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INTRODUCTION

This chapter addresses suicide prevention training from two perspectives. One looks at the relevance of an international guideline for nations to use in formulating and implementing national suicide prevention strategies (United Nations 1996). The other looks at the use of social R&D (research and development) methods (Rothman 1980) to develop suicide intervention training for community and potentially international dissemination. The Applied Suicide Intervention Skills Training (ASIST) program developed by LivingWorks Education in Canada is presented as an international dissemination example (Appendix).  

NATIONAL STRATEGIES

Although suicide dates to ancient times (van Hoof 2000), it attracted little international interest until late in the 20th century when the World Health Organization (WHO) identified suicide as a priority public health issue (WHO 1985). The importance of this priority is underlined in WHO’s recent global violence survey, which reports the annual loss of life to suicide is now close to a million, more than all deaths from wars, other civil strife and homicide (WHO 2002). Several nations have acknowledged the magnitude of the issue in their own country, but few have developed policy-guided strategies to assist human service practitioners. Finland, in the early 1990s, was one of the first to launch a government-initiated strategy (Uppanne 1999) that coincided with a serendipitous interest by the social development sector of the UN to participate in developing national strategy guidelines for international distribution. What prompted the UN to get involved is significant because it points to the danger of isolating priority health concerns as single sector issues. Practitioners are encouraged to know what happened as a reminder that suicide prevention should not be treated as a single-sector issue in mental health, public health, social development, injury control or other health related domains, locally or internationally. 

Development of the UN national strategy guidelines

The stage was set for the UN to become involved at the1987 meeting of Ministers Responsible for Social Welfare and General Assembly approval of the Guiding Principles for Developmental Social Welfare Policies and Programmes in the Near Future (United Nations 1987). Four years later, the Secretary General asked government and non-government organizations, and universities (for the first time), to help with a global review of national and local progress toward achievement of the social welfare recommendations in the 1987 document. The request to the University of Calgary was passed to the dean of social work and I was assigned the task of preparing the university response. The scope of the response was narrowed to mostly review progress related to the Alberta Model of suicide prevention (Boldt 1985) and the work of four human service practitioners (the author included) who had been working with the Canadian Mental Health Association and various governmental groups in Canada and the United States to develop an innovative suicide intervention program (Ramsay, Cooke and Lang 1990).    

The Secretary General’s report to the General Assembly highlighted suicide prevention and the UN’s reply to the University of Calgary acknowledged that suicide was “a problem we have neglected hitherto, and we are grateful to you for having stimulated the idea that this neglect should not continue” (personal communication, Michael Stubbs, Developmental Social Welfare Unit, August 9, 1991). This was the beginning of a developmental process that led to an interregional ‘experts’ meeting, hosted in Canada in 1993, to develop UN supported Prevention of Suicide guidelines for the formulation and implementation of national strategies (UN 1996). LivingWorks Education and Alberta’s Suicide Information and Education Centre, now the Centre for Suicide Prevention, organized the meeting to be held in Calgary with funding support from several federal and provincial government departments. Fifteen representatives from 12 countries (Australia, Canada, China, Estonia, Finland, Hungary, India, Japan, Netherlands, Nigeria, United Arab Emirates and the United States) attended, along with WHO and UN representatives and observers from Sweden and Australia. 

The UN Guideline

The UN guideline, designed to facilitate strategy development within different socio-economic and cultural contexts, is linked to three principles that practitioners can use to evaluate the status of national strategy development in their respective countries. These principles underline the sovereign right of national governments to set policy priorities, implement their priorities in relation to institutions responsible for individual, family and community well-being and, perhaps most important, to appoint and adequately fund a coordinating body responsible for suicide prevention. The first test is to find out if suicide is treated as a policy priority by their national government. The real litmus test is to find out if a coordinating body has been appointed and actual funds have been committed to the formulation and/or implementation of a national strategy.    

Organizing principles
If a national strategy is being formulated or implemented, practitioners can determine if it addresses the eight organizing principles in the guideline (p.14). Several are of particular interest to practitioners because their endorsement (or lack of) will affect how suicide prevention approaches are organized at the community level and are:
• no single discipline or level of social organization is solely responsible for suicide or suicide prevention;

• individuals in many roles and at all levels of community/society can contribute to the prevention of suicidal behaviour;

• the mosaic of community resources for suicide prevention operates most effectively when its activities are coordinated and integrated. 

The UN guide is clear that no single discipline or organization should be solely responsible for suicide prevention. The corollary to this is that individuals in many roles and at all levels in a community/society can contribute to suicide prevention, and that the network of community resources available (or in need of developing) will work best when they are coordinated and integrated as part of a common strategy. 

Objectives

Practitioners are encouraged to be familiar with the 13 suggested objectives in the UN guideline (pp. 14-15) and use them to evaluate an existing strategy or to recommend their inclusion in proposed or revised strategies. Questions should be asked to determine if the strategy: 

1. Has a conceptual framework that is specific to suicide for implementing, monitoring and evaluating programs.

2. Supports a standardized taxonomy (classification) system for suicidal behaviours.

3. Includes early identification, assessment, treatment and referral for professional care.

4. Supports public and professional access to all information about suicide prevention.

5. Includes the need for an integrated data collection system to identify at-risk individuals, groups and settings.

6. Supports public awareness of mental health, suicide risks, consequences of stress and effective crisis management.

7. Includes the importance of training programs for gatekeepers.

8. Supports the adoption of media protocols for reporting suicidal events.

9. Includes access to services for both those at risk and those affected by suicidal behaviours.

10. Recognizes the importance of having both supportive and rehabilitative services to persons who are at risk or who have been directly affected by suicidal behaviours.

11. Supports the reduction in availability, accessibility and attractiveness of the means for suicidal behaviours.

12. Includes the establishment of organizations to promote and coordinate research, training and services related to suicide prevention.

13. Supports the development or modifications in relevant legislation and regulations to facilitate the implementation of national strategy objectives?

Strategy approaches

Practitioners should be aware that the guideline endorses two strategy development approaches that support either a government or citizen/community-initiated process to formulate a strategy. Each approach has detailed steps that can be followed. The goal of both approaches is to end up with a strategy that is guided by a national policy on suicide prevention and recognizes that neither government nor community interests should dominate implementation.

Impact 

Prior to the UN guideline, countries interested in national suicide prevention strategies had little guidance from the international community. Since their publication in 1996, they have had an advocacy and a template impact on national strategy developments. 

Advocacy impact

The basic elements of a national strategy should include a “government policy; supporting conceptual framework; general aims and goals; measurable objectives; identification of agencies/community organizations to implement the objectives; monitoring and evaluation” (p.15). British researchers used these elements to survey national strategy progress in several countries (Taylor, Kingdon and Jenkins 1997). From nine responding countries (60% response rate), they identified three groups: nations with comprehensive strategies (or setting them up), nations with national preventative programs and nations without national action. Finland, Norway, Australia, New Zealand and Sweden were in the first group. The United States, Netherlands, England, France and Estonia were in the second group. Canada, Japan, Denmark, Austria and Germany were in the third group. In a follow-up article Jenkins and Singh (2000) concluded “[t]he endorsement by both the World Health Organization and the United Nations of the framing of national strategies has put particular onus on governments to respond in an area of health in which they traditionally have had little interest” (p.613). Although the sovereign right principle must be respected, practitioners can use the advocacy potential of the UN guideline to encourage the formulation and implementation of a national strategy.  

Template Impact  

The rapid transition of the United States from the second group to the first group is a great example of the template impact. In 1994, Jerry Weyrauch, whose physician daughter died by suicide some years before, obtained a copy of the guideline drafted at the Calgary meeting. He concluded that a community-initiated approach was needed, as previous government-initiated efforts had never resulted in the formulation of a national strategy. Since survivors, from his perspective, were the obvious group to mobilize public opinion, he and his family established SPAN (Suicide Prevention Advocacy Network), a survivor-led organization, to initiate the approach. His dedication to this process was motivated in part by a remembered Abraham Lincoln quote: 

“Public opinion is everything. With public sentiment, nothing can fail. Without it, nothing can succeed. Therefore, he who moulds public opinion goes deeper than he who enacts statutes or pronounces decisions.”

SPAN’s grassroots success in mobilizing survivors, politicians, government experts, academics, state organizations, health professionals and the private sector was remarkable. By 1998, a national summit was held in Reno, Nevada with 450 delegates representing a diverse group of national strategy advocates. Their task (i.e. develop a draft national strategy) was to accomplish in four days what 15 international representatives had six days to accomplish in Calgary, along with the added pressure of knowing that the Surgeon General of the United States would be attending the closing session to receive the completed draft. What seemed like an impossible expectation was completed and delivered on schedule. In the Call to Action report that followed, the Surgeon General acknowledged that the UN template clearly “motivated the creation of an innovative public/private partnership to seek a national strategy for the United States” (Satcher, 1999 p.1). The final strategy, released in 2001, restated the positive impact of the UN guideline on the development of their strategy (U.S. NSSP 2001, p.1).     

 EDUCATION AND TRAINING

Although suicidology is still a young science, scholars in the field had concluded by the 1970s that a core knowledge base existed, which was not being adequately disseminated (Maris 1973). Practitioners were reporting the lack of adequate preparation about suicide and the absence of continuing education opportunities (Boldt 1976; Royal 1979). Those most in need of training were “gatekeeper” professionals and other community caregivers who were in a position to give “first-aid” assistance and link people to other sources of help (Snyder 1971). 

The Alberta Model

When the government named a suicide prevention provincial advisory committee in 1981 to develop the Alberta Model, they had a mandate to establish an information centre, training program, research centre and networks of coordinated community services. As a member of this committee and assigned to provide leadership to the training program component, I worked with three partners from psychiatry and psychology and many others between 1982 and 1985 to develop a two-day Foundation Workshop to teach basic (first-aid) suicide intervention. The work of the partners continued and was the basis for establishing LivingWorks Education in 1991 to disseminate the training program beyond Alberta with assistance and encouragement from the University of Calgary’s technology transfer company, University Technologies International. Rothman’s social R&D guided the on going development of the workshop and its subsequent evolution to ASIST. Rothman, a social work academic, was interested in whether “it was possible to develop R&D procedures for social intervention and thus to solve both the problem of ineffective methods and the problem of dissemination and utilization . . .” (Kirk and Reid 2002, p.23). Adequate preparation and training in effective methods is still an important challenge. The United States strategy is very clear about this: “key gatekeepers, those people who regularly come into contact with individuals or families in distress, must be trained to recognize behavioral patterns and other factors that place individuals at risk for suicide, and be equipped with effective strategies to intervene before the behaviors and early signs of risk evolve further” (U.S. NSSP 2001, p.78).  

Social R&D and the development of ASIST

Social R&D has four easy-to-follow phases that developers can use to convert existing knowledge into practical and user-friendly intervention programs. Although the developmental process is straightforward, sustaining the process to the final phase can be challenging, frustrating, time consuming, but ultimately highly rewarding. 

Research/Retrieval

Practitioners will recognize the literature review nature of this phase that includes gathering knowledge from both academic and other sources. In developing ASIST, this phase revealed the core knowledge pool (Maris 1973) and supporting evidence that caregivers were inadequately prepared (Boldt 1976). Out of this review, three design questions were identified:     

1. Could a standardized curriculum be designed for a diverse group of gatekeepers?

2. Could the curriculum be delivered on a large-scale basis?

3. Could quality control standards be developed and enforced?

The challenge was to develop an early identification program and prepare caregivers with first-aid intervention skills.  

Conversion and Design

Converting the knowledge pool to a core curriculum, developing a province-wide delivery strategy and conducting pilot tests were the focus of this phase in 1982 and 1983. Two curriculum pilots were conducted: one with community caregivers in a rural setting and the other in an urban setting with counsellors and support staff from a community college. Eighty candidates were selected from a pool of 300 applicants to pilot and field test a 3-day Training for Trainers (T4T) course. Practitioners are cautioned that this phase can be mistaken or pressured by others to be treated as the development phase instead of taking the time to properly conduct sufficient field trials before implementation is started. 

Development

This phase is often underdeveloped because of insufficient funds or inadequate time provided to properly field trial the program. Not doing this phase well can easily lead to premature implementation and disappointing evaluation results. With adequate support from the Alberta government, the developers were able to conduct eight curriculum field trials over an entire year in diverse settings and locations. Correctional Services of Canada supported a ninth, out-of-province, trial in federal prison settings. Curriculum revisions, manual preparations, audiovisual productions and workshop handouts were developed. Policies were made to embed the principle of having a core curriculum with adaptable flexibility to meet the needs of practitioners working with varied population groups in different cultural contexts. Finished materials and trainer’s manuals were finalized in 1985. A procedural policy to periodically return to this phase for review and updating was approved. 

Several reviews and adjustments were made in the first 15 years of ASIST that culminated in the production of Edition 6 in 1997, followed by an extensive two-year review beginning in 2001. The changes from the latter review advanced the program several editions beyond Edition 6, leading the developers to release Edition X in 2003. LivingWorks will continue dissemination support for Edition 6 until 2005, the target date for its vast trainer network to be converted to Edition X. The commitment to continuously revisit the development phase has resulted in award winning audiovisuals, state of the art workshop materials and three editions of a take-home Suicide Intervention Handbook (Ramsay et al 1999). More recently the commitment has led to a leading edge partnership with the Johns Hopkins University Applied Physics Laboratory to provide the U.S. Department of Defence with ASISTR, a take-home computer-assisted program to reinforce ASIST training. (Curwen 2003).  

Diffusion

Canada wide diffusion of ASIST was launched in 1985. International diffusion began in 1986 with the California Department of Mental Health to provide statewide youth suicide intervention training. After California, statewide implementation expanded to Washington (1996), Virginia (2000), Colorado (2001), Tennessee (2001) and Oregon (2002), with regional implementation in Oklahoma (2000) and Texas (2000) and large system implementation with the U.S. Army (1989 and 2000) and Air Force (1999). 

International diffusion extended to Australia in 1995 as part of a three-year Suicide Intervention Field Trial (SIFTA) in partnership with Lifeline Australia and funding support from the Commonwealth Government. The success of these trials led to the establishment of LivingWorks Australia and national dissemination as part of Lifeline Australia and its network of national services.  

Expansion to Norway occurred in 1998 through the Department of Psychiatry, University Hospital of North Norway. VIVAT (meaning “let him/her live” in Latin), located at the Centre for Suicide Prevention of northern Norway, delivers ASIST as part of the national training strategy of the Norwegian Plan for Suicide Prevention (Mehlum and Reinholdt 2000). 

After more than 20 years of developmental research and implementation experience, the two-day ASIST workshop and expanded five-day T4T course is supported by an effective quality control system, an international network of close to 2,000 trainers and over 400,000 ASIST trained gatekeepers, mostly in Australia, Canada, Norway and the United States, but also in Guam, Northern Ireland, Russia, Scotland and Singapore.

Evaluation

Best practice guidelines suggest that gatekeeper training programs should be evaluated against three indicator levels: short-term, mid-term and long-term (White and Jodoin 1998). Short-term indicators include satisfaction feedback, increased confidence in intervention abilities and demonstration of suicide intervention skills that are measured immediately after and up to two months post-training. Mid-term indicators include measures of skill retention and referral patterns, usually evaluated between three and six months post-training. Long-term measure changes in suicidal behaviour rates between 2 and five years post-training.  ASIST has been subjected to more than 15 independent evaluations since 1982, including two university of Calgary doctoral dissertations (Tierney 1988; McDonald 1999). These and other evaluations in Australia, Washington and Norway show that ASIST effectively produces positive short-term and mid-term indicators of effectiveness (Turley and Tanney 1998; Eggert, Karovsky and Pike 1999; Soras 2000). Although sufficient long-term evaluations have not been conducted, the benefits of working in coordinated and collaborative partnerships have shown some promising reductions in suicides between pre- and post-intervention measures. For example, a small rural-urban area of western Canada, after establishing a base of over 300 ASIST trained caregivers in a coordinated network of youth service programs, went from a rate of 1-2 youth suicides over several years to a five-year post-intervention rate of no youth suicides (Walsh and Perry 2000). 

Why ASIST is a good way to learn suicide first-aid?

A common approach to suicide prevention is targeting at-risk groups and directing population-specific prevention and/or treatment approaches to selected members of these groups (Guo, Scott and Bowker 2003). In contrast, ASIST is directed to caregiver groups who are most likely to encounter individuals in any at-risk category. The advantage of this approach is that first-aid practitioners are prepared to use their skills with anyone, any place, anytime. The target groups for workshop participation includes both professional and other caregivers based on evidence that almost half of those who die by suicide have had some contact with mental health or medical professionals within the year of their death, leaving an equal number or more who have not had such contacts (Pirkis and Burgess 1998).  

The U.S. Institute of Medicine (IOM) in Preventing Suicide: A National Imperative concluded that “changes in helping behavior will not occur by simply fostering helping attitudes and increasing intentions to help” and “brief, didactic suicide prevention programs with no connection to services should be avoided” (IOM 2002 pp.294 and 297). Overall, IOM concluded that “evidence-based programs, especially longer-term approaches couched in a broader context of teaching skills and establishing appropriate follow-through and services appear to be the most effective against suicide” (p.317). ASIST is a frequently recommended and widely implemented program for gatekeeper training that meets these expectations (CDC 1992; Eggert, Pike and Karovsky 1999; IOM 2002; White and Jodoin 2003).

SUMMARY

The international perspectives discussed in this chapter have significance for human service practitioners interested in advancing suicide prevention at the community level. The UN Prevention of Suicide guideline provides a template to evaluate the elements in an existing or proposed national strategy and it also provide international support for the importance of community gatekeeper-training programs. The social R&D process is a credible way to evaluate the developmental research quality of existing gatekeeper training programs or be used to guide the formulation and implementation of new programs. 

APPENDIX: APPLIED SUICIDE INTERVENTION SKILLS TRAINING (ASIST)

ASIST is a LivingWorks Education program, designed for caregivers to provide suicide first-aid to prevent the immediate risk of suicidal behaviour. It is comparable to the CPR (cardiopulmonary resuscitation) program of the American Heart Association. Workshop instructors take a five-day T4T course and agree to be part of a quality control program that supports them in their trainer roles and encourages them to provide ongoing development feedback to LivingWorks. ASIST provides a common language link within and between groups of caregivers that strengthens their ability to provide immediate and follow-up assistance, and encourages them to participate in coordinated and collaborative strategies at a broader community level. Workshops with a mix of caregiver backgrounds are preferred to begin their exposure to the benefits of a common language and to seed the advantages of working collaboratively in their communities.  

Goal and Objectives

Edition X of ASIST has several objectives that participants are able to achieve: 

1. Recognize the affect of personal and societal attitudes on a person at risk. 

2. Talk directly about suicide with a person at risk.

3. Identify risk alerts and develop safeplans.

4. Demonstrate basic suicide intervention skills. 

5. Know the resources available to a person at risk of suicide, including themselves. 

6. Commit to improving community resources.

7. Recognize that suicide prevention is broader than suicide first-aid.

Organization

ASIST has five sections to help caregivers learn suicide first-aid. Preparing sensitises participants to evidence that suicide is a serious community problem. The Connecting, Understanding and Assisting sections helps them integrate life-assistance attitudes and first-aid knowledge with a unique skill-facilitating Suicide Intervention Model (SIM). The networking section sensitises them to the importance of self-care and the value of coordination and collaboration at the community level. All workshops require at least two trainers and the minimum number of participants is recommended to be 14, seven in two workgroups. The norm is 20-24 participants. The maximum number recommended is 45 using three trainers, fifteen in each workgroup. 

The knowledge transfer process of ASIST

Preparing

Suicidology evidence is clear that several contributory sources (e.g. biological, psychological, social and attitudinal) are involved in suicide risk that can be close (proximal) and/or somewhat removed (distal or predisposing) to a specific suicidal act (Moscicki 2001). These sources converge in different ways to push adaptive thresholds to their breaking points. A good indicator that someone’s threshold has been breached may be thoughts of suicide, although they may not be immediately known to or suspected by others.  

Connecting

Once a threshold is breached, early detection approaches are needed that practitioners and others can use quickly and effectively. Risk factor approaches are objective attempts to find demographic and psychosocial indicators of risk, but once identified their predictive powers are generally limited (Plutchik 2000).  Measurement instruments have predictive value in some populations; however, current evidence suggests that a single “best” instrument is unlikely to be developed (IOM 2002 p.231). Risk factors have become so numerous that each one has little predictive power unless there is also evidence of co-occurring suicidal thoughts. To date, the only reasonably reliable way to detect someone at-risk is to start by asking if they have thoughts of suicide. However, the sensitivity needed to detect these “invitational” messages and ask about suicide thoughts is not naturally obvious to many untrained in suicide first-aid.  

Understanding

The admission of suicidal thoughts poses another challenge. The listening skills of empathy, genuineness and positive regard for others are important in suicide first-aid. These skills, however, are often associated with assessing, estimating or diagnosing levels of risk (high, medium, low) and less with using them to genuinely hear the meanings associated with these thoughts, and inviting them to openly share the reasons they have for wanting to die and to live, and the ambivalence that is often present in these back and forth feelings.  

Current and background risk factor information presented in ASIST is regularly updated. All factors can be detected using direct questions (i.e. are you having thoughts of suicide; have you attempted suicide before; do you have a plan; and so on). Replies do not require secondary analysis or further consideration. The concept of “risk alerts” has been added to extend the process of risk review beyond a risk estimation objective. Alerts suggest danger (i.e. prepared to do it; unbearable pain; aloneness) as well as targets for safeplan actions (i.e. personal supports; treatment referrals; disable the plan; help with pain relief) to counter the circumstances that led to the risk alert alarm. 

Assisting

With the introduction of risk alerts, the first-aid focus is more on safeplan and follow-up actions to counter individualized risk alerts. Participants learn how to use the structure and interactive process of the Suicide Intervention Model and are given ample time to try the model in practice simulations.    

Networking

This is not a big section but it is an important part of linking first-aid training to the networking challenges of creating suicide safe communities. Following training, “networking is the second most important strategy identified by strategy projects for enhancing the capacity of communities or service systems to refer young people [and adults] to appropriate support once they have been identified as being at risk” (Mitchell, 2000 p. 125). The importance of self-care for caregivers is also stressed in this section to sensitise caregivers to the risk of “compassion fatigue” that is increasingly recognized as a significant side effect of crisis work (Figley 1995). 
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