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Suicide is the 2nd leading cause of death for
ages 10-24
Suicide rates in the US are at 12.6 deaths per
100,000 people
§ This equals about one suicide every 13 minutes

¡

Suicide rates for youth in rural areas are even
higher than urban areas
§ Rates can be 50-84% higher in rural areas

¡

The PEACE protocol was developed by
clinicians working at an Assessment, Support,
and Counseling (ASC) Center site in 2012
§ A high school in rural NC

¡

In this particular school, 17% of students
reported considering suicide in the past year.
§ 14% made a plan to commit suicide
§ 6% made an attempt to commit suicide that

required medial attention

¡
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Provides an easy guide for assessing student
risk of suicide or homicide
Outlines a set of response procedures for
varying levels of risk
Describes risk and protective factors
Categorizes risk via a color-coded system:
Green, Yellow, Orange, and Red
§ Green indicates lower risk
§ Red indicates high risk

¡

2012-13 school year
§ 33 crisis events
§ 20 students (2% of school population)
§ ~60 hours of documented clinical time

¡

2013-14

§ 68 crisis events
§ 42 students (4.6% of the school population)
§ 106 hours of documented clinical time

¡

2014-15
§ 50 crisis events
§ 36 students (3% of the school population)
§ 87 hours of documented clinical time

¡

No completed suicides!

¡

Postvention included referral for ASC services or
community services
§ Students with less severe ideation (Code Green) were

presented with therapy as an option, or received
check-ins by a school counselor or clinician

¡

78% of students assessed were not receiving
ASC Center services at the time of crisis
(2013-14)
§ Of these, 60% were referred for ASC Center or

community provider services
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At least 2% – 4% of the school population are
experiencing some degree of suicidality
§ Likely an underestimation
§ 17% of the population reported suicidal thoughts;

we served 5% of the population

¡

Many at-risk students may not be receiving
mental health services
§ How best to reach these students?

¡

The majority of crisis events involving
suicidality are less severe in nature
§ Helps dispel the myth that all expressions of

suicidality result in hospitalization

¡

Time per event varied to about 30 minutes
per Code Green to up to 3 hours for a Code
Orange or Red
§ Low-severity crises are more common, but high-

severity crises require much time and attention

¡
¡

Several students had multiple crisis events
In 2013-14, ~10 students accounted for nearly
half of the total crisis events
§ 32 out of 68 total events (47%)
▪ 35% of Code Green events
▪ 50% of Code Yellow events
▪ 56% of Code Orange
▪ 78% of Code Red

¡

A small subset of students accounted for
multiple events, especially high-risk crises
§ History of suicidal ideation/attempts predicts

future suicidal behavior
§ Speaks to the need for responsivity to expressed
suicidality, speedy referral for treatment, and
regular follow-up
§ Practitioners should carefully monitor students
presenting frequently for crisis

¡

The vast majority of risk of harm was to the
self (suicide) rather than others (homicide)
§ Only a couple of crises per year—if any—were

due to homicidal ideation
§ Homicide may garner more media attention,
but suicide poses a larger threat to adolescents
§ Need to continue to focus on suicide prevention
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Associated with the maintenance of zero
suicides at the high school in which it was
used
Helps identify students in distress and link
them with mental health services
Provides a clear language and protocol to
clinicians and school staﬀ members

¡

¡
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Ensures a systematic, graded level of
intervention and postvention appropriate for
severity of crisis
Allows a tracking and better understanding of
the nature of expressed suicidality in the
school
Facilitates communication between
clinicians, school staﬀ/administration,
parents, and other parties

¡

Clinical judgment is always needed
§ This measure should only be used by trained/

supervised mental health professionals

¡
¡
¡

Cannot claim a causal link between the
protocol and suicide prevention
Cannot intervene with all students in need
What is a “crisis?” Does self-injury qualify?
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Self-injurious behavior (SIB) is deliberate selfinﬂicted destruction of the body
§ Direct, not socially sanctioned
▪ Indirect self-harm (e.g., roller derby) is not SIB
▪ Tattoos and piercings are not SIB

§ Without conscious suicidal intent

¡

Prevalence rates vary:
§ 4% of general population; 15-20% of adolescents

¡

Age of onset is generally between 12 and 14

• Cutting*
• Stabbing
• Hitting/punching
oneself*
• Banging one’s head*
• Burning*
• Carving words/
symbols (usually
meaningful)
• Scratching
• Biting

• Inserting objects
under the skin
• Interfering with
wound healing*
• Self-inﬂicted tattoos*
• Other disorders: skinpicking, hair pulling
* = most common

¡

Emotional regulation (reduces the distress from
negative emotions) >50%
§ Distract from emotional pain
§ To release anger
§ Relieve unpleasant thoughts and feelings

¡
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As a response to stressful events (49%)
To evoke a feeling (29%)
§ Reduce a “numb” feeling

¡
¡

To help others notice something is wrong (20%)
Because friends self injure (2%)

¡

Most SIB is NOT a suicide attempt

§ 6% report intent to die when engaging in SIB

¡

However, of adolescents who SI…
§ 70% had at least one suicide attempt, 55% had multiple

attempts

§ 87% had lifetime suicidal thoughts, 21% had suicidal

thoughts weekly or daily

¡

SIB as a “gateway” to suicide?
§ A history of SIB predicts suicidality, especially with certain

risk factors

§ Possibly habituates to self-inﬂicted injuries and reduces

inhibition to self-harm

¡

Do two forms of self-injury exist?
§ Non-suicidal self-injury (NSSI)
§ Suicidal self-injury (SSI)

¡

OR…
Does self-injury exist on a continuum, with
less-severe NSSI on one end and more severe
SSI on the other?

¡

Taxometric Method: a series of analyses
aimed at determining whether a construct
(i.e., self-injury) is categorical (a taxon) or
dimensional
§ Three analyses produce plots with varying shapes

that suggest a taxon or dimension
§ Comparison ﬁt scores that inform how well the
data ﬁt into the expected graph shape for a taxon
or dimension

¡

A category can be identiﬁed by indicators
§ E.g., indicators for schizophrenia include

hallucinations and delusions

¡

The indicators selected to identify NSSI/SSI
categories :
§
§
§
§
§

Suicidal intent
Suicide history
Severity of SIB
Frequency of SIB
Number of methods used to SI

¡

Data were from the Survey of College Mental
Health and Well Being at Cornell University
§ Non-Suicidal Self-Injury Assessment Tool (NSSI-

AT)

¡

Our ﬁnal sample was 1,525
§ Largely female (70.7%) and Caucasian (75.9%)
§ Mean age: 21.41

¡

All participants have engaged in self-injurious
behavior

¡
¡

Analyses consistently suggested that NSSI/
SSI is a dimensional phenomenon
SIB exists on a spectrum
§ Low severity, low frequency, few methods of SIB,

low suicidal intent/history on one end
§ High severity, high frequency, several methods of
SIB, high suicidal intent/history on the other
¡

Supports conceptualization of SIB as a
“gateway” to suicide

¡
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Presence or absence of suicidal intent may
not be the only indicator of risk
Importance of regular assessment for suicide
when working with clients who self-injure
Thorough assessment and monitoring of
other risk factors needed when working with
SIB

SIB should be included when considering
risk of harm to self in school settings
¡ Education and training about SIB and
assessment for relevant school staﬀ
¡ Ask about non-suicidal harm to self when
assessing risk
¡ Assess for risk factors, including means,
frequency, severity, and history of SIB
¡

§ “Respectful curiosity”

¡

Although SIB is linked with suicide, it is
important not to assume that SIB is a
suicide attempt
§ Especially if the student denies self-injuring

for suicidal reasons

▪ Can damage alliance, invalidate the student

§ Acknowledge student’s reason for SIB
§ Continuous assessment of risk
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High-severity SIB*
High-frequency SIB*
§ Previous events of SIB (>20)
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¡
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¡
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Higher levels of mental health symptoms
Utilizing multiple methods of SIB*
History of suicide attempts*
Higher level of depression
Impulsivity
Poorer coping skills

¡
¡
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The presence of meaning in life
Parents as conﬁdants
Strong social support
Use of multiple coping strategies
Connection or engagement in school
No previous history of SIB or suicidality
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