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[bookmark: _Toc40969224]Preface
Youth suicide is, and has been for several years, a significant concern in Virginia and across the nation. According to the Centers for Disease Control and Prevention (CDC) and the Virginia Department of Health’s 2017 OCME Report, suicide is the second leading cause of death among young people ages 10-24. Since 2013, suicide rates have increased for adolescents between the ages of 10 and 24. Each year, approximately 8 percent of high school students attempt suicide and 3 percent make a suicide attempt that necessitates medical treatment. The number of children ages 5-17 that have been hospitalized for suicidal thoughts or behavior has doubled in the last decade. As many as one of six high school students has seriously considered suicide. Additionally, suicide or suicide attempts by school staff or family members of students can have a significant effect on the safety and well-being of students at school. Over 75 percent of persons engaging in suicidal behaviors have engaged in behaviors (e.g., warning signs) that caused concern for their well-being. Therefore, it is critically important that school divisions have policies and procedures in place to prevent, assess the risk of, intervene with, and respond to youth suicidal behavior. 
[image: Map of VA with words: 2nd Leading Cause of Death Among Youth in Virginia according to the Virginia Department of Health statistics (2017)]



[bookmark: _Toc40969225]Background
The 1999 General Assembly passed Senate Bill 1250 (S. Newman) enacting § 22.1-272.1, directing the Board of Education, in cooperation with the Department of Behavioral Health and Developmental Services, and the Department of Health, to develop guidelines for licensed school personnel to use in contacting parents or, if conditions warrant, the local or state service agency when they believe a student is in imminent risk for attempting suicide. These guidelines were to include (1) criteria to assess the suicide risks of students, (2) characteristics to identify potentially suicidal students, (3) appropriate responses to students expressing suicidal intentions, (4) available and appropriate community services for students expressing suicidal intentions, (5) suicide prevention strategies which may be implemented by local schools for students expressing suicidal intentions, (6) criteria for notification of and discussions with parents of students expressing suicidal intentions, (7) criteria for as-soon-as practicable contact with parents, (8) appropriate sensitivity to religious beliefs, and (9) the legal requirements and criteria for notification of public service agencies. The guidelines were originally disseminated to school personnel in October 1999.

The 2000 General Assembly passed Senate Joint Resolution 148 (Houck) directing the Virginia Department of Health, with the assistance of the Virginia Commission on Youth, the Department of Behavioral Health and Developmental Services, the Department of Education, the Virginia Council on Coordinating Prevention, survivor groups, and other interested individuals, to develop a comprehensive youth suicide prevention plan. The Virginia “Youth Suicide Prevention Plan” (House Document 29, 2001) recommended that the Virginia Department of Education revise the Suicide Prevention Guidelines to include criteria for follow-up with parents of students expressing suicidal intentions after initial contact has occurred. That revision was adopted by the Board of Education in 2003. 

In 2000, the Virginia Assembly enacted Code of Virginia Virginia Code  § 9.1-184 creating the Virginia Center for School and Campus Safety (VCSCS), located within the Department of Criminal Justice Services (DCJS), Division of Law Enforcement, to focus on improving and enhancing safety by addressing topics which affect Virginia law enforcement, schools, and institutions of higher education. The VCSCS is a resource and training center for information and research about national and statewide safety efforts and initiatives in K-12 schools and institutions of higher education. 
[bookmark: _heading=h.3whwml4]Since July 1, 2013, as per Code of Virginia § 22.1-79.4, Virginia public schools have been required to “adopt policies for the establishment of threat assessment teams, including the assessment of and intervention with individuals whose behavior may pose a threat to the safety of school staff or students.”  These school policies must be consistent with the model policies developed by the Virginia Center for School and Campus Safety (the Center) in accordance with § 9.1-184.”  It is important to note that the threat assessment statute defines the duties of threat assessment teams to include providing guidance to students, faculty, and staff regarding recognition of threatening or aberrant behavior that may represent a threat to the community, school, or self. Further, upon a threat assessment team making a preliminary determination that a student poses a threat to self or others, the threat assessment team has responsibilities for immediate notification to senior school administration.  
As required by the Code of Virginia § 9.1-184, the VCSCS developed Threat Assessment in Virginia's Public Schools: Model Policies, Procedures, and Guidelines to provide schools with a model policy for the establishment of threat assessment teams, including procedures for assessment and intervention procedures for students whose behavior may pose a threat to the safety of school staff or students. The Model Policies also include procedures for referrals to community services boards or health care providers for evaluation or treatment, when appropriate. Therefore, it is important that VCSCS guidance regarding recognition of threatening or aberrant behavior (including threat to self) and guidance regarding threat assessment team processes in cases involving student threats to self be consistent with VDOE guidance regarding the prevention and intervention with students at risk for suicide or self-harm. 
In 2019, in an effort to further protect the health and safety of all students, the Governor’s Children’s Cabinet Student Safety Workgroup recommended that the Virginia Department of Education (VDOE) update and disseminate the Virginia Suicide Prevention Guidelines to all school divisions in a timely manner in collaboration with the Virginia Department of Health (VDH), the Virginia Department of Behavioral Health and Developmental Services (DBHDS), and the Virginia Center for School and Campus Safety (VCSCS).  
The Governor’s Children’s Cabinet Student Safety Workgroup recommended that the updated guidelines address: suicide prevention and intervention; screening; risk factors; messaging to students, staff, and parents and caregivers about recognizing and reporting behaviors; how and where to report concerning behaviors; engaging students during key transitional periods when data indicate that suicide rates are higher; how to engage students who may be experiencing suicidal thoughts; how to support students returning to school after treatment; postvention; and how to engage with students after a member of their community has died by suicide.
To revise the guidelines, the Virginia Department of Education (VDOE) convened representatives from the aforementioned state agencies mentioned above, school division personnel, representatives from suicide prevention and mental health advocacy organizations, and parents. The development process included the review of strong local policies, aligned with the latest research, and identified best practices for a national framework (American Foundation for Suicide Prevention (AFSP) Model School District Policy on Suicide Prevention).

[bookmark: _Toc40969226]Introduction
Schools are a key settings for suicide prevention, intervention, and postvention. Most children and youth spend most of their day in school where caring and trained adults are available to help them. Teachers, mental health providers, and all other school personnel who interact with students can play an important role in keeping them safe (VDH, 2019). School personnel have a legal and ethical responsibility to recognize and respond to suicidal thinking and behavior, as well as other indicators of concern. Although many suicidal children and adolescents do not self-refer, most show some warning signs. Never ignore these signs. Schools must have clear policies and procedures for suicide prevention, intervention, and postvention what to do, as well as trained school-employed mental health professionals and crisis response teams. Suicide prevention should be an integral component of a comprehensive, multi-disciplinary and multi-tiered system of mental health and safety supports (National Association of School Psychologists, 2019). 

The best way to prevent suicide is to use a combination of efforts that work together to address different aspects of the problem. The key components are:
· Promoting emotional well-being and connectedness among all students. Social supports and connections are key protective factors against suicide;
· Identifying students who may be at risk for suicide and assist them in getting help; and 
· Being prepared to respond when a suicide death occurs through postvention.

As emphasized in the National Strategy on Suicide Prevention, preventing suicide depends not only on suicide prevention policies, but also on a holistic approach that promotes healthy lifestyles, families, and communities. Thus, this model policy is these guidelines are intended to be paired with other policies, procedures, and efforts that support the emotional and behavioral well-being of youth inside and outside of the school building. Suicide prevention is one aspect of building and sustaining a considered part of a positive school climate. In a positive school climate, students are engaged, feel connected to their school and community, are provided equitable learning opportunities, and feel safe. School divisions are encouraged to assess their readiness to manage suicidal crises. A sample readiness form is included on VDOE's Suicide Prevention webpage
Virginia school divisions are mandated to have threat assessment teams to, assess and intervene with individuals whose behavior may pose a threat to the safety of school staff or students (per the Code of Virginia § 22.1-79.4). The Suicide Prevention Guidelines are meant to serve in conjunction with the Threat Assessment in Virginia's Public Schools: Model Policies, Procedures and Guidelines, and are intended to offer additional guidance to school threat assessment teams when addressing threats to self. 

Model policies and best practices for the Suicide Prevention Guidelines for Virginia Public Schools divisions were developed in an effort to protect support and enhance the health and well-being of all Virginia students by helping school divisions develop procedures to effectively prevent, assess the risk of, intervene in, and respond to suicide. 

As resources vary in Virginia school divisions, these guidelines are not intended to be prescriptive. These guidelines represent standards of practice for suicide prevention, intervention, and postvention in schools and may be used to draft local school division policy and procedures, based on the unique need of each division.
[bookmark: _heading=h.qsh70q]However, every school division has the capacity to implement assessment and prevention procedures. 
Any such policy developed by the local school division should be reviewed and distributed disseminated at least annually, included in all staff, student, and parent/guardian teacher handbooks, and available on the school website. 

The language and concepts covered by this policy are mostly applicable to middle and high schools (largely because suicide is very rare in elementary school-aged children). However, it is important that any schools division policy modify programs procedures for identifying, assessing and managing suicide risk in elementary aged students using developmentally appropriate language. Local school divisions should ensure that school-based suicide prevention programs are linked as closely as possible with professional mental health resources in their community. 

Strategies designed to increase referrals of at-risk students adolescents and young adults can be successful only to the extent that they are applied consistently, trained mental health professionals are available and involved, and that students at risk are linked with relevant mechanisms for linking at-risk persons resources are operational. It is critical that schools work to Eestablishing and sustain effective working relationships with community resources prior to the occurrence of critical events an event is key.

The Substance Abuse and Mental Health Services Administration (SAMHSA) maintains an updated list of Resources for Suicide Prevention. Links to these and other resources are included in the VDOE’s Suicide Prevention webpage.  

[image: ]

[bookmark: _Toc40969227]Section I: Suicide Prevention
It is essential that school divisions have policies and procedures in place to identify and assist students at risk of suicide and other behavior that impacts the health, safety, and well-being of students, staff, and the school community. The American Foundation for Suicide Prevention (AFSP), the American School Counselor Association (ASCA), the National Association of School Psychologists (NASP), and the Trevor Project collaborated to develop and disseminate the Model School District Policy on Suicide Prevention: Model Language, Commentary and Resources, 2nd Edition.  The model policy includes specific, actionable steps to support school personnel in effective strategies for suicide prevention, intervention, and postvention; sample language for student handbooks; suggestions for involving parents and guardians in suicide prevention; and guidance for addressing in-school suicide attempts.  respond to students at risk of suicide (such as how to interview a student making suicidal threats) before implementing schoolwide strategies to identify students at risk of suicide. Identifying students who are at risk of suicide is more likely to prevent suicide when the procedures that ensure that at-risk students receive appropriate services are in place. After school divisions have suicide response policies in place, they can implement other suicide prevention strategies. Guidance for responding to suicidal threats can be found in Section 2 of this document.
[bookmark: _Toc40959578][bookmark: _Toc40969228]Fostering Protective Factors

Protective factors are characteristics or conditions that may help to decrease a person’s suicide risk. Protective factors for suicide have not been studied as thoroughly as risk factors, so less is known about them. These factors do not eliminate the possibility of suicide, especially in someone with risk factors. Protective factors help to create resiliency, or an ability to “bounce back” from setbacks encountered throughout life. School divisions should consider practices and programming that foster the development of protective factors as part of a larger suicide prevention plan. Protective factors for suicide may include: 
A. Psychological or emotional well-being, positive mood;
B. Development of coping mechanisms, conflict resolution, self-care strategies,  and safety plans;
C. The skills and abilities to solve problems;
D. Positive connections to family;
E. Close friends and community support;
F. Adaptive temperament; 
G. Access to welcoming and affirming faith-based institutions, supportive social groups and clubs; 
H. Presence of healthy role models;
I. Cultural and religious beliefs that discourage suicide and promote self-preservation;
J. Positive school experiences and feeling safe at school (especially for lesbian, gay, bisexual, and transgender youth);
K. A sense of connectedness to the school;
L. Access to effective clinical care for mental, physical, and substance abuse disorders; or
M. Restricted access to firearms; guns unloaded and locked; ammunition stored separately and locked; and
N. Limited access to medication (over the counter and prescriptions); and limited access to alcohol or other illicit drugs.

See the Centers for Disease Control and Prevention (CDC)’s Healthy Youth: School Connectedness for strategies for increasing protective factors in youth.

[bookmark: _Toc40959579][bookmark: _Toc40967224][bookmark: _Toc40967695][bookmark: _Toc40968571][bookmark: _Toc40969229]Social Connectedness and Support
Social support and connection are key protective factors against suicide. Positive and supportive social relationships and community connections can help buffer the effects of risk factors in people’s lives. In 2011, the Centers for Disease Control and Prevention (CDC) identified promoting connectedness as its strategic direction for preventing suicide.  The CDC defines connectedness as “the degree to which a person or group is socially close, interrelated, or shares resources with other persons or groups.” Connectedness can include:
· Connectedness between individuals (e.g., friends, neighbors, co-workers);
· Connectedness among family members;
· Connectedness to community organizations (e.g., schools, faith communities); and
· The connection of groups (e.g., cultural, religious or minority groups) to their cultural traditions and history).
Studies have found that rates of suicidal thoughts and suicide attempts were higher in schools where students had fewer friends and friendships were concentrated among fewer students. Rates of suicide attempts were also higher in schools where students lacked close connections to adults. In schools where close friends had bonds with the same trusted adult, attempt rates were lower (Wyman, P.A. et al., 2019). 
Connectedness and support can be enhanced through programs directed at specific groups, as well as through activities that support the development of positive and supportive communities in general. Strategies for enhancing connectedness may include:
· Creating trusting and caring relationships that promote open communication among administrators, teachers, staff, students, families, and communities;
· Providing professional development and support for teachers and other school staff to enable them to meet the diverse cognitive, emotional, and social needs of students;
· Creating decision-making processes that facilitate student, family, and community engagement; academic achievement; and staff empowerment;
· Supporting the development of relationships between youth and positive adults in their lives (e.g., teachers, coaches);
· Providing education and opportunities to enable families to be actively involved in their children’s academic and school life;
· Providing students with the academic, emotional, and social skills necessary to be actively engaged in school; and
· Creating and sustaining peer-delivered services and support groups.
[bookmark: _Toc40954213][bookmark: _Toc40959580][bookmark: _Toc40967225][bookmark: _Toc40967696][bookmark: _Toc40968572][bookmark: _Toc40969230]Enhance Life Skills and Resilience
Life skills are a key protective factor for suicide and include critical thinking, stress management, conflict resolution, problem-solving, and coping skills. Activities that enhance these skills can help people as they face new challenges, such as economic stress, divorce, physical illness, and aging.
Resilience is a related concept that includes traits such as a positive self-concept and optimism in addition to life skills. It is sometimes described as the ability to adapt to stress and adversity.  The following are considerations for enhancing life skills & resilience.
· Teach mindfulness and stress reduction skills.
· Provide information about self-help tools and apps that promote coping.
· Identify common stressors affecting students and offer skill-building sessions designed to prevent or minimize their occurrence.
· Create an institutional culture that promotes and encourages qualities such as empathy, optimism, support, and forgiveness.
· Implement curricula for life skills and classroom behavior management.
· Provide resources and information to help people cope with life transitions.
· Encourage and support staff in modeling life skills and resilience.
[bookmark: _Toc40969231]School-Wide Awareness and Best Practices 
Schools should provide their school community with resources and guidance for enhancing awareness of issues related to suicide and other forms of self-harm. Both SAMHSA and the National Association of School Psychologists (NASP) advocate for the use of multi-disciplinary teams for planning and coordination of suicide prevention programs as well as response to crisis situations.  
Effective suicide prevention, intervention and postvention programs require understanding, support, commitment and engagement from all members of the school community.  Any prevention plan should include the methods available for school staff, students, teachers, staff, parents/guardians, and community members to report concerning behaviors. School divisions may consider the use of a reporting system, such as SaySomething or Safe2Tell that provide an anonymous way for students, parents, school staff, and community members to report concerns regarding their safety or the safety of others.

[bookmark: _heading=h.tyjcwt]Schools should be continually engaged in suicide prevention activities throughout the year. Student and community messaging can occur through a variety of mediums including posters, social media campaigns, school announcements, and bulletin boards. The Virginia Department of Health’s Suicide Prevention Electronic Toolkit for Schools includes a variety of resources for awareness programming. Schools work to create a culture of caring through a three-pronged approach of 1) staff training, 2) student awareness and reporting, and 3) the social and emotional learning supports. 
[bookmark: _Toc40959582][bookmark: _Toc40967227][bookmark: _Toc40967698][bookmark: _Toc40968574][bookmark: _Toc40969232]Training and Awareness for School Administration and Staff Professional Development for School Staff
Staff trainings should be conducted by trained mental health professionals (such as school counselors, school psychologists, school social workers, or community mental health personnel). When trainings are provided by an outside agency or program, school-employed mental health professionals should be involved in the design and delivery to ensure alignment to with local policies and procedures.

Professional development for staff suicide prevention and awareness should include the following components:
· Cultivating a positive school climate with connections between students and adults who are approachable, trustworthy, helpful, and good role models for self-care; and trusted.
· Enhancing awareness of youth mental health and suicide concerns and trends and the role that schools play in prevention and early intervention;
· Identifying and addressing common myths about suicide;
Understanding protective factors;
· Recognizing risk and protective factors, at-risk groups, and warning signs of youth suicide;
· Responding to students and procedures for reporting concerns; (emphasis on immediate referrals and student supervision);
Providing a brief overview of the threat assessment process (including re-entry plans);
Identifying mental-health resources in building and community; and
· Understanding the suicide risk assessment process, including safety planning; and
· Enhancing awareness of in school and out of school mental-health resources.

The following resources can assist staff in understanding their unique roles in suicide prevention: 
· The Role of Teachers in Preventing Suicide, and 
· The Role of High School Mental Health Providers in Preventing Suicide,
· The School Nurse’s Role in Behavioral/Mental Health of Students,
· School Administrators, and
· All Educators.
For more additional information on the role of school staff in suicide prevention, please visit VDOE’s Suicide Prevention webpage.

[bookmark: _Toc40959583][bookmark: _Toc40967228][bookmark: _Toc40967699][bookmark: _Toc40968575][bookmark: _Toc40969233]from the Suicide Prevention Resource Center, are helpful to better understand the  Additionally, the Virginia Department of Health (VDH) provides free brochures for teachers, parents, and peers about suicide prevention. 

Training for Suicide Risk Staff Development for Threat Assessment Teams

In addition to the training for all staff, sSchool-based mental health professionals (i.e. school counselors, school psychologists, and school social workers) and staff who will conduct suicide risk and participate in threat assessments for suicide need regular additional annual training specific to standards, methods, and resources for effective assessment. Additionally, refresher training should occur on an annual basis throughout the year and be reviewed after each threat assessment. Reviews should consider accuracy and lessons learned.
Suicide risk threat assessment team training for threats to self should include the following: 
· Discussion about the implementation process for assessment;
· Opportunities to discuss:
· Table-top case studies,
· Factors that may complicate the assessment procedure,
· Roles and responsibilities in the process,
· Family engagement, and
· Student reentry;
· Opportunities to practice:
· Student interviewing and
· Completing forms and plans;
· Documentation procedures;
· Resource mapping of available mental-health supports (both inside and outside of the school setting); and
· The school’s crisis plan for postvention response.
[bookmark: _Toc40959584][bookmark: _Toc40969234]Student Suicide Prevention Education
In Health education courses, students are introduced to concepts, such as mental illness and depression in the (2020 Proposed Health Education Standards of Learning). Students learn about different emotions and how to respond to them, identify the mental health providers that are in the school, and when to seek support. 
Suicide prevention education programs expand on those concepts. Students learn about suicide, its warning signs, and how to seek help for themselves or others. Suicide prevention information provided for students should be selected very carefully and utilize evidence-based programs. Suicide risk assessment teams, including division or sSchool-based mental health professionals should be involved in the selection and delivery of any suicide prevention programs provided to students. School teams should regularly assess such suicide prevention programs to ensure their effectiveness and relevance. 

Suicide is best discussed in a classroom setting being led by a mental health professional with the teacher present and attentive. Consideration should be made for encouraging student engagement, including opportunities for student questions, and monitoring of student reactions. Therefore, school assemblies on suicide alone are not considered best practice. 

Student suicide prevention programs should help students:
· Identify risk factors and warning signs of suicide in self and others;
· Develop coping strategies;
· Identify trusted adults in the school and community that can help;
· Reduce stigma associated with mental illness;
· Identify and address common myths about suicide;
· Incorporate social emotional learning; and
· Build protective factors.

In accordance with Code of Virginia § 22.1-207.2:1. Virginia Code , “school division policies must ensure that parents have the right to review materials that contain graphic sexual or violent content used in any suicide prevention program and that the parent of the child participating shall be provided written notice of his right to review the material and his right to excuse his child from participating in the part of such program utilizing such material.”
[bookmark: _Toc40959585][bookmark: _Toc40969235]Suicide Prevention Education for Families & Communities 

Families and communities play an important role in suicide prevention. When communities have knowledge about the risks of suicide, protective factors that reduce risk, and resources, they can support vulnerable youth and promote building social connectedness.
Community and family suicide prevention programs should help participants:
· Identify risk factors and warning signs of suicide;
· Identify protective factors;
· Identify mental health resources in the school and in the community;
· Identify procedures for obtaining assistance for suicidal students both at school and in the community (including local emergency services contact information);
· Reduce stigma associated with mental illness;
· Identify and address common myths about suicide;
· Learn to talk to children about suicide; and
· Learn how to reduce teenagers' access to lethal means (e.g., locking up firearms and storing medication safely). Lethal means safety programs, such as Lock and Talk are available and may be used.
[bookmark: _Toc40969236]Comprehensive Prevention Strategies 
[bookmark: _heading=h.ihv636]According to guidance developed under SAMHSA leadership with input from experts in the field of youth suicide prevention, “Whenever possible, community suicide prevention efforts should begin with a strategic planning effort that assesses the local context and the available resources to address the problem. Due to the nature of suicidal behaviors, the strategic planning process should result in a comprehensive prevention approach.” SAMHSA provides recommendations to be considered when implementing school-based suicide risk screening. The following strategies are part of a comprehensive approach to suicide prevention and should be included in training programs. 
[bookmark: _Toc40959587][bookmark: _Toc40967232][bookmark: _Toc40967703][bookmark: _Toc40968579][bookmark: _Toc40969237]Mental Health Screening Students
Mental health screening and practices could be incorporated into any existing school-wide initiatives, such as Positive Behavioral Intervention Supports (PBIS) or Virginia Tiered Systems of Supports (VTSS). Implementing a tiered approach to screening and intervention of mental health concerns may reduce negative outcomes. SAMHSA's Ready, Set, Go provides additional guidance for mental health screening in schools.

[bookmark: _heading=h.32hioqz]Screening programs. A questionnaire or other screening instrument is given to all students to identify students that may require further assessment and treatment. Repeated assessments can be used to measure changes in attitudes or behaviors over time, to test the effectiveness of a prevention strategy, and to detect potential suicidal behavior. Examples of evidence-based screening measures are included on VDOE’s Suicide Prevention webpage.

[bookmark: _Toc40959588][bookmark: _Toc40967233][bookmark: _Toc40967704][bookmark: _Toc40968580][bookmark: _Toc40969238]Recognize Risk Factors for Suicide 
Suicide Rrisk factors are characteristics or conditions that increase the chance that a person may try to take his or her life. Suicide risk tends to be highest when someone has several risk factors at the same time. The likelihood of an attempt is highest when factors are present or escalating, when protective factors and healthy coping techniques have diminished, and when the individual has access to lethal means. Suicide is associated with several risk and protective factors. Suicide, like other human behaviors, has no single determining cause, and considering multiple levels of focus from the individual, relationship, community, and society is a useful framework for viewing and understanding suicide risk and protective factors.

(The above risk factors are from 
Preventing Suicide: A Technical Package of Policy, Programs, and Practices by the Centers for Disease Control and Prevention states that rRisk Ffactors can exist at any, some, or all of the following levels:
1. Individual level: history of depression and other mental illnesses,
hopelessness, substance abuse, certain health conditions, difficulty adjusting during transitional periods, previous suicide attempt, bullying, violence victimization and perpetration, and genetic and biological determinants;
2. Relationship level: history of high conflict or violent relationships, sense of isolation and lack of social support, family/loved one’s history of suicide, and financial and work stress;
3. Community level: inadequate community connectedness, barriers to health care (e.g., lack of access to providers and medications); and
4. Societal level: availability of lethal means of suicide, unsafe media portrayals of suicide, and stigma associated with help-seeking and mental illness.

[bookmark: _heading=h.1hmsyys][bookmark: _Toc40959589][bookmark: _Toc40967234][bookmark: _Toc40967705][bookmark: _Toc40968581][bookmark: _Toc40969239]Identify and Monitor Vulnerable Student Populations

It is important for school divisions to be aware of vulnerable student populations that are at elevated risk for suicidal behavior as these students may require additional resources and/or supports. For students within vulnerable populations, building protective factors through social emotional learning or other targeted practices may help them develop strategies to reduce their risk of suicide. Vulnerable populations are based on various factors that may include, but are not limited, to those described below. 

[bookmark: _Toc40959186][bookmark: _Toc40959590][bookmark: _Toc40967235][bookmark: _Toc40967706]Youth living with mental health and/or substance use disorders 
While the large majority of people with mental health disorders do not engage in suicidal behavior, people with mental health disorders account for more than 90 percent of deaths by suicide. Mental health disorders, especially in particular depression or bipolar (manic-depressive) disorder, alcohol or substance abuse, schizophrenia and other psychotic disorders, borderline personality disorder, conduct disorders, and anxiety disorders are important risk factors for suicideal behavior among young people. School staff may play a pivotal role in recognizing and referring students to treatment that may reduce risk.

[bookmark: _Toc40959187][bookmark: _Toc40959591]Youth in out-of-home settings 
Youth involved in the juvenile justice or child welfare systems have a high prevalence of many risk factors for suicide. Young people involved in the juvenile justice system die by suicide at a rate about four times greater than the rate among youth in the general population. Though comprehensive suicide data on youth in foster care does not exist, one researcher found that youth in foster care were more than twice as likely to have considered suicide and almost four times more likely to have attempted suicide than their peers not in foster care.

[bookmark: _Toc40959188][bookmark: _Toc40959592]Youth experiencing homelessness 
For youth experiencing homelessness, rates of suicide attempts are higher than those of the adolescent population in general. These young people also have higher rates of mood disorders, conduct disorders, and post-traumatic stress disorder. One study found that more than half of runaway and homeless youth have had some kind of suicidal ideation.

[bookmark: _Toc40959189][bookmark: _Toc40959593]American Indian/Alaska Native (AI/AN) youth 
In 2009, the rate of suicide among AI/AN youth ages 15-19 was more than twice that of the general youth population. Risk factors that can affect this group include substance use, discrimination, lack of access to mental health care, and historical trauma. 

[bookmark: _Toc40959190][bookmark: _Toc40959594]LGBTQ (lesbian, gay, bisexual, transgender, queer or questioning) youth 
The CDC finds that LGBTQ youth are four times more likely, and questioning youth are three times more likely, to attempt suicide as their straight peers. The American Association of Suicidology reports that nearly half of young transgender people have seriously considered taking their lives and one-quarter report having made a suicide attempt. Suicidal behavior among LGBTQ youth can be related to experiences of discrimination, family rejection, harassment, bullying, violence, and victimization. For those youth with baseline risk for suicide (especially those with a mental disorder), these experiences can place them at increased risk. It is Tthese societal factors, in concert with other individual factors such as mental health history, and not the fact of being LGBTQ, which elevate the risk of suicidal behavior for LGBTQ youth.

[bookmark: _Toc40959191][bookmark: _Toc40959595]Youth bereaved by suicide
Studies show that those who have experienced suicide loss, through the death of a friend or loved one, are at increased risk for suicide themselves.

[bookmark: _Toc40959192][bookmark: _Toc40959596]Youth living with medical conditions and disabilities
A number of Several physical conditions are associated with an elevated risk for suicidal behavior. Some of these conditions include chronic pain, loss of mobility, disfigurement, cognitive styles that make problem solving a challenge, and other chronic limitations. Adolescents with asthma are more likely to report suicidal ideation and behavior than those without asthma. Additionally, studies show that suicide rates are significantly higher among people with certain types of disabilities, such as those with multiple sclerosis or spinal cord injuries. 

[bookmark: _Toc40959193][bookmark: _Toc40959597]Youth in Military families youth
A large study in California found that adolescents with parents or siblings serving in the military are at increased risk for suicidal ideation, feeling sad or hopeless, and depression. These risks increase if the family members in the military are deployed. The deployment of a family member was associated with a further increase in the likelihood of an adolescent’s feeling sad or hopeless, or of experiencing depressive symptoms. The authors report that “among ninth and eleventh graders, reporting two or more family member deployments was associated with a 34 percent increase in the odds of suicidal ideation compared with those with no deployment experience.” (Benbenishty, R., et al. 2014.)

[bookmark: _Toc40959194][bookmark: _Toc40959598]Youth impacted by bullying
[bookmark: _heading=h.41mghml]The relationship between bullying and suicide is highly complex, as is the relationship between suicide and other negative life events. Research indicates that persistent bullying can lead to or worsen feelings of isolation, rejection, exclusion and despair, as well as depression and anxiety, which can contribute to suicidal behavior in those at-risk.
[bookmark: _Toc40959599][bookmark: _Toc40967236][bookmark: _Toc40967707][bookmark: _Toc40968582][bookmark: _Toc40969240]Know the Warning Signs for Suicide and Self Harm 
Warning signs are signs and indicators that someone may be in danger of harming themselves and requires an immediate referral for a suicide risk assessment and appropriate intervention. to the threat assessment team. Warning signs can include, but are limited to:
· Talking/writing about or making plans for ending their life/suicide;
· Expressing hopelessness about the future;
· Displaying severe/overwhelming emotional pain or distress; 
· Attempting to acquire lethal means (i.e., gun, pills, rope); and
· Showing worrisome behavioral cues or marked changes in behavior, which could include:
· Withdrawal from or changing in social connections/situations;
· Changes in sleep (increased or decreased);
· Anger or hostility that seems out of character or out of context; and
· Recent increased agitation or irritability. 

A suicide attempt or suicidal behavior is a serious warning sign. This can include self-injurious behavior for which there is evidence that the person had at least some intent to kill himself or herself. A mixture of ambivalent feelings such as a wish to die and desire to live is a common experience with most suicide attempts. Therefore, ambivalence is not indicative of a less dangerous warning sign. Developing a plan or strategy for suicide, gathering the means for a suicide plan, or any other overt action or thought indicating intent to end one’s life is considered suicidal behavior. 

Suicidal ideation is another warning sign for which teams should to be aware of. This is when a person is thinking about, considering, or planning for self-injurious behavior, which may result in death. A desire to be dead without a plan or intent to end one’s life is considered suicidal ideation and should be taken seriously. 
· [bookmark: _heading=h.2grqrue]Recognize Self-harm Behaviors 
     
[bookmark: _heading=h.vx1227]Non-suicidal self-injury (NSSI) is defined as directly and intentionally inflicting damage to one’s own body without suicidal intent. The most common form of NSSI is self-cutting, but other forms include burning, scratching, hitting, intentionally preventing wounds from healing, and other similar behaviors. Self-harm is behavior that is self-directed and deliberately result in injury or the potential for injury to oneself. It may can be categorized as either non-suicidal or suicidal. Although self-harm often lacks suicidal intent, youth who engage in self-harm are more likely to attempt suicide. The risk of both suicide attempts and suicide is significantly higher in those who have engaged in NSSI. Among those with a history of NSSI, 70 percent have attempted suicide at least once and 55 percent have attempted suicide several times. While non-suicidal self-injury is associated with higher risk of suicide, it is in and of itself not necessarily the same as a suicide attempt.
[bookmark: _Toc40959600][bookmark: _Toc40967237][bookmark: _Toc40967708][bookmark: _Toc40968583][bookmark: _Toc40969241]Plan for Key Transitional Periods
When students return to school after a threat assessment or after hospitalization, threat assessment teams must bridge the transitions from inpatient care, emergency department, primary care, or home to school. This transition is discussed in great detail in the “Supporting Students Returning to School after Treatment” section.
There is a need to expand suicide prevention efforts during transition periods from one school to another (due to either grade promotion or relocation). During these transitions, protective factors such as access to supportive adults or peer groups may be unintentionally removed. Schools should discuss how they can communicate with receiving schools during these transitions to ensure that students who have been at-risk of suicide in the past are monitored or provided supports.  Young adults (i.e., late high school into post-secondary or college) experience a substantially higher suicide rate. More prevention efforts should be targeted toward young adults at high risk for suicide. 


[bookmark: _Toc40969242]Section II: Suicide Intervention
[bookmark: _Toc40969243]Conducting a Suicide Risk Threat Assessment for Suicide 

The purpose of conducting a suicide risk assessment is to determine if a student poses a risk for harming themselves and is in need of additional intervention or support. The assessment should be comprehensive and include the student’s risk factors, behaviors, protective factors, and circumstances within the school or community that may be contributing to the risk, as well as input from parent(s)/guardian(s) and other relevant adults or peers.

Many guidelines for school-based programs (e.g., SAMHSA, NASP, etc.) advocate for a multi-disciplinary approach to the suicide prevention and intervention processes.  Schools that have not already done so, should consider the development and implementation of a multi-disciplinary suicide risk assessment team. School mental health professionals, in conjunction with community-based professionals, as appropriate, have primary responsibility for the direct assessment and crisis intervention with the student.  However, other staff can assist mental health professionals in a variety of ways including, but not limited to:
1. Gathering information to support a comprehensive assessment of the situation;
2. Helping to rule out the presence of other concerns (in addition to the potentially suicidal behavior);
3. Facilitating notifications to parents/guardians;
4. Providing support to staff and peers impacted by the student’s behavior; and 
5. Identifying strategies to address factors that may be contributing to the student’s risk, such as bias, harassment or bullying.  
[bookmark: _Toc40954222]The Virginia Department of Education (VDOE) and the Virginia Center for School and Campus Safety (VCSCS) recognize the broad diversity across school divisions in terms of differing concerns, needs, staffing and resources to address these challenging issues.  To that end, schools are encouraged to implement and utilize processes that minimize gaps in identification, assessment and intervention with students who may pose a threat of harm to self, and that build an effective nexus of communication, collaboration and coordination with existing threat assessment and management processes.
Localities may choose to create division-wide or school-based suicide risk assessment Crisis Response teams or assign those duties to existing team(s). As all public schools in Virginia are statutorily mandated to have threat assessment teams, which already have some duties related to student self-harm, and similar school personnel, schools may use their threat assessment teams in this capacity. 

When an individual makes a threat or engages in concerning communications or behaviors that suggest the likelihood of a threatening situation, the school division’s Threat Assessment Guidelines shall be followed. The goal of the threat assessment process is to take appropriate preventive or corrective measures to maintain a safe and secure school environment, to protect and support potential victims, and to provide assistance, as needed, to the individual being assessed. The Suicide Prevention guidelines are meant to serve in conjunction with the Threat Assessment in Virginia's Public Schools: Model Policies, Procedures, and Guidelines, and are intended to offer additional guidance to school threat assessment teams when addressing threats to self.
[bookmark: _heading=h.2u6wntf][bookmark: _Toc40959603][bookmark: _Toc40967240][bookmark: _Toc40967711][bookmark: _Toc40968586][bookmark: _Toc40969244]Staff Qualifications for Conducting a Threat Assessment for Suicide
In accordance with § 22.1-79.4. of the Code of Virginia, the threat assessment team should include personnel with expertise in counseling (e.g., a school counselor, a school psychologist, and/or a school social worker), instruction, school administration (e.g., a principal or other school administrator), and law enforcement (typically a school resource officer). Other staff, such as school nurses, community services board counselors, therapeutic day treatment counselors, or other community members may serve as regular members of the team, or they may be consulted during the threat assessment process, as appropriate, and as determined by the team. 
[bookmark: _heading=h.19c6y18][bookmark: _Toc40959604][bookmark: _Toc40968587][bookmark: _Toc40969245]Assessment Steps Components of Suicide Risk Assessment 

The following is a list of key components in the suicide risk assessment process. In some cases, not all components will be necessary and the order in which each component is carried out may vary depending on the nature of the situation. This list is not meant to be prescriptive, instead it is meant to outline a systematic and comprehensive approach to the risk assessment process. 
There are six steps when completing a threat assessment for suicide:
[bookmark: _Toc40954225][bookmark: _Toc40959605][bookmark: _Toc40967242][bookmark: _Toc40967713][bookmark: _Toc40968588][bookmark: _Toc40969246]Identify Student of Concern is Referral

When a student is identified as at-risk, potentially suicidal, or engaging in an attempt or act of self-harm, the student shall be seen by a mental health professional as soon as possible.  The mental health professional, such as a school psychologist, school counselor, school social worker, or community mental health provider should conduct a preliminary assessment within the same school day to assess risk and facilitate referrals as necessary. The student should be continuously supervised to ensure their safety until the assessment process is complete.
When a student is referred due to threats to self, the student will remain supervised for their safety and be seen by a mental health professional on the same school day to assess risk and facilitate a referral for mental health intervention. A school based or community based mental health professional may complete the risk assessment, depending on the available resources.
A referral is received by a member of the Threat Assessment team. A student may be referred to the suicide risk  threat assessment team by any of the following sources, but not limited to:
· Teacher or other staff member;
· Parent(s)/guardian(s) or other family members;
· Another student;
· School nurse;
· Administrator;
· Community member;
· Student self-referral; or
· Suicide screening process.

From the initial report or indication of concern, obtain as much detail as possible about the nature of the concern, and any information about any immediate risks to safety.

The student of concern should be escorted to a safe and private location where a trained mental-health professional can conduct a student interview. If a mental-health professional is not immediately available, the student should remain supervised until the interview can be initiated. School administration should be notified that a suicide risk assessment has begun; however, they should not be directly involved in or present during the student interview.

Note: Each school division should have a policy in place to address referrals received after school hours. If no such policy is in place, and a concern arises after school hours, school staff should contact the parent/guardian. If staff is concerned about the student’s immediate safety and the parent/guardian cannot be reached, then local law enforcement should be notified.

[bookmark: _heading=h.bproblhtzhf5][bookmark: _Toc40954226][bookmark: _Toc40959606][bookmark: _Toc40967243][bookmark: _Toc40967714][bookmark: _Toc40968589][bookmark: _Toc40969247]Student Interview

When conducting a student interview assessment for threats to self, school personnel with expertise in counseling (i.e. mental health professionals) have primary responsibility for the direct assessment of and intervention with the student of concern. This would be done in collaboration and consultation with team members. It is important to note that talking with a student about suicide does not increase the likelihood that they will commit the act. 

When staffing allows, it is preferable for two mental health professionals to conduct tThe student interview. is conducted by one or more of the team members with mental health training. Engaging a student experiencing suicidal thoughts should be done thoughtfully and supportively by team members who have mental health training and who have participated in division level threat assessment training. These personnel may include school counselors, school psychologists, school social workers, and school nurses who have appropriate training. If two mental health professionals are not available, consultation by phone is an appropriate option. In some divisions, student interviews may be conducted by community mental health professionals, if an agreement (i.e., Memorandum of Understanding) has been established. Sample student interview questions are included on VDOE’s Suicide Prevention webpage.

The person conducting the student interview for suicide should ask about both thoughts of harming self and thoughts of harming others. The person conducting the student interview should be sensitive to the student’s cultural and religious beliefs. The student interview should include questions to determine:
· The student’s risk factors, warning signs, and protective factors;
· The student’s intent to carry out suicide as to frequency, duration, and intensity of suicidal thoughts;
· If the student has a plan (When? Where? How?); and 
· If the student has a history of suicide attempts and/or self-injury.
Ideally, the student interview is as collaborative conversation between the mental health professional and student as possible. Part of the role of the mental health professional is to help the student: participate in the conversation, better understand their own thoughts of suicide, and contribute to safety planning. As a result, a person with thoughts of suicide will often uncover uncertainty about dying, connections to life, and reasons to plan for safety (even if only for the short term). These key strategies increase the likelihood that the student will feel personally invested in staying safe. 
[bookmark: _heading=h.dg3vh96f37ks][bookmark: _Toc40954227][bookmark: _Toc40959607][bookmark: _Toc40967244][bookmark: _Toc40967715][bookmark: _Toc40968590][bookmark: _Toc40969248]Assuring Student Safety and Parent/Guardian Contact

Parent contact occurs following the collection and review of the data and the conclusion of the student interview. Code of Virginia 22.1-272.1/, “the parents of any student in imminent risk of suicide, shall, as soon as practical, be contacted.” 
[bookmark: _heading=h.4gboze29hzej][bookmark: _Toc40954228]The parent/guardian should be contacted and interviewed the day the student interview assessment is conducted. 
, to be informed of risk, told the team’s assigned risk level and what that means, and recommended next steps. Parent/guardian contact should be made considered in almost every case, regardless of the outcome of the suicide risk assessment. However, the parent/guardian should not be notified if the student has indicated that the reason for being at risk of suicide relates to parental abuse or neglect. Iinstead, notify the local department of social services should be notified (Code of Virginia 22.1-272.1/). 
The parent/guardian should be interviewed to gather background information, observations, family history, and other pertinent information. Also, the interview should gauge the parent/guardian’s ability and intent to follow recommendations necessary to keep the student safe. 
Consider whether information from the parent/guardian interview changes the preliminary determination of risk. For example, if the parent/guardian has seen concerning behaviors at home, that may help determine the team’s determination of risk level. Participation by the School Resource Officer (SRO) can be helpful to assist with educating families about lethal means safety.

[bookmark: _heading=h.jfhceuszpj27][bookmark: _Toc40954229]Teams should always err on the side of caution when considering end-of-day transportation. If a student is at-risk for suicide, they should not be sent home until contact is made with a parent or guardian that can ensure they are supervised. It should also be considered if sending the student home via their normal transportation mode is a safe option or whether a parent/guardian needs to pick them up. 
Parent/guardian notification should be documented. A sample parent notification form is provided on VDOE’s Suicide Prevention webpage. 
[bookmark: _heading=h.3tbugp1]Parent/guardian Agreement Form
A parent/guardian agreement notification form should be used with every student that has been assessed to be at risk for suicide and should include:
· Student’s name, date of birth, and grade;
· Parent(s)/guardian(s) name and phone number(s);
· Date of the student interview threat assessment for suicide;
· Name(s) of the person(s) who conducted the student interview;
· Mental health referral information, if made;
· The steps that the parent/guardian is taking to keep the student safe;
· Emergency contacts outside of school, in case of a crisis; 
· School and community resources; and 
· Parent’s/guardian’s signature.

When families are notified of suicide risk, this is an opportunity to educate them about suicide risk factors, community resources, lethal means safety, and other relevant safety information that should be considered. A copy of the parent/guardian agreement notification form should be given to the parent and the original should be maintained in a confidential location outside of the student’s cumulative record. 

included with the threat assessment paperwork. In accordance with § 54.1-2969., students are able to provide consent for their own mental health treatment. 
The form could also include school and community resources and follow-up interventions. 
This form may be useful any time with any threat assessment, if any the team would like to have documentation about what it has been shared with the parent(s)/guardian(s) and if there are specific safety factors that the parent is agreeing to do, such as securing their home by removing or locking up weapons and medications.
[bookmark: _Toc40954230][bookmark: _Toc40959608][bookmark: _Toc40967245][bookmark: _Toc40967716][bookmark: _Toc40968591][bookmark: _Toc40969249]Gather Information and Team Consultation Data Collection. 

Conducting a suicide risk threat assessment is a team process, which requires the expertise of many professionals. Suicide risk assessment team members can include:
· Mental health professionals, such as school counselor(s), school psychologist(s), school social worker(s);
· Administrators;
· School nurse;
· School Resource Officer (SRO); and
· Other trained school-staff.

There may be several parts included in data collection, depending on the situation. In addition to the student interview and parent/guardian interview, parent/guardian notification form, the team will determine the need for additional information to gather, which may include further review of student records, school clinic records, and attendance; and interviews with staff and/or peers, parents/guardians, and others as warranted by the situation. These data collection elements Any additional gathering of information should be deemed essential to determining the risk level of the student and be balanced with maintaining privacy rights to the extent possible. This information can be compiled by any member of the suicide risk threat assessment team. 
Team consultation is necessary in order to review the information and data collected to make a preliminary determination of risk level threat. Some situations may require that the full team be convened to support a thorough review. It is best practice for the team to consult the same day as the student interview. however, the following school day may be appropriate as long as steps have been taken to ensure the student’s safety.

Following the collection of data, the team should reconvene to assess threat level, involve appropriate persons, and determine appropriate interventions for the identified student.
The team discusses impressions and ideas and determines if more information is needed. First, Always assure the safety of the student. Have another adult observe the student at all times if the team feels the student is at risk for self-harm. If the team determines that a student is at-risk for suicide, they should not be sent home until contact is made with a parent or guardian that can ensure they are supervised. Teams should also consider if sending the student home via their normal transportation mode is a safe option or whether a parent/guardian needs to pick them up. 
Review the data collected with the team. Team members not in the building can be included or consulted through phone or virtually. Best practice is to include another colleague of another discipline (social worker, psychologist, and counselor) in the case consultation. This may also include community mental health professionals, if agreements have been established. Discuss impressions and ideas. Determine if more information is needed.
The team should determine which member will serve as the case manager. The case manager will ensure that all necessary assessment components of the threat assessment for suicide, including the re-entry meeting (if needed) are completed and will serve as a liaison between the student/family and school staff. Thus, the identified case manager needs to be someone available to the student in the school setting. Additionally, the case manager should be someone with proficient training in suicide risk assessment and crisis intervention; likely a school counselor, school psychologist, or school social worker. 

Conducting a threat assessment is a team process, which requires the expertise of many professionals. A threat assessment for suicide process includes multiple assessment interviews with the individual making the suicide threat, witnesses, teachers, parents, and others as determined by the team. Best practice is to have two mental health professionals conduct the student interview; however, this may not always be possible. If two staff members are not available, then a phone consultation, while not ideal, is permissible. 
[bookmark: _Toc40954231][bookmark: _Toc40959609][bookmark: _Toc40967246][bookmark: _Toc40967717][bookmark: _Toc40968592][bookmark: _Toc40969250]Determine Risk Level

Evaluate the information gathered to determine whether the student poses a risk of harm to themselves. The risk levels guidelines below are intended to assist with decision-making and are aligned with the Threat Assessment in Virginia's Public Schools: Model Policies, Procedures, and Guidelines. School divisions may choose to use a different suicide risk model when evaluating levels of risk. Whatever framework is used, staff should be well trained in its use and use the model consistently. Always decide the risk threat with another professional who is familiar with the student or has mental health experience. Always err on the side of safety and prevention and when in doubt, choose the higher risk level.
[bookmark: _heading=h.28h4qwu][bookmark: _Toc40959610][bookmark: _Toc40969251]Determine the      Overview of Risk Levels

Take every warning sign or threat of self-harm seriously.

No risk: The student does not appear to pose a threat of violence or serious risk of harm to self. There are no significant risk factors or warning signs observed and protective factors are in place and stable.

Students with no risk of suicide may be This may be the outcome when a student is identified or referred regarding something the student says or writes that is construed as a threat to self. The assessment reasonably concludes may suggest that any such comment was taken out of context, and there is no indication of a mental health concern ideation, intent, or suicidal behaviors. The student is connected socially, is well supported by his family, and teachers report no concerns. The parent(s)/guardian(s) should be contacted.* 

Low risk: The student does not appear to pose a threat of violence or serious risk of  harm to self and there are no warning signs or identified intent to act.  Protective factors are in place and stable.  Any needs for assistance or underlying issues are being addressed.

Students with a low risk of suicide display warning signs of suicide and/or express thoughts of killing themselves with no intent to act on these thoughts. The threat is vague or indirect.  For example, the student may say, “I just want to die” or “I wish I were never born.'' The threat is implausible or lacks detail. For example, the student may say, “I will take an overdose of three aspirins.”  You feel the threat was The assessment indicates that any comments regarding self-harm were made without thought, or planning, or intent. The student is connected socially, and has a good support system, but there may be mental health concerns. A safety plan should be developed, the parent(s) contacted, and mental health intervention as needed. A support plan should be developed and the parent(s)/guardian(s) should be contacted.*

Moderate Medium risk: The student does not appear to pose a threat of violence or serious risk of harm to self at this time, but exhibits behaviors that indicate a continuing intent and potential for future violence or serious harm to self/others; and/or exhibits other concerning behavior that requires intervention.

Students with a moderate risk of suicide could display suicidal ideation or behavior with an intent or desire to die. There may be more specific planning, but without the preparation or observed intent to act on the ideation, or at least, not in the short term. There is a more direct and concrete threat but it does not seem like something the student will act on. For example, the student may say, “I thought about hanging myself, but I don’t want to die.” The student may have given some thought about how to carry out the threat, but no clear steps have been taken or planned. For example, the student may say, “My dad has a gun but I don’t know where the bullets are or how to load it” or “I don’t know what will happen tonight because no one will be home.” A safety plan should be developed, the parent(s)/guardian(s) engaged contacted, and the student should be immediately referred for appropriate services immediate crisis counseling or hospitalization.*

High risk: The student appears to pose a threat of violence risk of harm to self, exhibiting behaviors that indicate both a continuing intent to harm and efforts to acquire the capacity to carry out the plan, and may also exhibit other concerning behavior.

Students with a high risk of suicide may perceive little or no availability of support and may have taken steps toward carrying out a plan. For example, the student may say, “I’ve unlocked the window of my third story bedroom and I’m going to jump.” The student could display suicidal ideation or behavior with an intent or desire to die. The student’s threat is direct, specific, and plausible. For example, the student may say, “I’m going to take all of my mom’s pills.” A safety plan should be developed, the parent(s)/guardian(s) contacted*, and the student should be escorted referred to crisis counseling and/or for hospitalization for immediate help. 

Imminent risk: The student appears to pose a clear and immediate threat of serious violence to self and may also exhibit other concerning behavior that requires intervention.

Students at this risk level likely display suicidal ideation with an intent to die. Imminent threat risk indicates that you believe serious violence will happen within the next 24-48 hours if steps are not taken to prevent it. For example, the student may say, “I’m going home today and cutting my wrists,” or “When I get home I will be alone and I am going to get a gun from the gun safe, load it, and shoot myself.” The student may perceive little or no availability of support. A safety plan should be developed, parent(s)/guardian(s) contacted*, and the student should be escorted referred to crisis counseling and/or for hospitalization for immediate help. 

*The parent(s)/guardian(s) should not be notified if the student has indicated that the reason for being at risk of suicide relates to parental abuse or neglect.  In such a case, the local department of social services is contacted instead.

	If at any time during the assessment process, any of the following concerns become apparent, in addition to, or in place of, the concerns of a potential threat to self, then the Threat Assessment Team shall conduct an assessment process that encompasses both threats.
· The student also appears to intend or pose a threat of harm to others.
· The student has engaged in behaviors (e.g., planning or preparation) that would place others at risk of harm, whether intended or not.
In situations where a student is simultaneously posing a threat to others and to self, mental health staff along with administrators and law enforcement must collaborate in the threat assessment team process.


[bookmark: _Toc40969252]Safety Planning, Interventions, and Protective Factors

A safety plan is a list of coping strategies and sources of support developed by the student and parent/guardian, if available, in collaboration with a mental health professional and other available suicide risk assessment team members. As part of the team review, The case manager should ensure that a safety plan is developed immediately or when a student returns to the school setting after treatment.  A sample safety planning form can be found on the VDOE’s Suicide Prevention webpage. The safety plan outlines the steps necessary to keep the student safe from harming themselves and should include:
1. Warning signs that a crisis may be developing;
2. Internal Coping strategies that the student can use;
3. Interventions, supports, or action steps to build protective factors;
4. The people and places that improve the student’s mood and make them feel safe;
5. The trusted people the student can go to for help; in a crisis;
6. Who to contact in an emergency, (The National Suicide Prevention Lifeline 1-800-273-TALK (8255) is available 24 hours a day, 7 days a week);  
7. The immediate steps the student can take during a suicidal crisis; 
8. Resources given to the family; and 
9. Name of the case manager. person assigned to initiate a follow-up or re-entry meeting. 

After the team identifies needed supports, they are listed in the safety transition plan as actions to be taken by the school, parent/guardian, or student. Persons responsible for each action should be named.  The case manager has the responsibility for communicating the plan to other team members and appropriate school staff, monitoring the plan, and reconvening the team for any follow-up meetings monitoring. All participants in the safety planning, sign Team members, parents/guardians, and the student sign the plan and a copy is given to the parent/guardian and student. The plan should be attached and stored with the suicide risk threat assessment, and the case manager may should also keep a copy for student monitoring. 

If the parent/guardian is unable to attend the safety plan meeting, the case manager should follow up with them to ensure that they are aware of the content, supportive measures, action steps, and what to do should they have concerns or there is an escalation in risk.
The student’s safety plan should be shared with the parent/guardian, reviewed so the parent/guardian is aware of the content, and knows what to do should concerns escalate.
[bookmark: _heading=h.37m2jsg][bookmark: _Toc40954234][bookmark: _Toc40959612][bookmark: _Toc40967249][bookmark: _Toc40968595][bookmark: _Toc40969253]Building Protective Factors in a Safety or Intervention Plan
Protective factors are those “environments, supports, and behaviors that act opposite to risk factors. The more protective factors that are present, the less likely a young person is to develop a mental health or substance use disorder.” (Youth Mental Health First Aid Training Manual, 2015, National Council for Behavioral Health and the Missouri Department of Mental Health). When students are identified as having risk factors, there should be efforts to build those students’ protective factors. The skills and strategies that children and teens gain through social and emotional learning (SEL) have been shown to increase protective factors and reduce risk factors associated with suicide. Effective SEL develops skills in problem solving, conflict resolution, nonviolent ways of handling disputes, as well as a sense of connectedness; all of which serve as protective factors for youth against suicide and other self-destructive behaviors during transitions or crises. Further, by implementing SEL in schools, students, teachers, and administrators are more aware of and skilled in identifying and responding to mental health issues when the behavior first presents itself. 
[bookmark: _Toc40954235][bookmark: _Toc40959613][bookmark: _Toc40968596][bookmark: _Toc40969254]Access to Effective Treatment, Care & Support 
A key element of suicide prevention for suicide risk assessment teams is ensuring that individuals with suicide risk have access to community mental health resources. Schools and divisions should work with community mental health providers to develop coordinated systems of care, which includes outlining a clear referral process allowing for timely access to these essential services.
[bookmark: _Toc40959614][bookmark: _Toc40969255]Supporting Students Returning to School after Treatment

School division policies should include procedures for holding a re-entry meeting for any student returning to school following a mental health crisis. The meeting should be scheduled prior to or on the day of the student’s return to school, which may depend upon hospitalization or other interventions. During this meeting the school should either revisit or create a safety plan. The case manager should contact the parent or guardian by phone or letter to arrange the meeting. If by phone, a notification letter should be given to the parent on the day of the meeting. This meeting should also occur when a student returns from a parent/student initiated mental health treatment.
The re-entry team meeting must include the assigned suicide risk assessment case manager and an administrator. Additional team members may include the student, appropriate family member(s), suicide risk assessment team members as well as any out-of-school mental health care providers.	
· School psychologist, school counselor, and/or school social worker;
· School nurse;
· Student;
· School administrator;
· School Resource Officer (if necessary); or
· Mental health care provider (if available).
The purpose of the meeting is to work toward identifying and addressing the issues that led to the crisis and build a strategy to prevent recurrence. The goals of the meeting are to update participants the team on progress and current student concerns, identify the needed supports for the student, and ensure safety for the student. If the team suspects a disability, the student should be referred for section 504 or special education consideration.
Examples of Follow-Up Supports potential supports may include:
· Modify the student’s schedule and course load to relieve stress;
· Work with teachers to allow make-up work to be extended without penalty;
· Arrange for tutoring or any extra academic supports that may be needed;
· Check-in with school counselor and/or other school staff at specified intervals and/or as needed;
· Allow visits to school nurse for medication monitoring; and
· Identify additional community resources for the family.

Schools should develop and maintain relationships with their local providers to assist in the transition of services between school and community. Schools can create an uninterrupted transition of care by facilitating the exchange of information among the various individuals and organizations involved in supporting the student. School staff should secure a release to exchange information with the student’s out-of school mental health provider so the school and the provider can coordinate safety efforts.Individuals at risk for suicide and their support networks (e.g., families) must also be part of the communication process. 
[bookmark: _Toc40969256]Documentation
Each local school division should develop and implement documentation procedures for each threat assessment. The Model Policy Threat Assessment Triage Form (p. 33) in Virginia’s Model Policies for Threat Assessment School divisions should determine a way to consistently document all suicide risk assessments completed. Additionally, school divisions should determine where completed documentation forms are maintained in order to ensure the privacy and confidentiality of the student. School division procedures should include a method to ensure that suicide risk threat assessment documentation follows students through each educational level as appropriate. Records should transfer with the student from elementary to middle and middle to high school. This documentation should not be housed in the student’s confidential educational records. A sample documentation form is provided on VDOE’s Suicide Prevention webpage. Documentation of each suicide risk assessment should include: 
· Student’s identifying information;
· Reason for referral and referral source;
· Date of the assessment;
· Team members who participated;
· Identified case manager;
· Type of threat assessment;
· Assessed risk level/team determination;
· Person who notified the parent/guardian and when;
· Whether or not a safety plan was completed; Safety plan;
· Where the student was referred for crisis or mental health treatment; and
· Resources given to the family.

The flowchart on the following page provides an overview of this process.

[image: https://lh3.googleusercontent.com/pi9OP5WM4mJNSq9-Naq9JqESixOsA5Ve276agBH3f--_7UkUO-qJYWYQTulbk0liumdAg_XDQ0t2oiuGXMsNfHFjRbHNjybuVkfuT_1VdR5B3P2nXeK1Tx3C1qKUHQ]




[bookmark: _Toc40969257]Section III: Postvention, After a Suicide
The loss of a student or staff member to suicide can leave a school community struggling to understand what happened and why. In this situation, the school community needs reliable information, practical tools, and pragmatic guidance to support the school community, protect students, and communicate with the public. School crisis teams must be prepared to respond with empathy, carefully planned supports, and clear messaging. 

A postvention plan is a set of protocols to help the school crisis team respond effectively and compassionately to a death by suicide. Postvention efforts should include immediate, intermediate, and long-term supports for people bereaved by suicide. Each school division’s suicide prevention policy and/or crisis plan should include guidelines for postvention to address school and community needs when a member of the school community dies by suicide. These guidelines should include consistent practices when memorializing students, reducing the potential for suicide contagion, and how student needs will be monitored and addressed. 

The American Foundation for Suicide Prevention (AFSP) After a Suicide: A Toolkit for Schools assists schools in implementing a coordinated response to the suicide death of a student. The following principles guided the development of the toolkit.
· Schools should use consistent practices when memorializing the lives of students. Schools should treat all student death memorials in the same way. For example, if your school has previously planted a tree in remembrance of a student but did not do so for a student who died by suicide, you run the risk of reinforcing the negative association that often surrounds suicide. and may be deeply painful to the deceased student’s family and close friends.
· Children, especially adolescents are vulnerable to the risk of suicide contagion. Suicide contagion is the process by which one suicide death may contribute to another. an increased risk of suicide as a result of exposure to suicidal behaviors within one’s family, one’s peer group, one’s community, or through media. Adolescents and teenagers appear to be more susceptible to imitative suicide than adults, largely because they may identify more readily with the behavior and qualities of their peers. Therefore, it is important not to inadvertently simplify, glamorize, or romanticize the student or his or her death.
· Adolescents Children are also resilient. With the proper information, counseling guidance, and support from school staff, students can learn to cope with the suicide of a fellow student, process their grief, and return to healthy functioning. 
· Suicide has multiple causes. However, a student who dies by suicide was likely struggling with significant concerns, such as a mental health condition, that caused substantial psychological pain even if that pain was not apparent to others. But it is also important to understand that most people with mental health conditions do not attempt suicide.
· Help should be available for any student who may be struggling with mental health issues or suicidal feelings. 
· Postvention efforts need to consider the cultural, religious, and spiritual diversity of those affected by a suicide.
[bookmark: _Toc40969258]Developing a Crisis Response 

Each school’s crisis team should develop a plan to guide the school’s response following a death by suicide. Ideally the team will be a combination of administrators, counselors, social workers, psychologists, nurses, school resource officers or local/state law enforcement. Due to their training, skills and ability to work compassionately and effectively under pressure, school mental health professionals should always be included on the crisis team; this is especially important when responding to a death by suicide. The crisis team should meet immediately following news of the death by suicide and implement the plan, which may include the steps listed below.

[bookmark: _Toc40959618]Verifying the Facts, Confirming a Death 
The team will attempt to confirm a reported death and ascertain the cause of death as determined by the medical examiner or as reported by the family of the deceased, local hospital, and/or law enforcement agency. Staff will confirm the death and determine the cause of death through communication with a coroner’s office, local hospital, the student’s parent or guardian, and/or police department. Even when a case is perceived as being an obvious instance of death by suicide, it should not be labeled as such until after a cause of death ruling has been made. If the cause of death has been confirmed as suicide, but the parent or guardian not permit the cause of death to be disclosed, the school will not share the cause of death but will use the opportunity to discuss suicide prevention with students.

[bookmark: _Toc40959619]Communicating with the family
As soon as practicable, Tthe school principal or designee designated member(s) of the crisis team should contact the family. That person should express sympathy as they would for any sudden death. The contact person may should ask what the school can share about the student’s death. If the family is unwilling or not ready to share, help the family craft a message that they do want released in order to minimize rumors, misinformation, and speculation. 
“Although the fact that a student has died may be disclosed immediately, official information about the cause of death should not be disclosed to students until the family has been consulted. The need to share information should be carefully balanced with honoring the family’s request. Therefore, the school may choose to initially release a more general, factual statement without using the student’s name if the family does not give permission (e.g. “We have learned that a ninth-grade student died over the weekend.” or “The family has requested that information about the cause of death not be shared at this time.”) (After a Suicide: A Toolkit for Schools, AFSP, 2018)

Acknowledge that this is a great tragedy and assist them in understanding that the school community shares their grief and wants to offer support, which may include: that crafting a message about the cause of death will help their child’s friends who are suffering.
· Asking what the school can do to support them;
· Asking what the school can do to support siblings;
· Discussing concerns they may have for siblings, friends, or acquaintances and following up accordingly; and
· Inquiring about funeral/memorial arrangements.

[bookmark: _Toc40959620]Assessing the Impact and Response Preparation
The crisis team will meet to prepare the postvention response, to consider how severely the death is likely to affect other students, and to determine which students are most likely to be affected. The crisis team should will also consider the cumulative impact of how recently other traumatic events that may have impacted have occurred within the school community and the time of year of the suicide.
The team should consider and (as appropriate) act upon the following tasks.
· Establish a plan to immediately notify school staff of the death. If possible, this should be an in-person notification, especially for those who worked directly with the deceased student. 
· Determine whether additional grief counselors, crisis responders, or other resources may be needed from outside the school.
· [bookmark: _heading=h.3l18frh]Schedule an initial all-staff meeting as soon as possible but ideally, before the start of the next school day. Refer to the Sample Guidelines for Initial All-Staff Meeting in After a Suicide: A Toolkit for Schools (Appendix A, page 45). 
· When possible, arrange for students to be notified of the death in small groups, such as in homerooms. Do not notify students by public address system or in a large assembly.
· With family consent, disseminate a written death notification statement for students to homeroom teachers. Refer to the tool Sample Death Notification Statement for Students in After a Suicide: A Toolkit for Schools (Appendix A, page 47). 
· In the class or homeroom of the deceased student, it may be helpful to have a mental health professional (e.g., school psychologist, counselor, social worker) present as well as the teacher.
· Identify social media accounts that may need attention or monitoring and designate a member of the team to monitor them. 
· [bookmark: _heading=h.206ipza]With family consent, draft and disseminate a written death notification statement to parent(s)/guardian(s) about the student’s death.  Refer to the tool Sample Death Notification Statements for Parents/Guardians in After a Suicide: A Toolkit for Schools (Appendix A, page 50).
· Disseminate the following handouts: Facts about Suicide in Adolescents, Tips for Talking about Suicide, Youth Warning Signs, and What to Do in a Crisis to school staff to give them more information about suicide and how to help their students. These can all be found in Appendix A of the After a Suicide: A Toolkit for Schools.

[bookmark: _heading=h.44sinio]Guidelines for Ssharing information
Implement a plan to notify staff, students and parents/guardians as soon as possible following the reported suicide of a staff member or student. Before the death is officially classified as a suicide by the medical examiner’s coroner’s office, the death can and should be reported to staff, students, and parents/guardians with an acknowledgement that its the cause is unknown. 

Public address announcements and schoolwide assemblies should be avoided. 
School staff faculty should be informed that a sudden death has occurred, preferably in a staff meeting. Write a statement for staff members to share with students. The statement to share with students should include: 
· Basic facts of the death and known funeral arrangements without providing details of the death itself;
· Recognition and acknowledgement of the sorrow the news will cause; and 
· Information about the resources available to help students cope with their grief. 
The crisis team may prepare a letter (with the input and permission from the student’s parent or guardian) to send home with students that includes:
· Established facts about the death;	
· Information about what the school is doing to support students; 
· Warning signs of suicidal behavior; and 
· A list of resources available. 
[bookmark: _Toc40969259]Supporting and Monitoring Students

Following a traumatic event, such as death by suicide, students may react with a variety of emotions. Adolescents are still learning struggling to manage complex emotions and may not recognize physical indicators of distress, such as sleeplessness, restlessness, and stomach upset. Students may be openly emotional, may be reluctant to talk, and may react with humor. It is important to allow students an opportunity to identify and express their feelings. Along with validating student feelings, it is important to offer practical coping strategies.

Suicide contagion is the process by which one suicide death may contribute to another. is the process by which suicidal behavior or a suicide influences an increase in the suicidal behaviors of others. Guilt, identification, and modeling are each thought to play a role in contagion. Although rare, suicide contagion can result in a cluster of suicides. To avoid this, it should be explained in the Initial All-Staff Meeting (described above) that one purpose of trying to identify and offer support to other high risk students is to prevent another death. The crisis team will work with teachers to identify students who are most likely to be significantly affected by the death. In the staff meeting, the crisis team will review suicide warning signs and procedures for reporting students who present with concerns. 
[bookmark: _heading=h.2zbgiuw][bookmark: _Toc40959622][bookmark: _Toc40968602][bookmark: _Toc40969260]Initiating Student Supports 
The crisis team should identify Sstudents identified as being more likely to be most affected by the death and implement a strategy to engage with them to check on their well-being and determine needs for support. Where appropriate, the students may be will be assessed by a mental health professional to determine the level of support needed. Those students might be sibling(s), relatives, friends, teammates, etc. of the decedent. Students likely to benefit from additional support may include (but are not be limited to);
· Close friends, siblings(s), relatives of the deceased;
· Those who had a conflicted or strained relationship with the deceased (e.g., ex-girl/boyfriends or someone who bullied the deceased); the close friends of these individuals may also benefit from support;
· Individuals with a history of depression or similar problems;
· Those who may have made a suicide attempt in the past;
· Those who have experienced a death by suicide or other loss in their lives in the past;
· Students who shared a class or extracurricular activity with the deceased; 
· Teachers who had taught the student recently or in the past; and
· Vulnerable student populations (discussed in Section I: Suicide Prevention) may be more affected than the general school population. 

	School mental health professionals in other school buildings need to be notified in case their students might be affected. Other affected youth might include students that have experienced a loss or have other suicide risk factors. The crisis team will coordinate support services for students and staff in need of individual and small group counseling as needed. In concert with parents or guardians, crisis team members will refer students or families to community mental health providers to ensure a smooth transition from the crisis intervention phase to meeting underlying or ongoing mental health needs. 
[bookmark: _Toc40959623][bookmark: _Toc40968603][bookmark: _Toc40969261]Ongoing Monitoring

Response to a death by suicide should not only include the immediate response, but also ongoing monitoring of the emotional wellbeing of both students and staff. There may be events that trigger the return of intense emotions such as special school events (e.g., homecoming, holidays, graduation) or special dates (e.g., birthday, death anniversary). Let students, families, and school personnel know that supportive services will be available as needed, especially at these times. After a death by suicide, school staff should be made aware of specific warning signs of emotional distress and any students that should be monitored. 

Should risk factors be present, or if reactions to the death (e.g., continued decline in school performance, difficulty meeting demands at school, impaired functioning at home and with friends) persist without significant improvement, school mental health personnel should be made aware so that additional supports can be considered to meet student’s needs.
[bookmark: _heading=h.1egqt2p][bookmark: _Toc40959624][bookmark: _Toc40968604][bookmark: _Toc40969262]Addressing the Needs of Suicide Survivors 

A suicide loss survivor “is someone who experiences a high level of perceived psychological, physical and/or social distress for a considerable length of time after exposure to the suicide of another person.” (Survivors Task Force, 2015). Research has shown that people exposed to suicide are at greater risk for mental health symptoms. When determining how to manage resources effectively and address student needs, it is important to recognize those most at risk. Researchers (Cerel, et al) developed the framework below to conceptualize the continuum of exposure and those most at risk. 

Figure 2. Continuum of Exposure (Cerel, et al, 2014)

[image: Model that shows the impact of a death by suicide in rings: exposure, affected, short term bereaved and long term bereaved.]
· The Exposed category includes absolutely anyone whose life or activities in any way intersect with a particular suicide fatality. 
· The Affected category is a subset of those exposed and includes everyone who has a reaction to the suicide that might require some type of assistance, whether the reaction is due to grief or some other issue, such as posttraumatic stress disorder (PTSD).
· The Short-term bereaved category is a subset of those affected and includes everyone who has a reaction that is clearly related to grief, meaning that it stems from some type of personal or close relationship between the bereaved person and the deceased. The bereavement of people in this category would last for a duration that might be called “typical” in the wake of the death of a loved one by any cause. 
· The Long-term bereaved category is a subset of those bereaved short-term and includes all bereaved people who encounter extraordinary difficulties in the course of their grief. Their intensive bereavement is likely to endure for at least a year or longer. The individuals in this category are likely to require mental health intervention. 
[bookmark: _heading=h.3ygebqi][bookmark: _Toc40969263]Memorializing the Student

Sensationalizing the death can encourage suicide contagion. Schools should treat all student deaths in the same way. If the school has a standard protocol for memorials for student deaths (i.e., planting a tree), the school should honor a student death by suicide in the same manner. School should not be canceled for the funeral. Any school-based memorials (e.g., small gatherings) should include a focus on how to prevent future suicides and prevention resources available. School staff should not discourage spontaneous actions initiated by students to memorialize the decedent. 
[bookmark: _heading=h.2dlolyb]It can be challenging for schools to strike a balance between compassionately meeting the needs of grieving students and staff and appropriately memorializing the life of someone who has died by suicide without risking suicide contagion. Schools should develop a policy on memorialization before a suicide death occurs and ensure that the policy is in the school’s crisis plan. 
Schools should strive to treat all deaths in the same way. Having one approach for memorializing a student who died of cancer or in a car accident and a different approach for a student who died by suicide reinforces prejudice associated with suicide and may be deeply painful to the student’s family and friends. Wherever possible, schools should meet with the deceased student’s friends and coordinate memorialization with the family in the interest of identifying a meaningful, safe approach to acknowledging the loss. Make sure to be sensitive to the cultural and religious needs of all involved. 
[bookmark: _Toc40954245][bookmark: _Toc40959626][bookmark: _Toc40968606][bookmark: _Toc40969264]Funerals and Memorial Services 

Should a funeral or memorial service occur during school hours, the school should maintain its regular schedule. Regular school protocols should be followed for dismissing students to attend funerals. The school may consider coordinating with the family and funeral director to arrange for mental health professionals to attend the service. Best practice is for at least one school representative to be in attendance. 
Schools should strongly encourage parent(s)/guardian(s) whose children express an interest in attending the funeral to attend with them. This provides not only emotional support but also an opportunity for parent(s)/guardian(s) to monitor their children’s response, to open a discussion with their children, and to remind them that help is available if they or a friend are in need.
[bookmark: _Toc40954246][bookmark: _Toc40959627][bookmark: _Toc40968607][bookmark: _Toc40969265]Spontaneous Memorials 

It is common for students to create a spontaneous memorial by leaving flowers, cards, poems, pictures, stuffed animals, or other items in a place closely associated with the student, such as his or her locker or classroom seat, or at the site where the student died. Students may even come to school wearing T-shirts or buttons bearing photographs of the deceased student.
The school’s goal should be to balance the students’ need to grieve with that of limiting the risk of inadvertently glamorizing the death. If spontaneous memorials are created on school grounds, school staff should monitor them for messages that may be inappropriate (e.g., hostile or inflammatory) or that indicate students who may be at risk. 
Although it may be necessary in some cases to set limits for students, it is important to do so with compassion and sensitivity, offering creative suggestions whenever possible. For example, schools may wish to make poster boards and markers available so that students can gather and write messages. It is advisable to set up the posters in an area that may be avoided by those who don’t wish to participate (i.e., not in the cafeteria or at the front entrance) and, again, have them monitored by school staff. 
Memorials may be left in place until after the funeral (or for up to approximately five days), after which the tribute objects may be offered to the family. Find a way to let the school community know that the posters are going to the family so that people do not think they were disrespectfully removed. For example, post a statement near the memorial on the before, and the day it will be taken down. 
[bookmark: _Toc40959628][bookmark: _Toc40969266]Monitoring Social Media

Social media can be a useful tool to communicate with members of the community and to monitor student reactions. Social media efforts may be most effective when there is a designated member of the crisis team who is familiar with social media and in partnership with key students leaders. By partnering with key students to identify and monitor the relevant social networking sites, schools can strategically use social media to disseminate information, share prevention-oriented messaging, offer support to students who may be struggling, and identify and respond to students who may could be at risk. Student leaders can:
· Help identify which social media are used most frequently by the student body;
· Engage their peers in honoring their friend’s life appropriately and safely; and
· Inform school or other trusted adults about online communications that may be worrisome or inappropriate.
Students recruited to help should be reassured that school staff are only interested in supporting a healthy response to their peer’s death, not in thwarting communication. They should also be made aware that staff are available to provide support if they see a social media post that indicates someone may be at risk of suicide. (After a Suicide: A Toolkit for Schools, AFSP, 2018)
[bookmark: _Toc40969267]Media Messaging about a Death by Suicide 

Messaging about death by suicide needs to be carefully and thoughtfully considered. Any mention of a suicide should include prevention efforts and resources that are available. Messaging should include a positive intent that promotes hope and builds protective factors, support, and recovery. For additional information, please see the National Action Alliance for Suicide Prevention Framework for Successful Messaging, or the American Foundation for Suicide Prevention’s Recommendations for Reporting on Suicide.

The school division communications office, school principal or designee should be the sole media spokesperson. Staff will refer all inquiries from the media directly to the spokesperson. The spokesperson will: 
· Keep the division level crisis coordinator and superintendent informed of school actions relating to the death;
· Prepare a statement for the media including the facts of the death, postvention plans, and available resources. The statement will not include confidential information, speculation about victim motivation, means of suicide, or personal family information; and
· [bookmark: _heading=h.3j2qqm3]Answer all media inquiries. If a death by suicide is to be reported by news media, the spokesperson should encourage reporters not to make it a front-page story, not to use pictures of the deceased, not to use the word suicide in the headline of the story, not to describe the method of suicide, and not to use the phrase “suicide epidemic,” as this may elevate the risk of suicide contagion. 
The media should also be encouraged not to link bullying to suicide and not to speculate about the reason for suicide. Media should be asked to offer the community information on suicide risk factors, warning signs, and resources available (Model School District Policy on Suicide Prevention, Trevor Project).

[bookmark: _heading=h.3cqmetx]There is no single “best” suicide prevention message that will work for every messenger, goal, audience, and context. Thinking strategically helps you to create messages that fit your situation and use limited resources wisely. The National Action Alliance for Suicide Prevention offers a Framework for Successful Messaging which emphasizes strategy, safety, positive narrative and guidelines. Increased risk is associated with:
· Repeated, prominent, or sensational coverage;
· Details about suicide method or location;
· Portraying suicide as a common or acceptable response to adversity;
· Glamorizing or romanticizing suicide;
· Presenting simplistic explanations for suicide; and
· Including personal details that encourage identification with the person who died.
Messages should promote a positive narrative that focuses on safety by:
· Carefully reviewing content before sharing it;
· Being mindful of safety when sharing stories about individual suicide attempts or deaths with the public; 
· If used, making sure data are strategic, safe, and prevention-focused;
· Conveying the complex causality of suicide;
· Highlighting solutions to stigma, and avoid messages that reinforce stigma; and
· Conveying that prevention works and help is available.
[bookmark: _Toc40969268]
Appendix I: Glossary

At-Risk for suicide. A student identified as high-risk for suicide is one who has made a suicide attempt, has the intent to die by suicide, or has displayed a significant change in behavior suggesting the onset of potential mental health conditions or a deterioration of mental health. The student may have thoughts about suicide, including potential means of death, and may have a plan. In addition, the student may exhibit behaviors or feelings of isolation, hopelessness, helplessness, and the inability to tolerate any more pain. 

Case Manager is identified through the suicide risk assessment process. The case manager will ensure that all necessary assessment components are completed and will serve as a liaison between the student/family and school staff. Thus, the identified case manager needs to be someone available to the student in the school setting. Additionally, the case manager should be someone with proficient training in suicide risk assessment and crisis intervention; likely a school counselor, school psychologist, or school social worker.

Crisis Teams/Crisis Response Teams are structured based on the needs and resources of their community.  Many school divisions have a division crisis team to handle larger crisis events, with each school having its own crisis team. This allows schools to pull from the division-wide team if they require additional support staff to meet the needs of their staff and students in the aftermath of a suicide. A division team is also beneficial if the school’s crisis response team is emotionally impacted in a way that makes it difficult for school team members to engage in postvention activities effectively, or if they need extra support.

Mental Health Professionals may be school-employed mental health professions (i.e. school psychologists, school counselors, or school social workers) or community or private mental health providers.

Non-Suicidal Self-Injury (NSSI) is defined as directly and intentionally inflicting damage to one’s own body without suicidal intent. The most common form of NSSI is self-cutting, but other forms include burning, scratching, hitting, intentionally preventing wounds from healing, and other similar behaviors.

Postvention is a crisis intervention strategy designed to assist with the grief process following suicide loss. This strategy, when used appropriately, reduces the risk of suicide contagion, provides the support needed to help survivors cope with a suicide death, addresses the social stigma associated with suicide, and disseminates factual information after the death of a member of the school community. Often a community or school’s healthy postvention effort can lead to readiness to engage further with suicide prevention efforts and save lives.

Protective Factors are characteristics or conditions that may help to decrease a person’s suicide risk. Protective factors for suicide have not been studied as thoroughly as risk factors, so less is known about them. These factors do not eliminate the possibility of suicide, especially in someone with risk factors. Protective factors help to create resiliency, or an ability to “bounce back” from setbacks encountered throughout life. School divisions should consider practices and programming that foster the development of protective factors as part of a larger suicide prevention plan.

Risk Factors are characteristics or conditions that increase the chance that a person may try to take his or her life. Suicide risk tends to be highest when someone has several risk factors at the same time. 
Risk factors can exist at any, some, or all of the following levels:
· Individual level: history of depression and other mental illnesses; hopelessness, substance abuse, certain health conditions, difficulty adjusting during transitional periods, previous suicide attempt, bullying, violence victimization and perpetration, and genetic and biological determinants;
· Relationship level: history of high conflict or violent relationships, sense of isolation and lack of social support, family/loved one’s history of suicide, and financial and work stress;
· Community level: inadequate community connectedness, barriers to health care (e.g., lack of access to providers and medications); and
· Societal level: availability of lethal means of suicide, unsafe media portrayals of suicide, and stigma associated with help-seeking and mental illness.

Safety Plan is developed by the student and parent/guardian, if available, in collaboration with a mental health professional and other available suicide risk assessment team members. The case manager should ensure that a safety plan is developed immediately following a suicide risk assessment or when a student returns to the school setting after treatment.  A sample safety planning form can be found on the VDOE’s Suicide Prevention webpage. The safety plan outlines the steps necessary to keep the student safe from harming themselves and should include:
· Warning signs; 
· Coping strategies that the student can use;
· Interventions, supports, or action steps to build protective factors;
· The people and places that improve the student’s mood and make them feel safe;
· The trusted people the student can go to for help;
· Who to contact in an emergency, (The National Suicide Prevention Lifeline 1-800-273-TALK (8255) is available 24 hours a day, 7 days a week);  
· The immediate steps the student can take during a suicidal crisis;
· Resources given to the family; and
· Name of the case manager. 

School-Based Mental Health Personnel/Professionals/Staff are employed by the school division and have extensive backgrounds and training in counseling, providing interventions, and responding to crises. These typically include school psychologists, school counselors, and school social workers.

Suicide Contagion is the process by which one suicide death may contribute to another. Adolescents and teenagers appear to be more susceptible to imitative suicide than adults, largely because they may identify more readily with the behavior and qualities of their peers. Therefore, it is important not to inadvertently simplify, glamorize, or romanticize the student or his or her death.

Suicidal Behavior is a serious warning sign. This can include self-injurious behavior for which there is evidence that the person had at least some intent to kill themselves. A mixture of ambivalent feelings, such as a wish to die and desire to live is a common experience with most suicide attempts. Therefore, ambivalence is not indicative of a less dangerous warning sign. Developing a plan or strategy for suicide, gathering the means for a suicide plan, or any other overt action or thought indicating intent to end one’s life is considered suicidal behavior. 

Suicidal Ideation is when a person is thinking about, considering, or planning for self-injurious behavior, which may result in death. A desire to be dead without a plan or intent to end one’s life is considered suicidal ideation and should be taken seriously.

Suicide Risk Assessment Team conducts suicide risk assessments to determine if a student poses a risk for harming themselves and is in need of additional intervention or support. The assessment should be comprehensive and include the student’s risk factors, behaviors, protective factors, and circumstances within the school or community that may be contributing to the risk, as well as input from parent(s)/guardian(s) and other relevant adults/peers. The suicide risk assessment team may be created, or the duties assigned to an existing multi-disciplinary team. School mental health professionals, in conjunction with community-based professionals, as appropriate, have primary responsibility for the direct assessment and crisis intervention with the student.  Other team members can provide additional assistance and guidance as needed and may include school administrators, other school mental health professionals (i.e. school counselor, school psychologist, school social worker), and school nurse, school resource officer, and other trained school personnel.

Threat Assessment Teams respond to students whose behavior may pose a threat to the safety of school staff or students. Threat assessment teams, which are mandated by Virginia Code, also provide guidance to students, faculty and staff regarding recognition of threatening or aberrant behavior that may represent a threat to the community, school, or self.

Warning signs are signs and indicators that someone may be in danger of harming themselves and requires an immediate referral for a suicide risk assessment and appropriate intervention. Warning signs can include but are not limited to:
· Talking/writing about or making plans for ending their life/suicide;
· Expressing hopelessness about the future;
· Displaying severe/overwhelming emotional pain or distress; 
· Attempting to acquire lethal means (i.e., gun, pills, rope); and
· Showing worrisome behavioral cues or marked changes in behavior, which could include:
· Withdrawal from or changing in social connections/situations;
· Changes in sleep (increased or decreased);
· Anger or hostility that seems out of character or out of context; and
· Recent increased agitation or irritability.
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[bookmark: _aku4hhcxt82k][bookmark: _r9ck9eikqwrx]§ 22.1-272.1 Responsibility to contact parent of a student at imminent risk of suicide. 
[bookmark: _Toc40954252]Notice to be given to social services if parental abuse or neglect; Board of Education, in cooperation with the Department of Behavioral Health and Developmental Services and the Department of Health, to develop guidelines for parental contact.
A. Any person licensed as administrative or instructional personnel by the Board of Education and employed by a local school board who, in the scope of his employment, has reason to believe, as a result of direct communication from a student, that such student is at imminent risk of suicide, shall, as soon as practicable, contact at least one of such student's parents to ask whether such parent is aware of the student's mental state and whether the parent wishes to obtain or has already obtained counseling for such student. Such contact shall be made in accordance with the provisions of the guidelines required by subsection C.
B. If the student has indicated that the reason for being at imminent risk of suicide relates to parental abuse or neglect, this contact shall not be made with the parent. Instead, the person shall, as soon as practicable, notify the local department of social services of the county or city wherein the child resides or wherein the abuse or neglect is believed to have occurred or the state Department of Social Services' toll-free child abuse and neglect hotline, as required by §63.2-1509. When giving this notice to the local or state department, the person shall stress the need to take immediate action to protect the child from harm.
C. The Board of Education, in cooperation with the Department of Behavioral Health and Developmental Services and the Department of Health, shall develop guidelines for making the contact required by subsection A. These guidelines shall include, but need not be limited to, (i) criteria to assess the suicide risks of students, (ii) characteristics to identify potentially suicidal students, (iii) appropriate responses to students expressing suicidal intentions, (iv) available and appropriate community services for students expressing suicidal intentions, (v) suicide prevention strategies which may be implemented by local schools for students expressing suicidal intentions, (vi) criteria for notification of and discussions with parents of students expressing suicidal intentions, (vii) criteria for as-soon-as-practicable contact with the parents, (viii) appropriate sensitivity to religious beliefs, and (ix) legal requirements and criteria for notification of public service agencies, including, but not limited to, the local or state social services and mental health agencies. These guidelines may include case studies and problem-solving exercises and may be designed as materials for in-service training programs for licensed administrative and instructional personnel.
§ 22.1-207.2:1. Anti-bullying or suicide prevention materials; parental right to review.
[bookmark: _heading=h.25b2l0r]Each school board shall develop and implement policies that ensure that parents have the right to review any audio-visual materials that contain graphic sexual or violent content used in any anti-bullying or suicide prevention program. Such policies shall require that prior to using any such material, the parent of the child participating in such a program shall be provided written notice of his right to review the material and his right to excuse his child from participating in the part of such program utilizing such material.
[bookmark: _Toc40959233][bookmark: _Toc40959635][bookmark: _Toc40968615][bookmark: _Toc40969273]§ 32.1-73.7. Lead agency for youth suicide prevention.
[bookmark: _Toc40954253]With such funds as may be appropriated for this purpose, the Department, in consultation with the Department of Education, the Department of Behavioral Health and Developmental Services, community services boards and behavioral health authorities, and local departments of health, shall have the lead responsibility for the youth suicide prevention program within the Commonwealth. This responsibility includes coordination of the activities of the agencies of the Commonwealth pertaining to youth suicide prevention in order to develop and carry out comprehensive youth suicide prevention strategies addressing public awareness, the promotion of health development, early identification, intervention and treatment, and support to survivors. The strategies shall be targeted to the specific needs of children and adolescents. The Department shall cooperate with federal, state and local agencies, private and public agencies, survivor groups and other interested persons in order to prevent youth suicide within the Commonwealth. The provisions of this section shall not limit the powers and duties of other state agencies.
[bookmark: _Toc40954255]§ 54.1-2969. Authority of minor to consent to medical treatment.
[bookmark: _Toc40954256]A minor shall be deemed an adult for the purpose of consenting to: 
[bookmark: _Toc40954257]Medical or health services needed in the case of outpatient care, treatment or rehabilitation for substance abuse (as defined in § 37.2-100), mental illness or emotional disturbance. 
A minor shall also be deemed an adult for the purpose of accessing or authorizing the disclosure of medical records related to those services.
[bookmark: _Toc40954259]§ 8.01-220.1:2. Civil immunity for teachers under certain circumstances.
A. Any teacher employed by a local school board in the Commonwealth shall not be liable for any civil damages for any acts or omissions resulting from the supervision, care or discipline of students when such acts or omissions are within such teacher's scope of employment and are taken in good faith in the course of supervision, care or discipline of students, unless such acts or omissions were the result of gross negligence or willful misconduct.
B. [bookmark: _Toc40954260][bookmark: _Toc40954261]No school employee or school volunteer shall be liable for any civil damages arising from the prompt good faith reporting of alleged acts of bullying or crimes against others to the appropriate school official in compliance with §§ 22.1-279.6 and 22.1-291.4 and specified procedures.
This section shall not be construed to limit, withdraw, or overturn any defense or immunity already existing in statutory or common law, to affect any claim occurring prior to the effective date of this law, or to prohibit any person subject to bullying or a criminal act from seeking redress under any other provision of law.
§ 9.1-184. Virginia Center for School and Campus Safety created; duties.
A. From such funds as may be appropriated, the Virginia Center for School and Campus Safety (the Center) is hereby established within the Department. The Center shall:
1. Provide training for Virginia public school personnel in school safety, on evidence-based antibullying tactics based on the definition of bullying in § 22.1-276.01, and in the effective identification of students who may be at risk for violent behavior and in need of special services or assistance;
2. Serve as a resource and referral center for Virginia school divisions by conducting research, sponsoring workshops, and providing information regarding current school safety concerns, such as conflict management and peer mediation, bullying as defined in § 22.1-276.01, school facility design and technology, current state and federal statutory and regulatory school safety requirements, and legal and constitutional issues regarding school safety and individual rights;
3. Maintain and disseminate information to local school divisions on effective school safety initiatives in Virginia and across the nation;
4. Develop a case management tool for the collection and reporting of data by threat assessment teams pursuant to § 22.1-79.4;
5. Collect, analyze, and disseminate various Virginia school safety data, including school safety audit information submitted to it pursuant to § 22.1-279.8, collected by the Department;
6. Encourage the development of partnerships between the public and private sectors to promote school safety in Virginia;
7. [bookmark: _Toc40954262]Provide technical assistance to Virginia school divisions in the development and implementation of initiatives promoting school safety, including threat assessment-based protocols with such funds as may be available for such purpose; 
8. Develop a memorandum of understanding between the Director of the Department of Criminal Justice Services and the Superintendent of Public Instruction to ensure collaboration and coordination of roles and responsibilities in areas of mutual concern, such as school safety audits and crime prevention;
9. [bookmark: _Toc40954263]Provide training for and certification of school security officers, as defined in § 9.1-101 and consistent with § 9.1-110;
10. [bookmark: _Toc40954264]Develop, in conjunction with the Department of State Police, the Department of Behavioral Health and Developmental Services, and the Department of Education, a model critical incident response training program for public school personnel and others providing services to schools that shall also be made available to private schools in the Commonwealth;
11. [bookmark: _Toc40954265]In consultation with the Department of Education, provide schools with a model policy for the establishment of threat assessment teams, including procedures for the assessment of and intervention with students whose behavior poses a threat to the safety of school staff or students; and
12. [bookmark: _Toc40954266]Develop a model memorandum of understanding setting forth the respective roles and responsibilities of local school boards and local law-enforcement agencies regarding the use of school resource officers. Such model memorandum of understanding may be used by local school boards and local law-enforcement agencies to satisfy the requirements of § 22.1-280.2:3.

B. All agencies of the Commonwealth shall cooperate with the Center and, upon request, assist the Center in the performance of its duties and responsibilities.
[bookmark: _Toc40959237][bookmark: _Toc40959639][bookmark: _Toc40968619][bookmark: _Toc40969277]
§ 22.1-79.4. Threat assessment teams and oversight committees.
A. Each local school board shall adopt policies for the establishment of threat assessment teams, including the assessment of and intervention with individuals whose behavior may pose a threat to the safety of school staff or students consistent with the model policies developed by the Virginia Center for School and Campus Safety (the Center) in accordance with § 9.1-184. Such policies shall include procedures for referrals to community services boards or health care providers for evaluation or treatment, when appropriate.
B. The superintendent of each school division may establish a committee charged with oversight of the threat assessment teams operating within the division, which may be an existing committee established by the division. The committee shall include individuals with expertise in human resources, education, school administration, mental health, and law enforcement.
C. Each division superintendent shall establish, for each school, a threat assessment team that shall include persons with expertise in counseling, instruction, school administration, and law enforcement. Threat assessment teams may be established to serve one or more schools as determined by the division superintendent. Each team shall (i) provide guidance to students, faculty, and staff regarding recognition of threatening or aberrant behavior that may represent a threat to the community, school, or self; (ii) identify members of the school community to whom threatening behavior should be reported; and (iii) implement policies adopted by the local school board pursuant to subsection A.
D. Upon a preliminary determination that a student poses a threat of violence or physical harm to self or others, a threat assessment team shall immediately report its determination to the division superintendent or his designee. The division superintendent or his designee shall immediately attempt to notify the student's parent or legal guardian. Nothing in this subsection shall preclude school division personnel from acting immediately to address an imminent threat.
E. Each threat assessment team established pursuant to this section shall collect and report to the Center quantitative data on its activities using the case management tool developed by the Center.
F. [bookmark: _heading=h.3q5sasy]Upon a preliminary determination by the threat assessment team that an individual poses a threat of violence to self or others or exhibits significantly disruptive behavior or need for assistance, a threat assessment team may obtain criminal history record information, as provided in §§ 19.2-389 and 19.2-389.1, and health records, as provided in § 32.1-127.1:03. No member of a threat assessment team shall redisclose any criminal history record information or health information obtained pursuant to this section or otherwise use any record of an individual beyond the purpose for which such disclosure was made to the threat assessment team.
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