal attitudes and conditions

4. Strategies must be humane, kindly, effective, caring and should be:

b) active and informed
c) respectful of community and culture-based knowledge
d) inclusive of research, surveillance, evaluation and reporting
e) reflective of evolving knowledge and practices
5. Many suicides are preventable by knowledgeable, caring, compassionate
and committed communities
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background

Suicide and Language

“Commit suicide.” Two words traditionally, even facilely, used to

Doris Sommer-Rotenberg

Mrs. Sommer-Rotenberg
spearheaded the
campaign to establish the
Arthur Sommer Rotenberg
Chair in Suicide Studies at
the University of Toronto

excerpted from “Suicide
and language”— CMAJ

I 1-Aug-98; 159(3), Page(s)
239-240 by permission
of the publisher. © 1998
CMA Media Inc.

describe the act of self-killing. They speak to the com-
mon perception of suicide which, if corrected, might
help to reduce its incidence. I had never questioned the
use of this phrase until my son took his life. He was an
accomplished physician in his mid-30s who suffered
from bipolar disorder. The hollow distance between the
fullness of the years he lived and the rich potential of
those that were lost was immense. To keep alive the
vitality of my son’s life and spirit, and to help prevent
similar tragedies, 1 initiated a campaign to establish
in his memory a research chair in suicide studies at
the University of Toronto—the first of its kind in North
America. This fact in itself attests to the silence that has
historically surrounded the issue of suicide. As the cam-
paign progressed I realized that raising awareness about
this act of despair was as important as raising money.

The shame of those who have been bereaved by
suicide is based in the fear of being associated with the
forbidden act. It necessitates a repression of emotion
and ends in denial—in pretending that the self-killing
did not occur. The bereaved and those who merely ob-
serve collude in a silence that disallows compassion
and understanding. Shame—or the presumption of
shame—produces embarrassment in others. The result
can be gross insensitivity. One young woman described
to me how after her husband took his life her neighbours
would cross to the other side of the street when she
took her children for a walk, apparently to avoid having
to talk to them. When a tragedy is not spoken of open-
ly there can be no true sympathy, sharing or healing.

Silence is often an effort to avoid the “contamina-
tion” of suicide. A large corporation whose president
had taken his life declined to make a donation to ourp
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What next?

To quote the Blueprint:
“The writers of this blue-
print  anticipate  coop-
eration, enthusiasm and
funding from all levels of
government and from all
segments of Canadian so-
ciety. We expect our fed-
eral government to take
a leading national role, to
apply its own Pan-Canadi-
an Healthy Living Strategy
and to initiate the success-
ful implementation of this
CASP Blueprint.”!

The Blueprint has been
favourably received and
compares well with the
national strategies of Eng-
land, Australia, Ireland and
the US. It is the only na-
tional strategy in the world
produced entirely by volun-
teers and without govern-
ment funding, while still
being comprehensive, pro-
fessional and practical. i



fundraising campaign for fear that such a contribution
would open the door to unwanted, deprecating public-
ity. Such responses only serve to exacerbate the stigma
of suicide, to preclude open discussion about it and to
discourage research that may help to prevent it...

Words and values

We might begin by considering the words we use to
describe this destructive act—particularly the phrase
“commit suicide.” The only acts we “commit” are hei-
nous ones: adultery, a felony, some kind of crime. The
German term Selbstmord begehen is similar, denoting
an act of commission. By contrast the French se sui-
cider and the Italian uccidersi are reflexive. Likewise in
Hebrew: l'hit’abbed, “to self-destroy,” is something one
does to oneself, with no implication of criminality. The
expression “to commit suicide” is morally imprecise.
Its connotation of illegality and dishonour intensifies
the stigma attached to the one who has died as well
as to those who have been traumatized by this loss.
It does nothing to convey the fact that suicide is the
tragic outcome of severe depressive illness and thus,
like any other affliction of the body or mind, has in
itself no moral weight. As Susan Sontag describes in
the case of tuberculosis, cancer and AIDS,' illnesses
have often been regarded as if they expressed moral at-
tributes. Tuberculosis, for example, was romanticized in
the 19th century, becoming a metaphor for sensitivity
and creativity. Suicide, by contrast has been demonized
as a metaphor for moral weakness and failure. Many
people consider any form of psychological vulnerabil-
ity, including depression, as a moral lapse.

In a recent article in the Financial Post, suicide
was described as “the ultimate act of selfishness.”
The author can have no understanding of the pain
that drives someone to make this agonizing decision
and then “execute” it. Often the decision to Kill one-
self is taken out of a distorted consideration for those
one loves; the dislocation of emotion is so immense,
the feelings of unworthiness so overwhelming, that
the suicidal person believes that loved ones would fare
better if he or she were no longer part of the world.

The article also stated that “the God of all the
major faiths rejects suicide as a fundamental sin.”* It
is true that, in the past, Jews who died by their own
hand had to be buried on a remote edge of the cem-
etery and that Catholics could not be buried in con-
secrated ground. The act of self-killing was considered
criminal because it was perceived as transgressing the
moral authority of God and the righteous feelings of
humankind. As recently as two generations ago, “it
was a felony to attempt suicide in such countries as
Britain, the United States and Canada. It was a report-
able offense that nobody reported.”® These attitudes
of condemnation are beginning to change. As Rabbi
Gunter Plant wrote with respect to the proposed chair
in suicide studies, “We no longer punish, but try to un-
derstand.... Since we are dealing with the very essence

background

of existence, this whole scientific enterprise acquires
the aura of a religious undertaking.”* Similarly, there
is now greater understanding within the Catholic faith.

Toward healing
..The language we use to describe events not only re-
flects our own attitudes but influences those attitudes
as well as the attitudes of others. A change in the words
we use will not immediately dispel deep-seated preju-
dices, but it will inhibit their expression and, in so do-
ing, prepare the ground for attitudinal change. When
racist remarks are viewed as socially unacceptable, for
example, the social environment becomes less hospi-
table to racism itself. The language of suicide, like the
illness leading to suicide, are both mired in denial. The
term “commit suicide” should be excised from the lan-
guage. There are other and better alternatives: Hamlet’s
“self-slaughter,” “death by one’s own hand,” “ended
one’s own life,” “self-inflicted death,” “a casualty of sui-
cide” or the raw “killed oneself.” Even the expression
of a former Vietnamese prisoner of war, who described
his feelings during his incarceration as a desire “to be
off the planet,” avoids the judgemental connotations of
“commit suicide.” And any of these expressions is bet-
ter than the obituary euphemism, “died suddenly.”
Physicians can send a powerful message to col-

leagues, patients and society at large by using neutral
and compassionate language when they refer to sui-
cide. By their leadership in this revision, they will be
better able to help those with suicidal feelings to take a
crucial step back from despair, and to help those who
have been bereaved by suicide to resolve their feelings
of anguish and regret. The rejection of the term “com-
mit suicide” will help to replace silence and shame with
discussion, interaction, insight and, ultimately, success-
ful preventive research. i

Editor’s note: Since this article was published, the Canadian Associ-
ation for Suicide Prevention, Compassionate Friends and the major US
suicide prevention organizations now all advocate for the use of the
terms “died by suicide” or “suicide death,” which are nonblameful, non-
judgemental and consistent with how we describe other types ofdeath.
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experiences and

perspectives

Patrick Schnerch

Patrick resides in Victoria,
and lives with a diagnosis
of bipolar disorder

Inside my

here is constant conflict between my depression
and my will to live. One moment I am at high risk
of falling victim to suicide, and the next moment
[ am rationalizing my worth as a human being. This
has continued for three decades. My illness has hospi-
talized me on several occasions. I have survived vicious
self-mutilations. Spending time in an alcohol detox
centre lost me my career with the federal government.

When I’'m in my depression, darkness is my life.
Thoughts swirl around me, and I am engulfed by de-
spair. My battered mind and soul are confused and
weakened, unable to fight off dark thoughts. The only
glimmer of hope is that death will finally bring the
peace I so desperately seek. I'm supposed to be able
to wipe these thoughts out of my mind just by ignor-
ing them—but this is not as easy as it sounds, when
suicide feels like the only option for relief.

Detachment from life is all I know. I have no feel-
ings of happiness or sadness. Disconnection with reali-
ty has left me in a zombie state of mind. Life passes me
by without any recollection. The only things I believe to
be real are my tears. Loneliness from the outside world
is my sanctuary because within my own darkness, I
am safe from the outside.

I need energy to fight a battle that seems impos-
sible to win—the battle for my life. The constant fight
and resistance leaves me mortally wounded. The bat-
tles make me weary. My body can only take so much
abuse. Desperately | seek other methods of relief—al-
cohol provides temporary respite from the misery,
clouds of intoxication briefly numb the pain.

Exhaustion is overwhelming and can only be re-
lieved by resting during the day. The mind and body feel
beaten. Self-esteem is destroyed due to an inability to
perform the simplest of tasks. The eating and inactivity
cause weight gain. The body fat around my waist push-
es me further into the abyss. Failures in life compound
upon each other, paving the road toward suicide. While
in a depression, nothing seems to go right; failure is the
only thing I am sure of.

Other people cannot understand how some of us
can even think of suicide. But to me it seems to be
the most logical method of escaping a life that is not
life. Minds and souls are destroyed and life is really
not life without them. There seems to be no difference
between life and death, since we already feel as though
we are dead. This is why death is not a fearful prospect.
We have been there, done that. Death is not a stranger
to us; that’s why it calls out for us. And we are so tired.
We just want some peace. Somehow, it all has to end.
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If this dark-
ness is so dev-
astating, then
why am [ still
alive? There is
one reason | have put up with this relentless hell: I love
my wife. Suicide would be like killing two people. The
stress of financial hardship and the family affairs she
would have to deal with on her own would become her
doom. It’'s my feelings for her that have stopped me
from Killing myself. That, and I want to feel life again...

Coda

It’s difficult to write about depression when you are
totally recovered. Your thoughts and feelings about life
are not the same as they were when you were ill. Your
thought process is totally different. I have been sober
for four months now and my mental health is stabi-
lized. I have walked through the threshold to a whole
new world. For the first time in 30 years, I've started to
discover things that have been buried inside me. [ now
have goals and dreams to conquer, but most of all, I
have hope. I feel my life is important enough to fight
for. My fight for survival has been a very long one, and
I am willing to continue the fight. i

My First
Suicide Attempt

My ‘demons’

I knew my illness was de-
veloping. 1 worked in the
health system, so knew
that isolating myself, hav-
ing thoughts of despair,
frequently  complaining
of physical symptoms—
and hearing voices—were
signs of something brew-
ing. But I was ashamed to
acknowledge that I might
have a mental illness. 1
lived in a small town in
northern BC, where eve-

Faith*

*pseudonym



ryone knew everyone else.
The stigma surrounding
mental illness kept me
from seeing doctors until
it was almost too late.

My doctor knew some-
thing was wrong, even
though all the tests for so-
matic illnesses came back
negative. When she asked
me what was going on in
my head, I asked her if she
believed in good and evil—
then I told her [was demon
possessed. She admitted
me to the local hospital.

In the hospital, 1 saw
my GP every day for in-
dividual therapy—I didn’t
want to see a psychia-
trist; the priest at the local
church I attended had told
me the voices | heard were
demons, and [ believed
the priest. After seeing my
doctor I would I try to un-
derstand the words mental
illness. The doctor said I
had a mental illness and
the priest said I was de-
mon possessed. I was so
confused and didn’t know
who to believe. Everything
got muddled in my head
and a dark despair over-
took my thoughts.

[ had flashbacks of
demonic removal rituals
that had been performed
on me by the priest. For
about three years 1 had
been hearing voices, and
these frightening rituals
were done to me in the
church, three or four times
a month. The so-called
Christian counsellor and
the priest blamed me for
anything bad that hap-
pened in the town, and I
came to believe that I was
a bride of Satan.

It's no wonder my
thoughts told me [ was no
good and that nobody, es-
pecially the priest, cared
for me anymore. When
neighbours, friends, peers

and co-workers came to
visit me in the hospital, I
couldn’t face them. And I
couldn’t tell anyone except
my doctor about what was
going on—the nurses knew
the priest and attended
his church. Abandonment,
loneliness, emptiness and
betrayal consumed my
mind. I was going down a
tunnel with no light.

Agonizing thoughts ru-
minated in my mind over
and over again. Where, 1
wondered, had that per-
fect Christian girl gone
who once did everything
for God? 1 cried to God:
“Why do I have this con-
fusion? Where are you in
my time of need? Do you
hate me as I hate myself?”
On my knees | cried out:
“Why, oh why, have you
forsaken me?”

[ was caught in be-
tween ‘good’ and ‘evil’
Voices were telling me
to kill myself. And I had
an opportunity, about a
month and a half after be-
ing admitted to hospital: I
went home on a day pass. |
swallowed a couple of bot-
tles of Tylenol and whatev-
er else I could find in the
house and chased it down
with alcohol. Fortunately
for me—though 1 didn’t
consider it fortunate back
then—a friend came by
unexpectedly, and rushed
me to the hospital.

After I tried to Kill my-
self, my doctor was upset
with me. She ordered me
sent to a larger community
that had a psychiatric ward
in its hospital. Two ambu-
lance drivers accompanied
me. [ couldn’t compre-
hend what was going on,
and I felt like I was being
‘thrown out” of the local
hospital; I felt abandoned.

On the way we
stopped at a rest area so |

could go to the bathroom.
When I looked in the rest
stop bathroom mirror 1
could see black charcoal
around my mouth and
my teeth were black from
the stuff the hospital gave
me to neutralize the pills |
had taken. I felt so humili-
ated when [ came out of
the bathroom into public
view: I was still in hospital
clothes;, my dignity was
gone. I thought this was an
ongoing nightmare, and
cried to myself, “Wake up,
wake up, you are dream-
ing!” Butlwasn’tdreaming.
My nightmare continued.

When [ arrived at
the hospital, I was put in
a room where the bed
was a cement slab with
an orange comforter. A
TV monitor hung in the
corner of the ceiling, and
the door to the room was
locked. A nurse told me to
wave at the TV monitor if [
had to go to the washroom
or needed help. I cried my-
self to sleep. I couldn’t be-
lieve what was happening
to me.

Now there's a

light in the tunnel

That was my first suicide
attempt, and it wasn’t my
last.

At the beginning of
my sickness, [ was very
manipulative, self-harmed
and had a lot of anger. |
kept the door revolving
at the Vancouver General
Hospital psychiatric as-
sessment unit, and profes-
sionals didn’t know what
to do with me. Finally,
one of the psychiatrists
referred me to a mental
health team.

[ praise the psychia-
trist and the mental health
team [ now have. I'm be-
ing better educated about
my mental illness and I

experiences and

perspectives

can educate them about
me. I'm finding that this
process of rehab and re-
covery is no longer about
us and them (i.e., mental
health consumer vs. ser-
vice provider), but it is get-
ting to be more like we!

It has taken eight
years, with many trials
and tribulations, to get
the medications right.
With these meds and af-
ter extensive psychother-
apy, | am now a person
who doesn’t manipulate
and I have a lot less an-
ger. | am taking the SAFE
(Self Abuse Finally Ends)
course, which teaches me
coping sKills to stop myself
from self-harming. And
I've now found a church
that is warm, welcoming
and compassionate. I'm
very much at peace with
God, who I know is big
enough to take my confu-
sion, anger and fears and
loves me for who I am and
where I'm at.

Through extensive
group work in the Integrat-
ed Personality Program at
Vancouver General Hospi-
tal psychiatric outpatient
department over the last
six years, my feelings of
abandonment, loneliness,
emptiness and despair are
diminishing. Today, I feel
thatIam a capable person.
[ am active as a mental
health consumer, advocat-
ing for other consumers,
either at my mental health
team or at work.

Suicide attempts are
getting farther and farther
apart, and I now know
where to reach out to for
help. [ still struggle, but
I'm getting better each
day. And there is a light at
the end of the tunnel. i
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Faith has been a
consumer of the mental
health system, with a
diagnosis of borderline
persondlity disorder, for
the past eight years.

She attends a mental
health team in the Lower
Mainland

Through courage, and
encouragement from

the Vancouver Suicide
Survivors Codlition, Faith
has been inspired to write
about what it is like to
attempt suicide—and to
survive. She has come to
a place in her recovery
process with borderline
personality disorder where
she can talk about her
process, which began
more than eight years ago
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perspectives

Peyton Brooks™

*pseudonym

A Lesson for Me, Dear Sister

though not in a dangerously morbid sense. My

codependent ‘fix it’ nature lent itself to relation-
ships with people experiencing varying levels of sui-
cidal ideation. From a best friend in high school who
lost the promise of a stellar hockey career and a parent
to divorce and alcohol, to a husband haunted by de-
mons that he lulled with heroin and who twice nearly
took his life years before he would know recovery—my
fascination has been like a dance with the devil.

I remember being profoundly impacted by a sui-
cide awareness workshop in school, noting the check-
list of warning signs: giving away prized possessions,
no longer finding enjoyment in activities once found
enjoyable, withdrawing from friends and family... 1
stored this information away like Jeopardy® trivia.

The hanging death of a schoolmate, from his child-
hood swing set two weeks prior to graduation, left its
mark—to this day I have the small yellow ribbon we
wore pinned to our graduation gowns in his memory.

Praised for my compassion, strength and knowl-
edge by those who relied on it, | was the voice of reas-
surance and the shoulder for many to cry on. But trag-
edy doesn’t play by lightning’s rules, striking only once
in the same place: suicide would be a recurring theme
in some of my most significant relationships—and I ar-
rogantly believed I would recognize the precursors.

Then came a night I'll never forget. When I walked
up the stairs of my parents’ house that night and saw my
sister and her friend playing some kind of game in the liv-
ing room, I wondered if I should bother to acknowledge
her. For some reason that seems inconsequential now, it
felt like a standoff: who would acknowledge whom first!

My sister and I had grown up sharing toys and
clothes, but later barely even shared words. I could list
my share of excuses: chiefly, I was struggling to keep my
own head above water as the reality of my husband’s
addiction grew clearer. But that great stress hadn’t left
me mute; | was still capable of uttering the word “hi,”
and if responded to, may have even mustered a “how
are you.” But, I didn’t, and I’'m ashamed of that.

It was hours later when my mom screamed for my
husband and father to help her. She was dragging my
sister’s drugged body from her downstairs bedroom (a
friend sworn to secrecy later told us my sister had in-
gested at least 17 pills).

And I, the Jeopardy® suicide-category hands-down
winner, became the worst nightmare-in-a-crisis as 1
scrambled to think of something besides my own guilt.
When my sister began drifting into the warmth of un-

[
l ‘ve always had a bit of a fascination with suicide—
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consciousness, instead of shaking her gently or calling
her name, I slapped her hard across the face. As I drove,
shoeless, in the direction of the hospital, my husband
spoke to her soothingly—he was everything I should
have been. I could only reel through, in my mind, the
previous days, weeks, and months—her car accident,
the painkillers, the doctor denying her prescription re-
fill, me accusing the doctor of being insensitive, her
late nights spent with new friends, more pills of the
non-prescription kind, the distance between us... What
more did she have to do...sign over her prize posses-
sions? Later I realized 1 had even missed that warning
sign: she had called me at work just days before to tell
me [ was the beneficiary of her RRSP should something
happen. | had missed all the signs.

We sat in the waiting room for hours. We listened
to my sister scream and curse as the medical staff stuck
a tube full of charcoal up her nose. Once she had finally
quieted down and the nurses had assured us she would
survive—luckily her drug of choice would unlikely have
resulted in a lethal overdose—my husband drove my
father home. They offered to take my pathetic self with
them, but I insisted on staying at the hospital.

As my sister lay with her hands strapped to the sides
of a hospital gurney and streaks of grey charcoal mark-
ing her cheeks, I sobbed, “I'm so mean to her.” And |
promised her, silently, that I would be a better sister.

[ wish I could say the change happened quickly—
that upon her release from hospital I nurtured the rela-
tionship as I had assured her I would. It was better. I was
softer, for the first time seeing my sister as fragile. And 1
resumed my protective older sister role—but instead of
leapingacrosstheabyssofdistancebetweenus,Icrawled.

Now, with the pending birth of her first baby, my
nephew, the gap between my sister and I has been
steadily closing. My sister, who once believed her life
was no longer worth living, is now giving life to an-
other being. And 1, the not-so-perfect knowledgeable
and compassionate sister, was offered something that,
tragically, isn’t always possible when it comes to sui-
cide—a second chance.

Life is not about knowing the right answer; it’s
about taking the time to ask the right question. The
right question can be as simple as “how are you.” |
may have been slow to learn my lesson, but the day
I hold my nephew for the first time, I will again re-
member the lesson and humbly thank the universe for
teaching me to appreciate the gift of a sister—who is
perfectly flawed, just like me. I love you, Sis. Thank you
for loving me back, even in those darker days. i



espite a prolifera-
tion of informa-
tion and appeals
for public awareness, the
subject of suicide—and
mental illness and addic-
tion in general—has a way
of flying just below the so-
cial radar when compared
to other social and health
issues. The behavioural
and emotional manifesta-
tions of mental illness and
addiction can exhaust and
repel even the most com-
passionate. Mental health
professionals experience
‘battle fatigue’ from ex-
posure to so much heart-
break, pain and tragedy.
Stigma and incompre-
hensibility keeps mental
illness on the edge of pub-
lic awareness. When con-
fronted with the subject of
suicide, feeling the result-
ing emotions of pity, out-
rage and sorrow may be
as far as people are willing
to go in their involvement;
by giving emotionally
they feel they have given
enough. And then there is
a lingering prejudice of the
social Darwinian variety—
that the “fittest” in our so-
ciety will (and should) sur-
vive—and its corollary that
those who take their own
lives are better off dead.
For those whose in-
volvement in suicide pre-
vention is affected by these
dynamics, there is a pow-
erful argument that should
work where others fail. It
is an economic argument.
In our society money talks,
and those who can make
a difference should con-

The Cost of Suicide

sider the economic costs
of untreated mental illness
and, in particular, the cost
to society of suicide. The
suicide death of my father
provides a prime example
of these costs.

Robert Row was a suc-
cessful and well-respected
physician and surgeon. He
founded a much-needed
medical clinic in our small
town of New Hamburg,
Ontario. The clinic served
the 3,000 residents of the
town and an additional
rural population of 5,000
(mostly Mennonite) cli-
ents. With several doctors
and staff, a pharmacy and
dental clinic, the clinic
now employs some 30
people. He also co-founded
a sailing school, was a ski
instructor, and built and
raced a Formula Junior-
class car on the national
Grand Prix circuit.

My father also experi-
enced severe depression
and became addicted to
morphine and alcohol—as
many physicians do. And,
as with many health pro-
fessionals, his illness and
addiction went untreated.
He took his own life—by a
deliberate morphine over-
dose—in the prime of his
life, at 47 years of age.

The direct cost to soci-
ety of my father’s death
is clear. With at least 20
years of high-earning pro-
fessional life left, he would
have generated at least $3
million of taxable income,
as well as economic spin-
offs from spending and
investment. His entrepre-

neurial endeavours would
have created even more
employment and opportu-
nity in the community.

But the cost of suicide
can be tallied beyond the
death of a parent. It com-
pounds in future genera-
tions—as it did with me.

I was the youngest of
four children, in my mid-
teens, living with and de-
pendent upon my father
when he took his life. My
mother was also mentally
ill and unable to care for
me. As a consequence of
my father’s illness and ad-
diction, he had not updat-
ed his will in 15 years, had
divorced in the meantime,
and thus died with his fi-
nancial matters in disar-
ray—leaving no resources
for my care or support.
Therefore, after his death
I was left at great risk—
without home or support,
and with no parent to pro-
tect me. [ went to live with
a teacher, where 1 was re-
peatedly sexually and psy-
chologically abused.

The emotional fallout of
my father’s death and the
subsequent sexual assault
has seriously interfered
with my ability to reach
my own economic poten-
tial. 1 have experienced
severe depression, addic-
tion, poverty and home-
lessness. During my recov-
ery | have had to depend
on social assistance and
health services. As statis-
tics presented in this issue
of Visions suggest, | am at
increased risk for suicide.

The impact of my fa-
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ther’s suicide on me (and
the related cost to society)
is complex: my own men-
tal illness would not have
been compounded by
childhood sexual abuse if
he had not killed himself.
And my life, with mental
illness or not, would defi-
nitely have been easier
if he were alive today: I
would likely be less reliant
on social assistance, less at
risk for poverty and home-
lessness, and would more
likely be fulfilling my own
economic potential.

Cynthia Row

Cynthia is Editorial
Assistant for Visions

®But the cost of suicide can be
tallied beyond the death of a
parent. It compounds in future
generations—as it did with me.*®

In addition to the mea-
surable economic costs
of my father’s untreated
mental illness and subse-
quent suicide, there are
other costs, less easily
measured but highly val-
ued in our society. There is
the loss of potential, an es-
pecially poignant consider-
ation in the case of youth
suicide. We cannot begin
to measure the economic
and social costs of these
preventable losses, of lives
that are cut so short.

The economic and
social costs of untreated
mental illness and addic-
tion in our society are pro-
found. Suicide is the most
costly of all. i
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Involving Families to Help Avert Tragedy

or many years now, families have been making
the case that they need to be involved in the
care of loved ones suffering from serious mental
illness. They point out that they know the real per-
son behind the illness and so have a unique advantage
in being able to distinguish behaviour generated by the
illness from that of the real person: they can spot the
person they care about emerging from the cumber-
some mantle of psychosis, and they can pick up the
subtle shifts in thought and behaviour that signal an
impending relapse. If that kind of information from
family members were heeded and acted upon by pro-
fessionals involved in the care of their relatives, they
say, much turmoil and grief, and sometimes downright
tragedy, could be avoided. If suicide is seen as one of
the worst possible outcomes in psychotic illness, then
family involvement in care constitutes a large positive
step in the direction of suicide prevention.

What we are talking about here is not whether
families care about their relatives—almost all of them
undoubtedly do. What families know they need, and
believe their relatives could greatly benefit from, is rec-
ognition of their unique caregiving role and the contri-
bution they can make.

Most families are eager to learn all they can, from
many sources, about the illness that, in many cases, hit
their family like a thunderbolt. Self-help groups, where
families get together to share their experiences, their
grief and joy, and to support and learn from each other,

UBC student from Portland, Oregon, underscored the
kind of tragedy that can happen when families are cut
off. The affair caused a furor when Stephanie’s mother,
grieving and aggrieved, spoke to a Vancouver Sun re-
porter.* Her complaint? That, although the university
administration knew that Stephanie had been hospital-
ized after attempting suicide earlier in the year, she,
Stephanie’s mother, had not been informed. The nec-
essary steps to ensure that Stephanie received profes-
sional follow-up and monitoring were not put in place,
but were left to her to pursue on her own. Stephanie
was only 18 when she died, alone in her dorm room.

Subsequent coverage had the university protesting
that they could not have told Mrs. James about the sui-
cide attempt—that it was their legal and ethical duty
to protect Stephanie’s privacy. This was simply not the
case, as a follow-up article in the Sun made clear.® It
quoted privacy commissioner David Loukidelis firmly
stating that, yes, the university could have informed
the mother in this case. Mrs. James declared that she
“would have been up there in a minute” if she had
known about the earlier attempt, and would have
seen that her daughter got adequate treatment. The
headline on an article by Richard Dolman, who lost his
own schizophrenic* son to suicide, had a headline that
neatly summarized the majority opinion: “Stephanie’s
life outweighed privacy.”¢

The James case highlights two salient points that
many families have noted in similar situations:

have been a boon for many. Gaining a measure of un-OThe neglect or refusal of many professionals in the men-

derstanding and acceptance of the illness, and regain-
ing a sense of balance for oneself, is important for any
family member. In the end though, this is not enough.

Having to stay on the periphery of the treatment
process—not being allowed to ask questions or even
contribute observations—has been an exercise in an-
guish and frustration for many families, particularly
when they can see that their ill family member is not
doing well and they may have a very good idea of what
the problem is. Worst of all, they may have to witness the
decline of their loved one yet again into a state of exac-

tal health field to communicate with families about their
relatives’ care is not only brutal, offending some
of our most basic human instincts, it is also hugely
counterproductive and can lead to ultimate tragedy.
Some major attitude changes are needed. Those in
authority who refuse to act as families think they
should often insist that what they do or fail to do
is correct, and legally necessary. Yet those who
are familiar with the laws referred to know that
the people who claim to be bound by the law fre-
quently do not, in fact, know what the law says.

erbated psychosis, sometimes with grievous incidents OEducation is clearly needed here. Many psychiatrists,

along the way, before they can find the help they need.

The appropriate exchange of information between
caregivers is crucial to providing a high level of care
when dealing with any serious medical condition.' Re-
alistically, families need to be part of the mental health
care team.>’ They need peer status as caregivers if their
relatives are to receive maximum benefit.

The suicide last spring of Stephanie James, a young
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nurses and therapists do share pertinent informa-
tion with families and do take into account family
members’ observations and concerns. Clinical best
practices calls for such family involvement and there
is a growing body of literature documenting its ben-
efits.??> Too many professionals, however, still keep
families on the outside. There’s a lot of work on this
yet to be done. P



@@ We all need to work together when a family
member becomes ill, and we all have the right to the
best love, care, compassion and support that can be
provided. No one should have to walk this walk alone,
the “suiciders” or the “survivors.” Also, when a ‘con-
sumer’ is not able to make their normal judgments or
decisions, no matter what age they are, a trusted family
member must take their place until they are able to
make healthy choices/judgments when they become
well again. Confidentiality is important, but when their
life is in danger, and @ consumer is not in their right
state of mind or has lost themselves or has impaired
judgement, surely common sense alone would tell us
that it is a must to have an advocate for this person.

After reading the doctors” reports, | learned that
my daughter actually told them she was going to hang
herself! This was never told to me. We were told by
the only person who got close to her (a 45-year-old
male nurse) that the ‘system’ failed her. This isn't great
consolation.

No person should have to go through what she
did, nor should any family have to suffer the amputative
aftermath of suicide. | loved and respected my daughter
and still do. | understand now that it took great courage
for her to continue on when she was ill and to accomplish
all that she did in her short 22 years. It is because of her
tremendous courage and fight to live and overcome all
obstacles in her life, that | hope to find her courage to
continue to press forward to help others who suffer from
brain disorders and fight so that others may receive the

care and help we all deserve.

—Janie Ochsendorf, Vancouver, discussing the events
surrounding her suicide death of her daughter, Annemiek

resources

See the Family Involvement and Information Sharing sec-
tions under Advocacy at the BC Schizophrenia Society,
North Shore Branch’s website: www.bcssnorthshore.org i

*Editor’s note: Consistent with practices from the UN Decade of
the Disabled Person (1993-2002), Visions’editorial policy is to replace
labels like ‘schizophrenic,’ ‘anorexic’ etc. with “people-first language”
(e.g., “person with schizophrenia”) to show that illnesses or disabilities
are only one part of a person’s identity. In Visions, these changes are
done, however, with the consent of the author. Some authors do not

agree with our choice and their work remains as they wrote it.

experiences and

perspectives

Ryan’s Story

son Ryan came
to a tragic end
by suicide on
January 13, 2002—just 12
days shy of his 27th birth-
day. He was, by that time,
sufferingfromcrystal meth-
amphetamine  addiction
and drug-induced bipolar
episodes.

As his mother, I was
devastated—andnearlylost
my own life. My physi-
cal health deteriorated so
badly, in large part due to
the stress of trying unsuc-
cessfully for 10 months to
find effective help for my
son, that I had a few sui-
cidal thoughts of my own.
No parent should have to
endure the anguish and
helplessness I experienced
—there was so little sup-
portprovided for the family.

As a child and ado-
lescent, Ryan had always
seemed happy. He was a
compassionate and gentle
soul who loved babies,
kids and cats, and who
had many friends. His fa-
vourite pastimes included
sophisticated mechanical
and electronic building
toys, snow skiing, skate-
boarding and remote-con-
trolled toy race cars. Ryan
excelled in math and sci-
ence, and wanted to go
into robotics and eventu-
ally become an astronaut.
Mild inabilities in focusing,
reading and writing, how-
ever, had always held him
back in school.

In grade four Ryan was
assessed as possibly hav-
ing attention deficit dis-
order (ADD)—these were

the early days of ADD rec-
ognition in the health field.
I was encouraged to seek
parenting skills training,
since at that time poor
parenting technique was
exclusively considered to
be the cause of ADD. In
spite of my improved
parenting methods, how-
ever, Ryan continued to
become more difficult to
handle at home and at
school, where year after
year he fell through the
cracks as a borderline case.
I eventually came to
suspect that his problems
may have been due to loss-
es and injuries he’d suf-
fered in early childhood:
the loss of his dad at two
years of age, a couple of
head injuries not long af-
ter, and sexual molesta-
tion by a babysitter at age
four. Ryan and I did go for
private counselling several
times during his pre-ado-
lescence and teens to help
him with his acting-out
behaviour and school per-
formance, but he wouldn’t
continue when the time
came for him to go alone.
In grade nine after the
loss of his stepdad, Ryan
began to smoke marijuana,
and to drink alcohol—even
bingeing on occasion. This
led to skipping classes and
eventually transferring to a
string of alternate schools.
He never finished grade
11, although he attempted
his GED in his early 20s.
Ryan seemed to have
trouble with organization
and self-discipline, in spite
of a genuine desire to
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hensive early prevention
information. Ryan wanted to
help others. We hope and
trust that through this site
we are fulfilling his wish.
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ing for parent volunteers,
corporate seed sponsors,
board members, and health
article contributors. If
interested, please e-mail
kerry@2020parenting.com.

2. MacEwan, W. (2005,
May 3). Methamphetamine
and psychosis. Presentation
at the Menace of Crystal
Meth forum, Surrey, BC. Bill
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Director of the Schizophre-
nia Program in the UBC
Department of Psychiatry,
and Clinical Director of the
South Fraser Early Psycho-
sis Initiative.

3. From the Coroner’s
report on Ryan’s death.
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make his dreams a reality.
I now understand these
traits, which he’d had as
far back as I can remem-
ber, as probable indicators
of frontal lobe brain dam-
age. He’d had two mild-to-
moderate accidental head
traumas to the centre of
his forehead at two and a
half. His poor executive de-
cision-making, lack of im-
pulse/emotional  control,
stubbornness and ham-
pered follow-through ca-
pability may have origi-
nated with these early
head traumas.

Ryan’s recreational use
of marijuana and alcohol
(and possibly crystal meth)
continued until, at age 22,
he cleaned himself up,
only to go into a suicidal
spell. No suicide attempt
was made: 1 was able to
help him that time, as I
had taken crisis line train-
ing and recognized his
statement, “Don’t blame
yourself, Mom, if anything
happens to me,” as a
warning sign. I also spon-

a parent’s point of view

o

The law must allow involuntary admission for
early crystal meth drug addiction because
meth use has been shown to cause structural
changes in the brain, cognitive impairment
and psychosis (10-20% of users experience
psychosis?).

Care must be provided on demand to meet
the needs of those who might only fleetingly
request it (versus only providing care after
several days of self-detoxification).
Treatment needs to be secure, long-term (6
to 12 months) as well as holistic, to facilitate
total rehabilitation.

Prevention and early treatment is important
for any condition that has the potential for
undermining a child or youth’s decision-
making abilities.

—Kerry Jackson
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sored an excellent private
counsellor for him.

The following year
Ryan remained drug-free,
gainfully employed and
blissfully in love in his
first real relationship. 1
had such high hopes—at
last he seemed to have
it all together. His girl-
friend, however, left him
sometime in 1999 (he
was 24), and he began to
self-medicate his broken
heart with marijuana and,
unbeknownst to me, crys-
tal meth. I always wonder
whether he would have
made it through this with-
out drugs if he had stayed
with his last counsellor
and learned healthy ways
to cope with loss.

In the next couple of
years, Ryan’s work suf-
fered as his drug use
gradually impacted his
performance. To meet the
demands of his ongoing
part-timeself-employment
as a security and surveil-
lance systems installer,
he needed to build a large
inventory of wireless re-
mote video cameras; no
one was yet marketing
this technology, and he
saw a window of opportu-
nity. Unfortunately, Ryan
began using crystal meth
to help him get through
long hours of work. As
he became more depen-
dent on it, his judgement
and productivity suffered.
He got behind in his rent
and was evicted from his
apartment—he was a day
too late with funds our
family had loaned him.

On March 1, 2001,
at 26, Ryan moved into
a house occupied by sev-
eral crystal meth addicts.
I’'m not sure he was aware
of this initially—it was all
he could find on short no-
tice—but within a week or

two he became severely
addicted. He started call-
ing me in terror and des-
peration. Until this point
he had kept his crystal
meth use a secret.

Ryan’s decline was
rapid: a first psychotic
break on April 28, pos-
sessions stolen while in
hospital, couch hopping,
sexual recruitment/exploi-
tation, sleeping under a
bridge, whereabouts un-
known for periods, in and
out of hospital with three
more psychotic episodes,
one-room hotels between
hospital admittances, and
the final decision to end it
all—all this occurred with-
in 10 months of his first
cries for help.

[ tried frantically to
get him help upon re-
ceiving those first terrify-
ing phone calls, but he
changed his mind so fast
I couldn’t catch him in
time. He was convinced
that a detoxification pro-
gram would “reprogram
his brain.” And then there
was the law, requiring that
he first become a danger
to himself or another be-
fore he could be forced
into treatment. And so it
was that when on two oc-
casions he was found run-
ning in and out of heavy
traffic, or when he tore
up his shower stall, yell-
ing threats and scaring his
neighbours, he was finally
admitted to hospital.

For Christmas 2001,
prior to his final hospital
discharge on New Years
Day, Ryan was granted
a day-and-a-half pass to
come home. He certainly
wasn’t his usual jovial self.
I have since wondered
whether seeing us and
how much he had lost had
prompted him to make
one last attempt to regain

a drug-free life.

When he was dis-
charged on New Year’s
Eve, Ryan didn’t take his
medications, and later,
didn’t pick them up from
the pharmacy; nor did he
keep his January 3 out-
patient appointment. On
January 10 he told two
community mental health
outreach workers, and me,
that he had stopped his
meds, was attending Nar-
cotics Anonymous, and
didn’t need help. Based
on the outreach workers’
assessment—Ryan  was
pleasant, his speech was
clear, and he was clean
and well nourished when
they visited—the commu-
nity mental health agency
closed his file.”

Three days later, hav-
ing only a trace of lithium
in his blood,” Ryan swan-
dived off the Cambie Street
bridge to the cement 30
feet below, dying instantly
of a massive head trauma.
The police report recorded
his last words to a woman
who tried to coax him down
from the railing (bless her
heart): “I'm breaking down
at the cellular level... Is it
going to hurt?”

I've since learned that
when someone who is bi-
polar is coming out of de-
pression, they are at the
highest risk for suicide.
Suddenly stopping anti-
depressants and/or lith-
ium can also cause suicid-
ality. And the horrific crys-
tal meth withdrawal symp-
toms remain for a long
time, even after the drug
becomes undetectable in
the blood and tissues.

Sadly, for Ryan and
for those who knew and
loved him, his ‘hitting
bottom’ was his final bot-
tom. i



My Best Friend,

o
lwas introduced to the reality of suicide when I

noticed the marks on my best friend’s arm. [ saw

them even though she had tried to hide them un-
der her sleeve. I wanted to ask her about them, but she
was very secretive so I didn’t want to push her. I just
let her know that I had noticed, I cared and I wanted to
know more. From then on, we became even closer.

Jessie let me enter her world. She struggled with
eating disorders—anorexia and bulimia—as well as se-
vere depression and self-mutilation. Later, she drank to
numb her feelings. People with eating disorders are not
given the compassion they need because of the simplis-
tic assumption that their problems lie in vanity.

[t is difficult to be with someone who wants to die,
watching helplessly. No one can really know what it’s
like to be at the place where suicide becomes an op-
tion, a ‘solution.” I'm sure it’s different for everybody;
I see it as dark, lonely and all-encompassing—a deep
hole where no one hears you scream.

Jessie had numerous hospital stays. On the better
stays, I'd visit her and we’d sneak out and have a laugh,;
other times, I couldn’t see Jessie behind her glazed eyes.
When she underwent more intense therapy, bits of her
disappeared. 1 started to notice that the cards and art
projects she made for me during art sessions at the hos-
pital began to have more and more mistakes. All the
thought and love were still in them, but they showed a
steady decline in her ability to work. Once, when visit-
ing her, [ wore the shirt she had given me for my birth-
day. I told her I had received many compliments on my
new shirt. She asked me where | had got it.

It was difficult to see her struggling to get out from
underneath her depression. Seeing the torment in
which she lived showed me the strength it took for her
to live each day. I thought: If I'm experiencing so much
pain right now, trying to piece together what'’s going on in
her world, Jessie must be experiencing 10 times the tor-
ment I feel. | saw her beneath the masks she put on for
everyone else—she knew I loved her for who she really
was and that gave her strength.

Jessie had such a kind heart; it hurt her knowing
she was hurting the people close to her. In one of our
late night talks, she said that if she committed suicide,
even though it would be hard for us at first, we would
all be “better off.” I tried to explain the empty hole that
would be left inside us, but I couldn’t convince her.

She had no regard for her own life; didn’t value her-
self. She told me once that the only reason she lived
was for her mother and brother, and me. All I could say
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to that was: “If that is what it takes to fight another day,
then do it for us. And one day, you will want to live for
yourself.” That day never came.

On February 12, 2002, Jessie’s rich smile, and
warm laugh left this world. Jessie didn’t get up that
morning. She didn’t brush her thick chestnut hair back;
she didn’t pour herself a cup of black coffee; she didn’t
show up at the kids’ gymnastics class she worked at.
There were pills and vodka at her bedside. As much as
Jessie wanted to get better for the other people in her
life, she couldn’t bear her frail body shaking anymore.

I'had seen so many reasons for her to live. I saw what
a wonderful, kind, strong person she was. When [ was
going through her room after she died, I found a shoe-
box worth of letters thanking Jessie for the encourage-
ment she had given, for the laughs, hugs and friendship
she had spread to other patients during her stays in the
hospital wards. These letters were so heart-felt with grat-
itude and love, that if any of us were to receive just one
such letter, we would consider ourselves lucky. It amaz-
es me that she was capable of so much love and encour-
agement toward others, and yet could not love herself.

I don’t know what stopped her from loving herself.
I longed to find out what was blocking her and wanted
to tear it down with all my strength. But I never found
it. The search to find such a thing is exhausting. One
should not underestimate the strength that is needed to
aid someone in this kind of search. I had to learn the dis-
tance [ needed to keep so I could stay on sturdy ground
while walking beside her. It didn’t mean I cared any less;
far from it. It was just that there was a distance she had
to travel alone. She had to learn to love, or at least like,
herself enough to accept that she was worthy of help.

After Jessie died, I had to find ways in which I could
live my life and still be surrounded by her.

During her service, someone told a story of a little
tadpole that became a dragonfly. The tadpole had to
leave home, to find home. The tadpole left the depths
of the water to fly high above the pond. Since then the
dragonfly has been a reminder of her—a token of her
left on this earth, while the rest of her is soaring some-
where high above the aches and pains of this world.

A few years after Jessie died I became a volun-
teer at the Crisis Centre, presenting suicide prevention
workshops in high schools. I found comfort in dealing
with her loss by having this active outlet for speaking

Caroline 0’Brien

Caroline is studying
psychology at SFU and
plans to become a
counsellor. She and Jessi
had been best friends
since elementary school
and started college
together
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at the Canadian Mental
Health Association’s

BC Division. He’s

now Communications
Coordinator for the BC
College of Teachers
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Suicide and Shame in a
Southeast Asian Community

.magine what it would
lbe like to lose your
only child to some-
thing completely prevent-
able. Now imagine what it
would feel like if the stig-
ma and shame surround-
ing the illness that caused
your child’s death was so
strong that you couldn’t
have a proper funeral. For
one woman in Canada,
this is a true story.
Kamala* lives in BC.
She immigrated to Cana-
da 25 years ago and set-
tled in eastern Canada,
where she met Sunethra, *
who was happily married
with a young son. An im-
migrant from the same
Southeast Asian commu-
nity as Kamala, Sunethra
was an active member of
her cultural community.
In February 2003 Su-
nethra’s husband passed

away from a long-time
physical illness. Their col-
lege-aged son, Ranjeeth,*
witnessed the entire pro-
cess and was deeply affect-
ed by the loss of his father.
Ranjeeth created a
mural for his father’s fu-
neral, using cut-out faces
of his father from photos
and photocopies and plac-
ing them lovingly on a 10
x 10" board. It took Ran-
jeeth less than 24 hours
to complete the tribute. It
was his way of grieving.
After the funeral, both
mother and son decided
to see a grief counsel-
lor, sometimes together,
sometimes not. Eventual-
ly Ranjeeth started going
only by himself, and even
then, rarely. His mother
thought this was part of
the grieving and let it be.
But slowly things start-

An interview with a friend

ed to slide. Ranjeeth pulled
away from the sports he
loved, his relationship with
his girlfriend ended; he
dropped out of university
in the fall; and finally, he
ended up without a job.
At one point he even told
his then girlfriend, to get
her to stay with him, that
he would commit suicide
if they broke up. Ranjeeth
was clearly not well.
While his  mother
thought it was grief, it was
evident to his friends that
it was more than that,
though nothing was said
to Sunethra at the time.
Kamala, who now works
at a mental health agen-
cy, believes that Ranjeeth
likely had a very serious
case of depression, proba-
bly triggered by the death
of his father. His therapist
hadn’t seen it; his mother

hadn’t seen it. Even if she
had, his mother certainly
wouldn’t have accepted
that it was a mental ill-
ness—that was what ‘cra-
zy’ people got.

One day, well into
winter, Ranjeeth came
to his mother asking for
help, asking her to take
him to the doctor, to do
something to ease the
sadness—anything at all.
Sunethra arranged to get
the next day off work so
she could take him for
medical help.

It was too late, how-
ever; the next day Sune-
thra found Ranjeeth sus-
pended from the ceiling
by a belt tied around his
neck. It was February, al-
most a year to the day he
had lost his father, and
she had lost her husband.
Paramedics were called;p
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My Best Friend, Jessie | continued from previous page

about Jessie without making others around me uneasy.
“The only thing not dangerous about suicide is talk-
ing about it,” I tell the students. I've been trained in
what to say when I'm in the classroom, but the most
important part is that I'm there, talking about suicide,
acknowledging it, making it not so hidden—because
‘it” is an all-too-frequent reality.

I miss Jessie, and 1 think about how lucky I was to
‘have her as my friend. The memories I have of her are
numerous: good, bad, scary, powerful and inspiring.
Jessie’s life-was too special to spend the rest of my life
thinking about the ‘what if’s’ I still have questions: Why
didn’t she phone me like she’d done many nights be-
fore? Why didn’t she say good-bye? She was supposed
to speak at my wedding... But, she was here. She made
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her mark upon this world, and her legacy carries on—
through showing the ability to be kind to others even
during the height of her suffering, or through her stylish
clothes that were donated to a women'’s shelter after
she was gone. | am grateful for every memory | have
of her, and that’s how I live my life with her at my side.

When [ was dealing with the actuality of Jessie’s
death, I found strength I didn’t know I had. I don’t even
think I ever really had strength; she gave it to me. And
when I ‘reach the top of the pond, I know she’ll reveal
the answers to my questions, if I haven’t already found
them. When [ finish my studies as a counsellor, others
may be able to benefit from my journey with Jessie.
She would have wanted it that way; in fact, she’ll make
sure of it. i
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ike many other parts of the world, young people on the Indian subcontinent between the ages of 20 and 30 years appear
to be most vulnerable group. In Sri Lanka about a quarter of suicides are by people under the age of 30 years, with similar
rates in India. Studies from Pakistan show that between 50% and 82% of suicide deaths are from the under-30 age group.’

they revived Ranjeeth at
the hospital, but he was
pronounced  brain-dead.
Sunethra could not believe
what had happened and
refused to have her son
taken off life support; he
died after a week, while
still on life support.

While she grieved for
her son, Sunethra felt,
at the same time, over-
whelming shame that her
son had taken his own life.
She was reluctant to invite
anyone from her cultural
community to a funeral,
because they might dis-
cover that Ranjeeth had
died by suicide. Normally,
the cultural association
would be contacted and
they would invite the com-
munity at large.

When it became clear
that members of the ex-
tended networks were
hearing the family’s story
through the grapevine any-
way, Sunethra relented.
She organized a funeral,
inviting just 10 or so of
the community’s families
to attend. Ranjeeth’s close
friends were also there, to
join his mother in her grief.
There were the expected
disapprovingwhispersfrom
community members: how
could someone possibly
do this to his parents; how
selfish he was, thinking his
problems were bigger than
everyone else’s; how he
had committed a sin that
God would not forgive.

When Ranjeeth was
on life support, Kamala
had flown out East to be
with Sunethra and had
brought educational ma-
terials on depression and
suicide from the mental

health agency in BC where
she worked. Sunethra had
read the materials from
cover to cover. Though she
still wrestled with the per-
vasive cultural stigma, her
awareness had shifted.

In the weeks after the
funeral, members of the
community, who had in
many cases made some
of the hurtful comments
about Ranjeeth Killing
himself, came quietly to
Kamala to ask for more in-
formation, so that they too
could learn more about
mental illness. They want-
ed to ensure that their sons
and daughters didn’t have
to deal with the pain and
suffering felt by Ranjeeth.

Sunethra now under-
stands that her son had
depression, which made
it easy for him to contem-
plate suicide. Like family
members across all cul-
tures who have lost some-
one to suicide and think
of events in hindsight,
Sunethra daily confronts
the thought that her son’s
death could have been
prevented if only she had
seen the warning signs.
But she didn’t know what
the warning signs were or
what to do even if she had
recognized them.

Sunethra is currently
in therapy to help protect
her own mental health in
the face of all of her losses.
And she, with her friend
Kamala’s support, is learn-
ing more about depression
and suicide prevention in
her community. Kamala
told her friend that she
shouldn’t see the death of
her son as different from
the death of her husband.

They were both brought
about by illness; neither
was due to moral failings
or character flaws. In her
own way, Sunethra has

started to become an activ-
ist for the cause of mental
illness—proving that in ad-
versity and tragedy, there is
opportunity and hope. i

On Losing a
Teenager to Suicide

ell,* just 11 years old, was due home from her
n trip to Israel. She was returning from an inter-

national program similar to one that her old-
er brother Josh had attended a few years earlier. Josh

didn’t want to come to the

airport to welcome his sis-

ter, and we, the parents, did not insist. Our boy was de-
pressed, and the professionals had told us to “back off.”

Sadly, Nell did not get a chance to compare
notes with Josh. He was found dead the morning after
she had returned. He was only 15.

Josh was diagnosed with depression and possible
bipolar disorder earlier in the year, and was in treat-
ment at the time of his death. He had attempted sui-
cide twice before. Antidepressants were prescribed by
our GP—the same GP who chose not to impart to us
his knowledge of Josh’s previous suicide attempt. In-
stead, he had suggested Josh tell us about it himself,

within a given time period.

Upon reflection, signs of suicide certainly had
been present. Josh had given up the sailing that he
loved; he was missing classes and often stayed home
claiming to be sick. Josh died in August 1999. He hung
himself in the front yard of his best friend’s house.

His friends were well aware that Josh had ‘emo-
tional problems’ (as Josh referred to them in an e-mail
to a cousin, just before he died). Josh had discussed his
imminent death and funeral with friends, had written
good-bye notes and had left written instructions about
where to spread his ashes. His friends never disclosed

this information to us or,

to our knowledge, to any

other adults. All this was only discovered after the fact.
Fuelled by the grief and anger brought on by Josh’s
death, my husband Ben and I set up a memorial fund

in Josh’s name to promote

suicide prevention.

Around that time, I happened to read a newspaper
article about a dance drama for youth concerning teen

angst. ICE: beyond cool was

created and performed by

footnote

1. See Khan, M.M. (2002).
SuicideonthelndianSubcon-
tinent. Crisis, 23(3), 104-107.

Jude Platzer

Jude is Executive Director
of the Josh Platzer Society
for Teen Suicide Prevention

and Awareness. She is
a registered nurse by
profession and lives with

her husband and daughter

in Vancouver, BC

*pseudonym
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website at www.teen
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Jane Morley, QC

Grand Chief Ed John is
a member of the First
Nations Summit Task
Group

Jane Morley is Child and
Youth Officer for British
Columbia
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White, J. & Jodoin, N.
(2004). Aboriginal Youth:A
Manual of Promising Suicide
Prevention Strategies. Calgary,
AB: Centre for Suicide
Prevention.

Dance Arts (now known as Judith Marcuse Projects),
which is well known for its wonderful work with youth.
In collaboration with Judith Marcuse and with the co-
operation of Josh’s school, Point Grey Secondary, a per-
formance of ICE took place on what would have been
Josh’s 17th birthday—just 13 months after his death.
Every student in the school was able to see the play.

[ believe that this dance drama has a deep effect
on many students and that theatre is a powerful and
effective medium for getting these messages out to
youth. ICE is an exciting production that speaks to the
many challenges the teenage years can present, includ-
ing mood swings, drug use, sexual exploration, peer
and parental pressure, depression and suicide.

The memorial fund is now the registered non-profit
and charity, the Josh Platzer Society. The mission of the
society is to educate BC youth and those around them
about suicide prevention. To this end, I give presenta-
tions to parent associations in schools, and our family

was featured in the WTN docu-drama series, You, Me
and the Kids—a Canada-wide program for parents.

Working in conjunction with the Crisis Centre and
the Vancouver Suicide Survivors Coalition, we are pro-
moting World Suicide Prevention Day to encourage open
dialogue about suicide and to raise awareness. The role
of suicide survivors working alongside health care pro-
fessionals and counsellors cannot be underestimated.

Our society is currently working on a charity brace-
let campaign. The orange bracelets will have a BC crisis
line phone number and the YouthInBC.com website
address on them. The bracelets serve two purposes:
showing support for, and interest in, this very worthy
cause; but more importantly, two valuable resources
are provided—Tliterally, close at hand—should the wear-
er or any of their friends need them. Through educa-
tion, we will remove stigma and promote dialogue, so
that the signs of suicide are more readily recognized
and shared. Awareness can save lives. i

Sayt k'lGitlm goot
Of One Heart, Bringing Our Youth Together

®t is indescribable and unforgettable—the power,
the energy and the heart of 150 youth from three
First Nations in British Columbia. These youth came
together to advise Elders, policy makers, leaders and
service providers about how to enhance life in their
communities. This gathering came to be known as Sayt
R’titilm goot, Tsimshian for “of one heart,” and was sub-
titled “Bringing Our Youth Together.”

Aboriginal communities, being small and close-knit,
are devastated by death. Even more devastating is the
death of a young person by suicide. The statistics sug-
gest suicide rates five times greater than the Canadian
general population for Aboriginal males ages 15 to 24,
and seven times greater for young Aboriginal females.!

The First Nations Summit and the Child and Youth
Officer for BC agreed in 2004 to bring youth, communi-
ty members and policy decision-makers together to ex-
plore ways of preventing suicide. Prince Rupert was iden-
tified as a location for the gathering. The target groups
were Nisga’a, Haida and Tsimshian youth ages 15 to
27. Local community members and youth participated
in planning the three-day event held May 4-6, 2005.

Prince Rupert was chosen because of the commu-
nity’s exemplary work in suicide crisis management
following the deaths of youth from surrounding First
Nations communities. Non-Aboriginal communities
worked together with First Nations to prevent suicides
by connecting with, and supporting, vulnerable youth.
Subsequently, Prince Rupert developed a protocol for
interagency response to future crises.
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In preparation for the event, visits were conducted
to interested First Nations communities to gather input
from youth, front-line workers and concerned com-
munity members. Comments gathered through this
process suggested that suicide is connected with loss
or alienation from self, family, culture and community.
Four barriers to healing were identified:
¢ inflexible governmentpolicies thatinterfere withlead-

ership’s capacity to meet the needs of the community
e difficulty accessing mental health services, and lack
of culturally appropriate assessment and treatment
® conditioning of Canadian society to view First Na-
tions people as inferior
¢ internalized colonization among Aboriginal people
themselves, which fosters dependency, promoting
minimal accountability to the needs of the community

A literature review of reports and research related to
Aboriginal youth suicide and of jurisdictional issues
was also undertaken.

On May 4, 2005, a youth pizza and dance event
and an informal policy roundtable dinner were held.
At the roundtable dinner, participants shared their
thoughts about the community visits and literature re-
view presentations.

On May 5, the Inter-Nations Youth Forum opened
with a powerful address by a young man who had con-
templated suicide twice. His story instilled hope for the
future. “I'm your brother, I'm your son, I'm your uncle,
I’'m your father,” he said simply. This was an idea that



resonated profoundly with the youth. When questioned
later, the majority of the youth connected this speaker’s
experience with their own. The participants worked in
groups, envisioning a better future. The youth then con-
veyed to the whole group their ideas for achieving that
future:

“[The youth] invited us to become bigger. They invited us to do
things differently, to truly engage and work with them to achieve
community transformations. ..They said that the answer to these
questions about suicide and community healing is WE. Using the
word ‘WE’ has major implications, because it suggests a place
that we need to arrive at together, a place where youth come
to take responsibility for the changes in their communities.”
(from a report prepared by the facilitator)?

The youth challenged the adults to support them to:
@ speak out and tell their stories (the “I” stage) - by
encouraging youth—through peer groups, mentor-
ship, forums and other processes—to speak out
about suicide; by enhancing support groups and
counsellors in communities

Obe heard (the “I-You” stage) - by engaging with
youth and listening to them about how individual
or community actions impact them; by establish-
ing and sustaining youth opportunities to speak with
Elders, decision-makers and leaders; by acting on
ideas from youth

Oengage creatively (the “We” stage) — by recoghiz-
ing the valuable role youth can play in building new
communities based on the traditional laws and re-
spect; by working together with youth constructively

Recommendations included greater involvement in cul-
turalactivities; positiveliaison with authorities, especially
police; more recreational activities; options for volunteer
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work; parent involvement in youth activities; sustain-
able work experience programs; more community cel-
ebrations and feasts; and developing youth leadership.

On May 6, 2005, the policy roundtable met and ad-
dressed these questions: 1) How do we support the en-
ergy, the leadership and the aspirations of these young
people who have invited us all to work together? and 2)
What should immediate and long-term next steps be?

The roundtable participants, clearly affected by
hearing the youth voice on the previous day, noted a
common thread: a call for unity among nations, a re-
turn to traditional law, and the need for youth participa-
tion in programming and planning.

Some of the immediate steps suggested were a fol-
low-up inter-Nation youth gathering; presentations to be
made to First Nations organizations; quick implementa-
tion of RCMP commitments to ensure that officers train
in communities and work in a positive atmosphere with
youth; development of youth councils; and cross-cul-
tural training of Ministry of Human Resources’ workers.

Some longer-term recommendations were develop-
ment of a comprehensive suicide prevention plan; bud-
gets for community youth activities; a follow-up meet-
ing to review progress; and a meeting of federal and
provincial government representatives and First Na-
tions leaders to come up with creative ways to address
barriers created by inflexible funding and increase re-
sponsiveness to the needs of youth and communities.

To achieve change there needs to be respectful and
inclusive commitment on the part of front-line work-
ers, policy-makers, community leaders, Elders, police
and youth themselves. Success and sustainability rest
initially on the shoulders of policy-makers, but commu-
nity and youth participation are vital as plans evolve.
Because, in the end, there is only WE ... OF ONE HEART ...
Sayt K’iidilm goot. i

footnotes

1 . Suicide Prevention
Advisory Group. (2003).
Acting on what we know: Prevent-
ing youth suicide in First Nations.
Ottawa, ON: Assembly of
First Nations and Health
Canada. www.hc-sc.gc.
ca/fnih-spni/pubs/promo-
tion_e.html#suicide

2. This was a report writ-
ten for policy roundtable
participants; it was not
published.

How to Engage Youth in Healing

ost youth have not had

any experience with

death. Some may have

lost a grandparent or a
beloved pet, but for the
most part young people
have no frame of reference
for death. Adolescents are
also at an age when they
believe they will live for-
ever. They have no fear
and take risks that can put
their lives in danger. So,
when a beloved friend dies

by suicide, they are faced,
for the first time, with the
finality of death. They find
it difficult to accept that
this death is real, and that

Kelly died by suicide at
the age of 18. I thought I
would never be able to be
a mother again, but have
remarried and am now

their friend will not be re-
turning from “a visit out of
town.”

As a mom who has ex-
perienced youth suicide,
I know what has made a
difference to the young
people in my life. On April
3, 1997, my beloved son

blessed with an 18-year-
old stepdaughter, Jessica.
On June 16, 2004, the un-
thinkable happened—]Jes-
sica lost a very dear friend
to suicide. This threw me
back to where I had been
seven years before, and
made me think of all the
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young people who have
lost friends to suicide, and
how they handle the re-
covery process very differ-
ently than adults do.

The best way to get
young people to engage
in the healing process
is for professionals and
other caring adults to go
to the places where the
young people gather. This
happened in Surrey and
Delta, where these two
young people had lived
and where their friends
attended school. In both
cases, critical incidence
counsellors were immedi-
ately brought in to visit the
schools. These counsellors
reached out to the friends
and were able to encour-
age and refer those in need
to individual counselling.

This practice of going
to the school and just lis-
tening and encouraging
students to take care of
themselves can set young
people on the road to heal-
ing. Some friends will en-
gage with a bereavement
counsellor and begin to
work through the stages
of grieving.

Many young people
came to visit me after
Kelly’s death. Kelly’s best
friends (whom I lovingly
refer to as “the group”)
came to our door with
flowers for me. They took
off their hats and came
into the house, letting me
know of their sadness.
They had come to pay
their respects—and to see
that I was doing okay and
that I still accepted them
after such a loss.

Many of Kelly’s friends
continue to come around
or call, just to touch base
and make sure [ am still
okay. It seems that the
sound of my voice, and
the knowledge that I am
once again happy, has had
a tremendous impact on
their lives.

The funeral of a friend,
with its finality, is a very
sad event for young peo-
ple. The ones who have
fared best are those ac-
companied to the funeral
by their parents or other
trusted adults.

It is very important
that young people be able
to perform their own ritu-

als and to say goodbye in
their own way. Their way
may be different from
more traditional ways of
mourning, but it is very
important in the healing
process for them to ex-
press their grief. At both
of the funerals friends
came with gifts, which
were left in the coffins—
gifts that didn’t always
meet with the approval of
the adults involved. Some
of the young people wrote
poems, and many had
a chance to speak about
their friend during the
funeral service. In these
ways they honoured the
friend they had lost.
Another thing that
has made a difference to
the young people I know
is for them to have a place
to go to remember their
friend on special anniver-
saries or other occasions.
This may be the cemetery,
or it could just be a place
where they used to hang
out. On her friend’s an-
niversary, Jessica told me
that her friends had gone
to the cemetery to visit
and have a little talk. And,

Kelly’s friends will show
up at the cemetery on his
birthday, at Christmas or
on other occasions, just to
say “hello” and to let him
know what they are doing
with their lives.

It seems that, as dif-
ferent as youth are from
the adults in their lives,
they are also very much
the same. For many young
people, the grieving pro-
cess is long. But time is
the greatest healer, and
youth are resilient. Those
who made a prompt con-
nection for counselling,
have strong friendships
and have good adult role
models in their lives are
able to speak of their grief
and get on with their lives.
They have sad moments,
just like I do, when they
remember what might
have been if their friend
had been able to make it
through that time when
all seemed so hopeless.
They give those moments
to their friend, but then
come back to the present
and move on. i

Self-harm and Suicide

“I cut to see the blood and then I know that I am still alive”
“If you won't listen to my pain then you're going to see it”

“I go to the emergency because I am so lonely at home alone and there they have to pay attention to me”

Mary Graham

Mary was formerly Executive Director and a co-founder
of Self Abuse Finally Ends (SAFE) in Canada and a
manager with Spectrum, a borderline personality disorder

program in Australia. Mary has overcome her own

desire to self-abuse and now shares her knowledge with

professionals, consumers and family members. Mary can
be reached at safebc@shaw.ca or 604-669-6552
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— SAFE BC client quotes

Self-harm—what and why

Self-harm encompasses a variety of non-fatal self-in-
juring behaviours including cutting, burning, break-
ing bones and poisoning. These behaviours arise for
a variety of reasons, but all of them speak of intense
emotional distress in the person who deliberately hurts

themselves.

The definition of self-harm is complex. It includes
acts with suicidal intent and ones without suicidal in-
tent. This distinction can be problematic for public



understanding, research and effective intervention.
Some acts of self-harm are really suicide attempts;
others are ways of coping with overwhelming feelings
and may be more habitual. In these latter cases, sadly,
death often results accidentally.'

Self-harm is on the increase, especially in youth;
most are young women. Young males, however, are
showing an alarming increase in rates of self-harm.? By
definition, self-harm focuses on one’s self, but it does
affect others, especially loved ones. It is estimated that
around 0.5% to 1 % of the population self-injures.>*

Those who self-harm do it for different reasons—to
punish themselves, to stop their inner pain, to gain a
sense of control, and even for revenge (my own reason,
at times). Often it is said they are seeking attention. But
what they’re really doing is trying to tell people how
bad they feel. Having being told for years not to talk
about the pain they suffer, they have learned to use self-
harm as a means of communication.

The suicide risk

People who have self-harmed are at greatly increased
risk of suicide and should have access to assessment
and support.” Studies have shown that around one in
100 people seen at hospitals for self-harm will die by
suicide within a year of the self-harm; this suicide risk
is 100 times greater than the average.”

The difference between self-harm and suicide, in
my opinion, is often the intensity of the act. I believe
that a lot of suicides are self-harming behaviours that
have gone wrong. For example, someone might hurt
themselves expecting that someone will come home at
a certain time, but the expected person is delayed. This
is often the case with overdoses.

Not all self-harming behaviour is attached to a will
to die. Habitual self-harmers don’t want to die; they just
want their pain to go away. One distinction that might
be helpful for those trying to help someone who self-
harms is that a person who truly attempts suicide seeks
to end all feelings, whereas a person who self-mutilates
seeks to feel better.® Some people describe that they
self-harm when they want to prove that they are alive,
or they use it as a coping strategy to allow them to carry
on living. In people who self-harm with suicidal intent,
after the self-harming behaviour the thought of dying is
often replaced with the desire to live—and this is when
people will often reach out for help.

Unfortunately, it’s difficult to predict the difference
between the two types. One study found that the ‘seri-
ousness’ of self-harm—measured by factors of the act
itself, such as the method used, the extent of harm, the
degree of reversibility of effects, or the type of treat-
ment required—was not related to measures of suicidal
intent as reported by the person. Depression and im-
pulsivity were much more linked with the intent to die
by suicide.” That’s why it is so important to get help for
someone who you know is hurting themselves, so that
depression and suicide risk can be assessed.
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SAFE helps stop the cycle of hurt

The act of self-harm is a behaviour. A behaviour is a
choice—even when it doesn’t feel like one. Therefore,
when a person begins to accept that self-harm is a be-
haviour, they can then gain control over it.

Self-Abuse Finally Ends (SAFE) offers a 10-week
program for those who use self-harming behaviour to
cope with inner pain. The program manual, Overcom-
ing Self-abuse,® specifies boundaries and guidelines for
creating a group process that nurtures hope, support,
companionship, empowerment and acceptance. The
program helps clients understand what triggers their
self-abuse—for many people, self-abuse is triggered by
patterns of unhealthy thinking (called cognitive distor-
tions). Clients develop a conceptual map that identifies
the triggers that set their self-harming behaviour in
motion. This helps them deliberately slow down their
thinking process so they can deal with these triggers.
Then, old coping strategies are countered with newer,
healthier ones. SAFE also helps clients develop individ-
ual skills that help them identify and deal with their
emotional reactions, formulate a variety of alternative
strategies to deal with trigger events, and then choose
and act on more constructive alternatives.

For someone who self-harms, turning to a support
system when a trigger is on the horizon—rather that
waiting for a full-blown crisis—is a very important strat-
egy. It is most effective to have someone in the com-
munity to talk to as soon as the trigger registers. Fam-
ily and friends can provide a strong system of support.
Peer support developed through mental health clinical
services is another source of help. Some people who
self-harm may even find Internet/online support.

The process of changing the behaviour of self-harm
is a long and difficult one. A person may have been self-
harming for many years. As with an eating disorder or
an addiction, change doesn’t happen immediately. It
takes new sKills, practice and support. But self-harming
behaviour can be changed. There is hope. i

‘resources

o SAFE BC at ca.geocities.com/safebc. Order
Overcoming Self-abuse at this website
o SAFE in Canada at www.safeincanada.ca
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Caitlin Pencarrick

Caitlin is with Judith
Marcuse Projects,

a not-for-profit arts
organization using arts
to make change.The
organization works

with youth to create
performances about
issues important to youth
around the world. For
more information, contact
Caitlin at 604-606-6425
or caitlin@
judithmarcuseprojects.ca

key factors in

ICE: beyond cool

ICE: beyond cool—A history
ICE is the first production in a series of four: ICE: beyond
cool (about teen suicide), FIRE: where there’s smoke
(about violence in youths’ lives), EARTH (youths’ con-
cerns about environmental sustainability and social
justice, to premiere in 2006) and AIR (thoughts on free-
dom of expression, issues of the spirit, not yet begun).
ICE was created after our company held three years
of arts workshops with more than 250 youth. Out of
these workshops came the ideas, emotions, fears and
hopes of youth from across British Columbia. We put
these all in a high-tech, entertaining-but-real production
in 1997, which was performed for teens all across Can-
ada and then adapted for television with CBC in 2000.

Why ICE?

More youth are committing suicide than ever before, so
we decided to start with ICE: beyond cool. We needed to
do this show because, we discovered, no one wanted to
talk about teen suicide—why it was happening and, es-
pecially, why it was happening to youth. We hoped that
doing a show that was entertaining but didn’t skim over
the topic would make it easier for youth to talk openly
about why they thought
about suicide, why their

® Good coping skills

suicide prevention

® An important person in the youth’s life

o A parent, teacher, close friend or youth
worker. This presence is very important for
youth with little or no family support.

o This is related to a person’s personality, not
intelligence. Youth need support to see their
ability to rise to a challenge.

® A supportive and caring family

o Firm guidance, good communication, family
stability and the ability to ‘grow’ with the
young person all help to support youth.

® |Interests and activities

o Group activities help young people chan-
nel their energy and frustration in a socially
acceptable manner. Relating with others in a
semi-structured and fun-filled environment,
and achieving success in activities, gives
them the opportunity to raise their self-esteem.

friends did, why their sis-
ters and brothers did.

ICE was performed
by youth in order to give
the clear message that we
want youth to be able to
voice their thoughts, and
we want to keep the shows
accessible to youth. It is a
high-energy performance
that includes dance, the-
atre and music. We made
sure the music would be
interesting to young peo-
ple; we set it up like a rock
show and performed it in
malls, to bring the mes-
sage right to the people
we needed to reach.

7]

What is ICE all about?
ICE is about Sara, a
stressed-out teen dealing
with the pressures of

32

school, her parents’ di-

Visions Journal | Vol. 2 No. 7 | 2005

vorce, friends wanting her to do drugs, and her boy-
friend pressuring her to have sex. A boy Sara tutors
turns up at her door when she is in the middle of a
meltdown with her mom, and she yells at him to leave
her alone. He does, and in the morning is found dead.
Her best friend, who is battling with eating disorders,
calls to tell her that she, too, is on the verge of commit-
ting suicide. Sara feels alone and ill-equipped to help
her friend, but in the end manages to talk her out of
Killing herself.

The show covers many of the issues that can push
young people to consider suicide: low self-esteem,
stress from school, relationships with parents, peer
pressure, poor body image—the list goes on and on.
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Amelie Lefebvre and Jennifer Patterson in ICE

Sample scene from ICE

—SARA: You have to keep talking. That’s the rule.
—CHRISSIE: Yeah, ‘til I either feel better or decide to
do it. Right?

—S: Yeah. So?

—C: So—so yeah, okay, I'm feeling a bit better. Ish.
—S: Oh, yeah? Me too.

—INNER SARA: (flexing). No kidding.

—C: So I guess it’s not gonna happen.

—S: Okay. Good.

—C: At least not this time.

—S: Meaning what?

—C: What, you want me to guarantee you the rest of
my life?

—S: Okay. One bit at a time, eh.

—C:Yeah. So meanwhile, hang onto these. (Hands overpills)

What our audiences had to say

* “I'm not alone and I'm not crazy.”

® “The original production saved three of my friends’
lives.”p
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Turning Challenges into Opportunity

E-learning training modules for suicide'prevention

ow would you pro-

vide training on

suicide prevention
to staff scattered across a
large health region—geo-
graphically dispersed from
Williams Lake to Fernie—
when resources are lim-
ited and staff time is tight?
For Interior Health Mental
Health and Addictions Ser-
vices, this was the chal-
lenge that led to an oppor-
tunity.

“We started to think
outside the box to de-
velop training solutions,”
says Dave Harrhy, leader,
Mental Health and Addic-
tions Planning and De-
velopment for the Inte-
rior Health Authority. “Dis-
tance, cost and getting the
right people together were
some of the issues that we
were grappling with. We

also wondered whether a
classroom situation was
really ideal for the training
we wanted to do.”

Working together with
Dr. Jennifer White, an as-
sistant professor at the
School of Child and Youth
Care at the University of
Victoria, and Natalee Po-
padiuk, coordinator of the
SAFER Counselling Service
of the Vancouver Coastal
Health Authority, Interior
Health developed an e-
learning module that offers
practitioners the opportu-
nity to access high-quality,
practical, evidence-based
information at their own
desk.

“I liked the idea that
the training was being of-
fered to a wide variety of
practitionersonavoluntary
basis in a flexible delivery

ICE: beyond cool | continued

¢ “All we have to do is keep talking to break the silence.”
* “At points I wanted to cry, ’cause I looked at the char-
acters and said to myself, that was me...”

What has ICE done?

ICE has voiced the silent thoughts of many youth, not
only to other youth but to the groups that support youth
across Canada. ICE has helped these groups connect
with youth they may never have reached before—youth
who came forward after seeing our production. Most
importantly, ICE has helped families talk about suicide,
and about the pressures that lead to suicide. Mothers,
fathers and their children have sent numerous e-mails
and letters talking about how, after seeing ICE, they went
home to share issues they never dared discuss before.
This show opened the eyes of parents to the stresses
their children deal with every day; stresses the parents
likely didn’t deal with when they were young. i

format,” says Dr. White.
“I saw it as a great op-
portunity for practitioners
to educate themselves
more fully at their own
speed. Hopefully, the ma-
terial they get exposed to
through the modules will
lead to broader discussions
with their colleagues.”

“We chose suicide pre-
vention as our first e-learn-
ing course for many rea-
sons,” adds Roger Wheeler,
project manager of Interior
Health Performance Man-
agement. “We know that a
wide range of our employ-
ees across Interior Health
may come in contact with
individuals at risk of suicide.
This includes not only men-
tal health and addictions
staff, but also physicians
working in a hospital emer-
gency ward, public health
nurses helping clients in a
health unit, street nurses
assisting the homeless, or
home and community care
nurses visiting clients in
their home. So we designed
the modules with the idea
that a wide variety of health
care professionals could use
them.”

And, notes Dr. White,
“Suicide risk assessment
is a cross-cutting issue that
many health practitioners
need to have basic train-
ing in. It is one of the most
stressful and anxiety-pro-
voking issues for many
professionals to deal with.
Offering this training may
serve to alleviate some of
the fears and concerns

that practitioners have
about doing this kind of
work.”

There are six modules
in the Suicide Prevention
program; each one takes
between 15 and 30 min-
utes to complete. Topics
include general informa-
tion about suicide, how to
assess risk, establishing
rapport and understand-
ing with the client, deter-
mining possible treatment
methods, mobilizing other
resources and choosing
which treatment is best
for the client. One mod-
ule also deals with unique
challenges clinicians face,
such as practising in a ru-
ral or remote area.

The first e-learning
module was launched in
June and, to date, the feed-
back has been very posi-
tive. “At first, I was con-
cerned about the length
of time the training might
take,” says Ingrid Storch, a
mental health clinician for
Elderly Services in Cran-
brook. “Once I got into it, I
really enjoyed it. I appreci-
ated that I could complete
one module in about 15
minutes; so, could easily fit
it into my day. Since I often
work in the intake area, |
feel I need to understand
more about suicide. One
thing I learned was that
some of the people I work
with, those over 85 years
of age, are actually at the
highest risk for suicide.”

Grant Heindl, team
leader for the Adult Short
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Aura Rose

Aura Rose is a
communications consultant
working with Interior
Health Mental Health and
Addictions Services
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For further information
on Interior Health’s
Suicide Prevention
e-learning modules,
contact Roger Wheeler
at 250-870-4735

Brenda Dafoe, MEd, and
Lynda Monk, MSW, RSW

Brenda is an Adult
Education Consultant
living in the Vancouver

area. She has been

involved in suicide
prevention for over 20
years as a LivingWorks
trainer, curriculum writer,
workshop developer and
facilitator

Lynda specializes in stress
and trauma management
within high-risk
occupational sectors. She
offers training, coaching,
consulting and writing
services through her
business, Creative Wellness
(creativewellnessworks.
com), and is

Executive Director of
Fisher & Associates
(fisherandassociates.org),
located in Victoria

Term  Assessment and
Treatment Team in Kelow-
na adds, “I've found
the modules to be both
relevant and informative. [
wanted to try it out to see
if it was a good use of time
for my staff. We routinely
see clients at risk of sui-
cide. 1 particularly liked
the self-reflective exercises

transference. This type of
training will certainly help
Interior ~ Health  ensure
that all clinicians are feel-
ing more competent and
more capable in delivering
roughly the same interven-
tions with this population.”

This type of feedback
is exactly what Dr. White
envisioned. “In developing

that practitioners — will
become more reflective
about their own practices
in suicide risk assessment
and increase their con-
fidence in working with
individuals who may be
contemplating suicide.”

If the first learning
module proves successful,
the plan is to develop a se-

to support the develop-
ment of core competen-
cies for Mental Health and
Addictions staff. Roger
Wheeler adds, “a number
of decision-makers from
other portfolios within
Interior Health have in-
quired about the develop-
ment of this educational
approach.” i

and the information on this course, my hope was

ries of e-learning modules

Suicide Postvention is Prevention
A Proactive Planning Workbook for
Communities Affected by Youth Suicide

ostvention refers to a range of activities follow-
ing a suicide. Suicide postvention is part of the
overall spectrumofsuicide prevention activities.
Although postvention occurs after a death by suicide, it
is preventive in that it reduces suicide risk by identify-
ing and supporting the emotional and mental health
needs of the survivors. Because youth are more suscep-
tible to suicide contagion than older age groups, this
workbook addresses the specific issue of youth suicide.

In 2003 we were asked to develop a suicide post-
vention plan for a northern BC community. Research
and our experience with this project showed that there
was little information available about the community
development process specific to suicide postvention
planning. Then, the BC Council for Families asked us to
develop a project related to youth suicide. We realized
the learning gained from our first project might serve
to inform a workbook designed to help other commu-
nities both anticipate and effectively respond to the
tragedy of youth suicide.

Working with a knowledgeable advisory commit-
tee, we reviewed the literature on postvention and drew
from our practical experience to develop the workbook,
Suicide Postvention is Prevention: A Proactive Planning
Workbook for Communities Affected by Youth Suicide.

Hope for the future

It is our hope that the practical suggestions in this
workbook, which are based on the experience of the
authors, of suicide survivors and of current research,
will both inspire and enable communities to develop
their own suicide postvention plans. The ultimate goal
is to prevent further suicides and to support these indi-
viduals and communities in their healing.
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A community commitment to immediate identification
of, and intervention with, survivors can turn postven-
tion reaction into prevention strategies.”’

The importance of a planned postvention response
following a death by suicide cannot be underestimated.
No community is immune to suicide.

Did you know?

o The primary purpose of suicide postvention is to
support the emotional recovery of survivors while
preventing contagion or imitative suicidal behaviour

o Youth, particularly those with a history of previous su-
icidal behaviour or depression, may be influenced to
attempt suicide in the aftermath of another’s suicide

o A planned response to support friends and others
can be effective in reducing psychological, physi-
cal, and social difficulties in suicide survivors

Communities that are prepared to respond can be
assured that they have done everything possible to
prevent further suicides. These communities ensure
that at-risk and vulnerable youth receive a coordinated
and timely response, including education, assessment,
treatment, follow-up and caring support.

Inside the Workbook—

Building local commitment

Communities can benefit from developing a response
strategy, organizing and convening a suicide postven-
tion coordinating committee, and identifying commu-



nity resources to respond during the aftermath of a
youth suicide. Community coordination is required to
ensure both buy-in and the ability to actually enable
the postvention plan when a crisis occurs. A workable
strategy for coordination and response is outlined.

Suicide postvention tasks
When a youth dies by suicide, there is a complex set of
needs that require immediate attention. This chapter
identifies and discusses the crisis intervention tasks nec-
essary for an effective community postvention response.
These tasks are based on best-practice recom-
mendations in the field of suicide, draw upon various
theoretical models, and reflect input from community
consultation processes (Prince George, 2003; Sechelt,
2004). They include gathering the facts about the sui-
cide, notifying the school and other relevant agencies,
ensuring responsible media coverage, identifying and
assisting youth at increased risk of suicide, initiating
crisis counselling and support, debriefing and support-
ing professionals, communicating funeral information,
considering remembrance activities, ensuring ongoing
support for survivors, and facilitating a suicide postven-
tion protocol review meeting.

Schools and postvention

School systems are an integral part of a community. As
the majority of young people who die by suicide are part
of a school community, the school becomes a natural
place for a postvention response. Identifying youth who
may be at risk for suicide, and responding to the emotion-
al and psychological needs of all students, is crucial. Sug-
gested postvention procedures for schools are discussed.

Cultural considerations in postvention

We must always be mindful of cultural considerations.
In the aftermath of suicide, close attention should be
paid to the unique cultural meaning of suicide, as well
as to local healing practices for the family, community,
and cultural group who have experienced the loss. Cul-
turally respectful guidelines are outlined.

Planning for the future

This final chapter addresses suicide postvention pro-
tocol implementation, community resource allocation,
follow-up of protocol effectiveness and future training
needs. With proactive postvention planning your com-
munity can build overall suicide prevention capacity
and create a clear sense of direction in the aftermath of
a youth suicide.

Appendices

Workbook appendices expand upon important and re-

lated postvention issues, including the following:

e Responsible media reporting emphasizes the im-
portance of media guidelines; research confirms
there is an increase in suicides, particularly amongst
youth, following a suicide story in the media
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approaches

¢ Death notices and the importance of language dis-
cusses the importance of naming suicide as the
cause of death and offers suggestions from survivors
regarding wording in death notices

e Psychosocial debriefing both clarifies and cautions
regarding the use of this intervention following a
death by suicide

¢ Griefand trauma after suicide clarifies the difference
between these two reactions through case examples

e Supporting survivors of suicide is informed by sui-
cide survivors who offer insight into responding to
the unique challenges of grieving the loss of a loved
one by suicide

e When a client dies acknowledges that caregivers
themselves are survivors and emphasizes the impor-
tance of personal self-care for professionals

e Post-traumatic growth may occur when survivors
find meaning and new-found personal strength in
the wake of tragedy:. i

Order the workbook
online at www.bccf.bc.ca,
or call 1-800-663-5638 in
Canada or the US.

footnote

1. Paul, K. (1995). The
development process of a
community postvention pro-
tocol. In B. Mishara (Ed.).
The impact of suicide. New
York: Springer Publishing.

From ‘Policing’ to Reconnecting

Psychiatric nursing and
human-focused care

¢ t is well documented and accepted that registered
cee lpsychlatrlc nurses (RPNs) often, if not inevitably,
have a major role to play in caring for people who are sui-
cidal. Despite this long-established role, it is only recently
that theory is starting to be generated to guide RPNs in
providing care for suicidal people.

Traditionally, ‘care’ of the suicidal person has focused
on little more than practices attempting to keep the per-
son physically safe: ‘observations, removing potentially
dangerous objects, restricting the movement and freedom
of suicidal people, and using ‘seclusion rooms. These and
other ‘custodial’ practices have been likened to ‘policing’
the person and, unfortunately, do very little, if anything,
to address the root of the person’s suicidal ideation. Polic-
ing practices do little to help a suicidal person move from
a death- to a life-oriented position and do nothing to help
the person alter their constricted thinking.

In an attempt to better understand the caring pro-
cesses that RPNs might use when caring for suicidal
people, 1, together with colleagues from the UK, under-
took the largest research study of its kind. We wished
to have evidence that inform RPNs about the micro con-
text—what they can do to help suicidal people, day by
day, hour by hour, minute by minute... i

John R. Cutdliffe,
RMN, RGN, BSc (Hon)
Nursing, PhD, RPN

John has recently accepted
a senior administration/
faculty position at a major
US university. He is also an
educational consultant for
the International School of
Nursing and Health Studies,
and Director of Cutcliffe
Consulting

www.heretohelp.bc.ca/articles
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Bev Williams

Bev is a Cowichan Tribe,
member and is Special
Project Coordinator with
Kweyulus Mustimuhw
(People of Tomorrow),
an inter-agency suicide
prevention committee.
She is also Site Leader for
the Chronic lliness Care
Project and a member
of the Aboriginal Suicide
Crisis Response Team

footnotes

1 . For information about
White Stone, see Franssen,
D. & Tayler, D. (2001,
November). A unique partner-
ship:The RCMP and SPTP create
a new national Aboriginal youth
program called White Stone.
Published by Mheccu UBC;
retrieved September

14, 2005, from
www.suicideinfo.ca/
csp/assets/
sptpwhitestonearticle.pdf.

2. Also see the Centre for
Suicide Prevention website
at www.suicideinfo.ca/csp/

go.aspx?tabid=140

Kweyulus Mustimuhw
Cowichan Tribes Suicide Prevention Project
—Sharing in the Light—

or close to three years Cowichan Tribes has

been working on suicide prevention. Our theme

is “sharing in the light,” and we strive to create
projects that work for our people.

The Kweyulus Mustimuhw (People of Tomorrow)
suicide prevention inter-agency committee has a mem-
bership of 50 people, including representatives from
agencies such as Canadian and Duncan Mental Health,
House of Friendship (Hiiye’yu Lelum), RCMP, Cowichan
Women Against Violence, Cowichan Crisis Line, Minis-
try for Children and Family Development, and Island
Regional Coroner’s Office, as well as local doctors, vol-
unteers, Elders, and youth. As a committee we work
hard to include those who want to make a difference
in both big and small ways. By being part of the com-
mittee, community members have access to the entire
suicide prevention project and can give and receive in
ways that are healing and inspirational. This wonder-
fully diverse committee strives to ensure opportunities
that are educational, holistic, and full of colour, creativ-
ity, care, and concern.

We implemented a suicide prevention support
group as of July 2004, and offer seasonal forums/con-
ferences, and suicide prevention training. Applied Sui-
cide Intervention SKills Training (ASIST) is provided
through the Cowichan Crisis Line. A co-ed basketball
tournament and White Stone' youth suicide prevention
training have been organized for this fall.

People are curious about why we promote playing
basketball for suicide prevention. The logic behind this
is “to catch youth where they are at”—we are catching
our youth on their court, on their playing field. What
better place to meet our youth and provide some valu-
able training! By agreeing to play basketball, the youth
are also committing to the second day of the program,
which is the suicide prevention training. Then, if they
are approached by their peers or family members who
may be feeling or thinking about suicide, they will have
the skills to respond.

In March 2005, Cowichan Tribes had the opportuni-
ty to launch the cross-Canada Youth Suicide Prevention
Walk. On March 28, nine young First Nations and Inuit
walkers left the Cowichan Band gymnasium in Duncan
to begin their journey to raise awareness of youth sui-
cide on First Nations reserves and in communities. The
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walkers made presentations to many First Nations and
community organizations, and concluded their journey
in Ottawa on June 21, National Aboriginal Day. The Co-
wichan Sweaters walking club, as well as many com-
munity and Kweyulus Mustimuhw members, walked
up to 20 kilometres to show their support.

The Kweyulus Mustimuhw committee endeav-
ours to ensure that the Cowichan Tribes membership
and community benefit from these opportunities and
events regarding suicide prevention. We generally ad-
vertise in the Cowichan Tribes newsletter and local
newspapers—so keep your eyes and ears peeled!

For more information feel free to e-mail or call the

Ts’ewulhtun Health Centre at 250-746-6184, or e-mail
Bev.Williams@cowichantribes.com. i

®

— Hafiz, Sufi poet (l4th Century)
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Family Support
SAFER’s Concerned Other Program

regional programs

®pfter my daughter made a suicide attempt, | was so worried, because | didn’t know what to do or how to best help her.
After seeing a counsellor as part of SAFER's Concerned Other program, | felt more confident in my abilities to see the warning
signs and take the appropriate action needed to keep her safe.® —a mother in the SAFER Concerned Other Program
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magine that your
lbrother, girlfriend, or

best friend is suicid-
al. Maybe they recently
made a suicide attempt,
or perhaps they disclosed
to you that they are think-
ing about suicide. What
impact would this have
on you? What information
would you need to help
and support them?

Most people feel over-
whelmed and uncertain
when dealing with a loved
one who is suicidal. Access-
ing up-to-date information
about suicide prevention
and receiving emotional
support is, therefore, cru-
cial. In fact, if you know
the signs of worsening
suicidal  thoughts, you
could help a loved one to
connect with appropriate
resources and put a solid
safety plan in place. You
could save a life.

Families supporting a
loved one who is suicidal
often have many needs
that can be met with coun-
selling. There is strong
evidence to indicate that
providing support and
counselling to families is
not only beneficial to the
family, but also to the per-
son who is struggling with
a mental illness, which is
associated with suicide in

90 % of cases. Family sup-
port leads to better client
and family outcomes and
coping skills, a reduction
in the use of hospital ser-
vices, increased awareness
among family members,
reduced caregiver burden,
and improved ability to
support the ill person.

In May 2000, SAFER
(Suicide Attempt Follow-up,
Education and Research)
staff identified a need to
formally develop the Con-
cerned Other Program
based on feedback from
community workshop par-
ticipants, telephone con-
sultation with family mem-
bers, other professionals in
the field, and survivors who
had lost a loved one to sui-
cide. The initial goals of the
program were to support
the concerned individual
by 1) providing informa-
tion on suicidal behaviour,
2) exploring options and re-
sources to help the suicidal
individual, and 3) develop-
ing more effective coping
strategies to deal with the
stress of the situation.

The Concerned Other
Program provides an op-
portunity for participants to:
® Discuss the suicidality

of the loved one in safe
surrounds
® Explore their emotional

needs and validate their
concerns

® Learn about depression,
suicide prevention and
safety plans

® Learn how to check for
suicidal thoughts of other
family members/friends

® Obtain practical coping
skills and strategies

Clients in SAFER’s Con-
cerned Other Program re-
ceive validation and reas-
surance that what they are
experiencing is normal un-
der the circumstances. Fam-
ily members often need
to work through their own
feelings of anger, depres-
sion, grief and loss, espe-
cially when their loved one
is chronically suicidal. Oth-
ers find practical counsel-
ling support, such as skills
training, coping strategies

and crisis management
interventions, to be most
helpful.

The Concerned Oth-
er Program offers up to
three individual face-to-
face counselling sessions at
SAFER'’s offices to Vancou-
ver and Burnaby residents.
As an additional service to
those living in other areas
of BC, SAFER counsellors
provide telephone consul-
tation to people concerned
about a loved one. This

means that a counsellor
will provide information
to the caller about suicide
prevention strategies and
local support resources.
An important mes-
sage for family members
is for them to recognize
the powerful and positive
impact on the outcome
that can occur for the sui-
cidal individual when they
are meaningfully involved
in their care. When family
members become aware
of their role, boundaries,
and needs, they are more
likely to reach out for extra
support and information.
There is a continued
need for specialized coun-
selling that assists family
members to cope better
with the stress of support-
ing suicidal individuals and
to better help the person
they love. If there are lim-
ited resources in the com-
munity, families of suicidal
individuals could advocate
for short-term counselling
through the local hospital
or mental health team. For
rural and remote commu-
nities where there are only
distant resources, families
may use the Internet for in-
formation, accessing web-
sites such as the Centre for
Suicide Prevention or list-
servs. Families may also
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regional programs

Vancouver or Burnaby
residents dealing with a
loved one who is suicidal:
SAFER offers up to three
in-person counselling
sessions at no charge. Call
604-879-9251. If you live
out of the catchment area,
please contact SAFER for
information on suicide
prevention, emotional
support, and local
resources

choose to organize a local
support group for families
dealing with a loved one
who is suicidal.

It is critical for coun-
sellors and other health
care professionals who
work with suicidal clients
in their practice, to engage
inongoing professional de-
velopment to ensure they
are adequately prepared
to deal with the complex
issues associated with sui-

cide prevention and fam-
ily involvement. Relevant
strategies for working with
caregivers include recog-
nizing the emotional im-
pact on the family, offer-
ing short-term individual
and group counselling to
family members, using
collaborative approaches
that build on the strengths
a client already has, teach-
ing coping and skill-build-
ing interventions, encour-

aging regular self-care and
relaxation techniques, and
building support networks
for caregivers. Most im-
portant is the awareness
that family members are
often ignored or minimal-
ly involved in the treat-
ment planning for suicidal
individuals, and this can
create additional stress
and unnecessary negative
experiences with profes-
sionals.

Family members con-
cerned about a loved one’s
suicidality are encouraged
to reach out for their own
counselling support. It is
through helping yourself
understand  your  role,
boundaries, and emotion-
al turmoil—plus learning
more about suicide pre-
vention  strategies—that
you will be in the best posi-
tion to help your loved one
through a suicidal crisis. i
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Suicide Prevention
Advisory Committee,
South Cariboo Region
(100 Mile House, BC)

The South Cariboo
Suicide Prevention
Advisory Committee
(SPAC) is a community-
based effort comprising
school counsellors,
social workers with the
Ministry of Children and
Family Development,
and representatives
from the Cariboo Family
Enrichment Centre

and local employment
programs

How a Small Community
Copes with Suicide

|t has been said that “it take a whole community to raise a child.”
We have also learned that “one child can raise a whole community.”

changed our community forever. As a result of a

sudden tragic death in 1989, the small town of
100 Mile House was forced to open its eyes to the real-
ity of youth suicide.

The tragic loss of one of our town’s young people
spurred the community to respond. Later in 1989, as
suicide postvention, Mental Health Services sponsored
Suicide Attempt Follow-up, Education and Resources
(SAFER) community workshops. In April 1991, 100 Mile
House’s Suicide Prevention Task Force was formed. The
task force involved a diverse group of adults, ranging
from counsellors and clergy to survivors.

In 1992 and 1993 the task force sponsored addi-
tional SAFER workshops, as well as the Let’s Live! pro-
gram, a school-based suicide awareness and interven-
tion program produced by the BC Council for the Fam-
ily for students in grades eight to 12.

Weldwood, a local forestry employer, co-sponsored
the task force for a presentation on post-traumatic stress
disorder through their Employee Assistance Program.

Next, the task force, together with the Mental
Health Advisory Committee and the support of the en-
tire community, began lobbying for a crisis response
worker placement in the local hospital.

Work continued, with a focus on youth prevention
andeducation.InMay of 1993, ayouth survival guide was
produced—in the form of a wallet card that contained a
simplified response guide, as well as a list of pertinent
phone numbers. This wallet card is still being produced,
with minor updates, for both youth and adults. The

o
lt was a day we would like to forget—and one that

Il 38 VisionsJournal | Vol.2 No. 7 | 2005

business community of 100 Mile House has supported
the task force all along by covering the printing costs.

By 1994 the first set of Community Agency Proto-
cols for Suicide Prevention had been laboriously cre-
ated and distributed.

For a time following these incentives the task force
lost its impetus and struggled with its membership and
funding. However, as the community would be tragi-
cally reminded by another youth suicide in 2000, the
task force mandate remained an issue.

Regular meetings were reinstated, resulting in an
insert in the local paper focusing on education, aware-
ness and prevention of youth suicide; evening work-
shops; and fundraising for a yellow ribbon campaign.

In 2001 the local youth centre submitted a pro-
posal to the task force to develop a guide called Suicide
Prevention—A Community Response for Youth and Families.
This project resulted in new energy—youth from the
local high school were involved for a time—and a new
organization name: the Suicide Prevention Advisory
Committee (SPAC). SPAC continued the important work
begun by the task force. A coordinator was hired to
produce a new set of intervention protocols, which was
released in May 2003,

SPAC continues to revise the protocol binder in an
effort to meet the community’s need. The committee
offers educational events, provides prevention tools, and
persists in keeping suicide prevention in the forefront
for the people of the South Cariboo. While we hope that
the reason for the committee’s existence will some day
disappear, until that time we will maintain the vigil. i



YouthlnBC.com

Supporting suicidal
and distressed youth

or 36 years the Crisis

Intervention and Sui-

cide Prevention Cen-
tre of BC (Crisis Centre)
has provided services in
Vancouver, North Vancou-
ver, Burnaby, West Van-
couver, New Westminster,
Sunshine Coast, Powell
River, Pemberton, Whistler
and Squamish. Our work
in these communities has
shown that the key to sui-
cide prevention is commu-
nication. The Crisis Centre
has three core programs
that use communication
to prevent suicides.

We are probably most
well known for our 24-
hour Distress Line, which
allows people of all ages
to call and speak to vol-
unteers who are “Here to
listen, here to help.” The
Distress  Line provides
free, confidential emotion-
al support 24 hours a day,
seven days a week, for
people experiencing feel-
ings of distress—including
feelings that may lead to
suicide. We receive more
than 24,000 phone calls

a year from women and
men of all ages, all classes,
minority groups and geo-
graphical areas. The goal
of the 24-hour Distress
Line is that no call for help
shall go unanswered.

The Crisis Centre also
provides free school-based
workshops to youth. In the
2004-2005 school year,
Crisis Centre volunteers
facilitated 550 classroom
workshops for more than
16,500 students. Topics
covered include suicide
awareness and preven-
tion, stress management
and peer helper training.

The third and newest
programis YouthInBC.com.
Due to an increasing de-
mand for information and
support for youth, and
after observing that the
number of youth reaching
out through the Distress
Line has decreased in the
past few years, we need-
ed a new way to provide
accessible and immedi-
ate services. Partnerships
with UBC, SAFER (Suicide
Attempt Follow-up, Edu-
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cation and Research), At
Large Media and represen-|
tatives from the Burnaby
School Board enabled us

to look at alternative av-

enues for youth to reach
out. Through youth focus
groups and ongoing re-
search and discussions we
learned that many youth
would prefer receiving
support online rather than
over the telephone.

Our goals with the site
YouthInBC.com are to of-
fer youth an alternative
and relevant method of
accessing emotional sup-
port and resources, to re-
duce the social isolation of
youth and to increase the
adaptive coping strategies
of youth in distress.

The website includes a
list of resources available
in BC; information and
facts about common prob-
lems that youth face; di-
rect links to ‘talk’ to some-
one online, in real time; an
e-mail address for youth to
write about their problems
and receive a guaranteed
response within 24 to 48
hours; and the 24-hour toll-
free Distress Line phone
number for the Crisis Cen-
tre in Vancouver.

One of the most excit-
ing features of the YouthIn-
BC.com site is the one-to-
one chat. Youth can select
‘Wanna Talk?” and connect
with a highly trained volun-
teer. The anonymity of on-
line support assures con-

regional programs

fidentiality and facilitatelg
comfortable communica-
tion between youth and
volunteers. Youth express
issues they are facing at
school, at home and in the

*Julie Miller, BA, BSW, and

Lindsay Killam, BA, BSW

Julie is Director of
Community Education at
the Crisis Intervention and

community—relationship Suicide Prevention Centre

problems, mental health
concerns, bullying, family
problems,  victimization,
addictions, and so on.

Statistics from the last
year indicate that up to
35% of YouthInBC.com
chats relate to suicide
compared to 8% of Dis-
tress Line calls. Another
12% of chats involved
youth disclosing a history
of, or active, self-harm.

Without a doubt, this
safe and confidential on-
line tool has already be-
come an effective and
popular tool for com-
municating with young
people in BC. Since it was
launched in January 2004
the YouthInBC.com site
has reached more than
8,000 individuals—youth
that might otherwise not
have gotten the support
they needed.

We believe that online
support is a crucial step in
reaching youth. They are
under enormous  stress
and face a variety of issues
on a daily basis. While our
24-hour Distress Line is
always available to them,
it is clear that some youth
prefer to use the Internet
and find it more readily
accessible. i
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of BC. Her experience as
a camp director for the
YMCA has contributed
to the development of
the Crisis Centre school-
based workshops and
the web-based service.
Julie can be reached at
jmiller@crisiscentre.bc.ca

Lindsay is Youth Initiatives
and Outreach Coordinator
at the Crisis Intervention
and Suicide Prevention
Centre of BC. She has
worked as an addictions
counsellor and youth
support worker, spending
her spare time volunteering
for the Distress Line.
Lindsay is currently
pursuing her MSW in
women and addiction.

She can be reached at
Ikillam@crisiscentre.bc.ca

you can help

The ongoing success of
this service requires the
participation and support
of communities throughout
BC. If you are interested in
promoting this service to
youth, please contact Julie
or Lindsay at 604-872-
1811 for posters, stickers
or info cards.



resources

this list is not
comprehensive
and does not imply
endorsement of
resources

don’t forget all the
resources listed at
the end of Visions

articles as well

General Information

Centre for Suicide Prevention. www.suicideinfo.ca
Canadian Association for Suicide Prevention.
www.thesupportnetwork.com/CASP/main.html.
You’ll find here the recent Blueprint for a Canadian
National Suicide Prevention Strateqy.

Mental Health Evaluation and Community Consulta-
tion Unit (Mheccu), UBC. www.mheccu.ubc.ca
American Foundation for Suicide Prevention. afsp.org
American Association of Suicidology. suicidology.org
Suicide Prevention Resource Center. www.sprc.org
Health Canada. (2002). Suicide. A Report on Mental lllness
in Canada. www.phac-aspc.gc.ca/publicat/miic-mmac/

Statistics

BC Coroners Service Suicide Statistics.
wWww.pssg.gov.bc.ca/coroners/statistics/index.htm
BC Vital Statistics Annual Report.
www.vs.gov.bc.ca/stats/annual/2003/xl/tab32 xls
Canadian Suicide Statistics.
www40.statcan.ca/l01/cst01/healthO1.htm

World Health Organization Suicide Statistics. www.who.
int/mental_health/prevention/suicide/suiciderates/en/

Child and Youth Suicide Prevention

School Based Guide. theguide.fmhi.usf.edu

Signs Of Suicide Program.
www.mentalhealthscreening.org/highschool/

SAFE Teen. www.safe-teen.com

Mheccu. (2005). Preventing Suicidein Youth: Taking Ac-
tion with Imperfect Knowledge. www.mheccu.ubc.ca/
documents/publications/Mheccu_suicide_Jan05.pdf

¢ Youth in BC [online support]. www.youthinbc.com
® BC Ministry of Children and Families. (2001). Prac-

tice Principles: A Guide for Mental Health Clinicians
Working with Suicidal Children. www.mcf.gov.bc.ca/
youth/suicid_ % 20prev_manual.pdf

Mental Health Promotion/Resiliency for Youth

MindMatters. cms.curriculum.edu.au/mindmatters
Oregon Resiliency Project. orp.uoregon.edu

Gatekeeper Training in Suicide Prevention

LivingWorks. www.livingworks.net
QPR Institute. www.qgprinstitute.com

For Survivors of Suicide (i.e., Bereaved Loved Ones)

e Survivor of Suicide support groups in Canada. www.
thesupportnetwork.com/CASP/supportgroups.html

¢ Canadian online support group: Journey Through Sui-
cide Grief. www.journeythroughsuicidegrief.com

e Hope and Healing: A Practical Guide for Survivors of
Suicide. www.hopeandhealingguide.ca

e Supporting Children After Suicide: Information for Par-
ents and Other Caregivers. www.nalag.org.au/pubs/
Supporting_Children_After_Suicide_Booklet.pdf

e World Health Organization guidelines on setting up a
survivor support group. whglibdoc.who.int/hg/2000/
WHO_MNH_MBD_00.6.pdf

e Assessing the Needs of Survivors of Suicide.
www.calgaryhealthregion.ca/hecomm/mental/
AssessingNeedsofSurvivorsReport.pdf

e Survivor Advocate Listserv. groups.yahoo.com/group/
SurvivorAdvocates

® Wrobleski, A. (1995). Suicide, Why? 85 Questions and
Answers about Suicide. www.save.org to order.

e Farr, M. (1999). After Daniel: A Suicide Survivor's Tale.
Harper Flamingo.

e Gilbert, L. (2004). | Might Be Nothing. Trafford.

® Blauner, S.R. (2002). How | Stayed Alive When My
Brain Was Trying to Kill Me. HarperCollins.

® (2001). Aftermath: the Legacy of Suicide [video]. 50
minutes. Order through National Film Board of Can-
ada: www.nfb.ca or 1-800-267-7710

Media Guidelines

e Centre for Suicide Prevention. (2005). SIEC Alert #58:
Media Influences on Suicide. www.suicideinfo.ca/csp/
assets/alert58.pdf

® World Health Organization. (2000). Preventing Sui-
cide: A Resource for Media Professionals. www.who.
int/mental_health/media/en/426.pdf

Antidepressants & Suicidality: Recommendations

® Lam, R'W & Kennedy, S.H. (2004). Prescribing Anti-
depressants for Depression in 2005: Recent Concerns
and Recommendations. Canadian Psychiatric Associ-
ation Position Paper. www.cpa-apc.org/Publications/
Position_Papers/2004-23s-en.pdf

If you are in crisis, please call 1-800-SUICIDE

G

BC Partners for

Mental Health and
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Addictions Information
c/o 1200-1111 Melville St.,
Vancouver, BC Canada V6E 3V6
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