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Ground Rules 

 To help ensure everyone has the opportunity to gain the most 
from the live webinar, we ask that all participants consider the 
following ground rules: 

• Be respectful of other participants and panellists. Behave 
as if this were a face-to-face professional development 
activity.  

• Please post your comments and questions for panellists in 
the ‘general chat’ box.  For help with your technical issues, 
please post in the ‘technical help’ chat box.  Be mindful 
that comments posted in the chat boxes can be seen by all 
participants and panellists. 

• Your feedback is important. Please provide your feedback 
by completing the short survey which will appear as a pop 
up when you exit the webinar. 
 
 



Learning Objectives  

At the end of the session participants will be better equipped to: 

• Raise awareness of the indicators and stigma associated with 
suicidality  

• Identify the key principles of the featured panellists’ approach in 
assessing, treating and supporting people at risk of suicide 

• Identify the merits, challenges and opportunities in providing 
collaborative care for people at risk of suicide  

 
 

  



Mental Health Nurse Perspective 

Dr Timothy Wand 

• Challenging developmental background 

• Family disruption 

• One OD in the past 

• Previous involuntary hospitalisation 

• Anxiety and stress 

• Sleep  

 
 

 
Issues to consider 



Mental Health Nurse Perspective 

Dr Timothy Wand 

• Despite adversity Caitlin has managed to support 
herself and get into Uni. 3rd year! 

• A seemingly significant period of wellness 

• Caitlin looks after her health 

• Self-efficacy and resilience 

• No substance misuse issues evident 

• Resources- mother, friends, Caitlin’s motivation 
 

 

 
Positives 



Mental Health Nurse Perspective 

Dr Timothy Wand 

• No evidence for the effectiveness of risk assessment in 
self-harm suicide reduction 

• ‘Even more worried’ 

• Normalise not pathologise the situation 

• ‘Crying for no reason’ 

• ‘Not her usual cheerful self’ 

• Assessment of strengths, assets and abilities 

• Health education, symptom management 

• Sleep 
 

 

 
Assessment and assistance 



Mental Health Nurse Perspective 

Dr Timothy Wand 

• Competing risks - resentment, demoralisation, loss of 
income, missing University and falling behind. 

• Mother and family 

• Friends 

• University - letters of support 

• Colleagues and services - support, information sharing 
and differing perspectives 

 

 

 
Collaboration 



Suicide Survivor Perspective 

Dr David Webb 

• Prevailing response to suicide - PANIC - fear, ignorance 
and prejudice 

• Stigma = discrimination - i.e. belongs with those who 
discriminate against us 

• Likely pathway (for Caitlin?) - diagnosis, 
hospitalisation, coercion, forced/unwanted 
“treatment” 

• The politics of suicide (prevention) - power hierarchy 
of suicide prevention industry 

 

 

 
The socio-cultural context 



Suicide Survivor Perspective 

Dr David Webb 

• Respect for (rather than judgement of) the suicidal person 

• Whole person (holistic) approach - suicide as a “crisis of the 
self” 

• Sanctuary, asylum, refuge (e.g. Maytree, UK) 

• Spiritual dimensions of suicidality - causes and/or recovery 

• Demedicalise and "decriminalise" suicide - human rights versus 
"duty of care” 

• Move beyond "evidence based" paralysis 

• Genuinely collaborative approach - doctors on tap, not on top 
(cf. mental health versus drug and alcohol) 

• Include first-person knowledge - Nothing About Us Without Us 
 

 

 
What's missing, what's needed? 



Suicide Survivor Perspective 

Dr David Webb 

• Risk assessment 1 - gold standard (Aeschi Group) is to ask her 
(all other "indicators" are secondary/clues) 

• Risk assessment 2 - the danger she faces from mental health 
system 

• Unhelpful language - assessment, diagnosis, 
illness/sickness/disorder, treatment, relapse etc 

• Recognise your own fears, judgements, prejudices etc 

• Capacity to "bear witness" - without judgment, resisting urge to 
advise/solve/fix (saviour complex) 

• Do not feign false empathy 

• Most of all, respect and honour her intensely important, 
meaningful (and sacred) crisis 

 

 
Caitlin 



Suicide Survivor Perspective 

Dr David Webb 

"I have never before read anything relating to suicide that 

speaks of suicidal feelings as being worthy of respect.  The 

possibility that I may actually be able to honour these feelings 

is a totally new concept, one which has proven to be a catalyst 

for change and personal growth.” 

Josephine Williams, suicide attempt survivor  
[from back cover of "Thinking About Suicide"] 

 

 



Psychologist Perspective 

Ms Susan Beaton 



Psychologist Perspective 

Ms Susan Beaton 

“If I am suicidal, I want a therapist who believes I’m going 

to live, not die.  

Even if I am chronically suicidal and have only a smidgen 

of ambivalence between me and a lethal attempt, I don’t 

think I need a healer who has  already quit on me.” 

- Dr Paul Quinnett 
 



Psychologist Perspective 

Ms Susan Beaton 

• Previous suicide attempt 

• Relationship breakup – loss 

• Low mood – potentially suffering from depressive 
symptoms 

• Age – not fully developed PFC (could influence 
impulsivity and decision making) 

• Loneliness, isolation from friends 

• Lack of sleep 

• Loss of appetite 

• Ruminating 

• Cognitive functioning impaired 

• Panic attack 
 

 
Risk Factors 



Psychologist Perspective 

Ms Susan Beaton 

• Continued with education despite difficult times – 
perseverance 

• Achieved well to get into Physiotherapy 

• Improved relationship with Mo 

• Problem identification 

• Help-seeking 

• Attending gym 

• Keeping up with job 

• Faced previous adversity and recovered 
 

 
Protective Factors 



Psychologist Perspective 

Ms Susan Beaton 

1. The clinician's task is to reach, together with the patient, a 
shared understanding of the patient's suicidality 

2. The clinician should be aware that most suicidal patients 
suffer from a state of mental pain or anguish and a total 
loss of self-respect 

3. The interviewer's attitude should be non-judgmental and 
supportive 

4. The interview should start with the patient's self-narrative 

5. The ultimate goal must be to engage the patient in a 
therapeutic relationship 

6. We need new models to conceptualize suicidal behaviour 
that provide a frame for the patient and clinician to reach 
a shared understanding of the patient's suicidality 

 
 
AESCHI Working Group www.aeschiconference.unibe.ch/pdf/Guidelines.pdf  

 

http://www.aeschiconference.unibe.ch/pdf/Guidelines.pdf


Psychologist Perspective 

Ms Susan Beaton 

 
 
Collaborative Assessment and Management of Suicidality 
(CAMS) 



Psychologist Perspective 

Ms Susan Beaton 

 
 

 



Psychologist Perspective 

Ms Susan Beaton 

 
 

 



Psychologist Perspective 

Ms Susan Beaton 

 
 

 



Psychologist Perspective 

Ms Susan Beaton 

“Risk assessment should be seen as a therapeutic intervention with 
the potential to save lives rather than an information gathering 
exercise. Instead of focusing on simply quantifying and characterizing 
risk, the emphasis should be on identifying patients’ needs and 
empowering them to accept help, reducing their distress and 
maximizing protective factors and reasons for living through co-
creation of a risk mitigation plan and the instillation of hope.  

Suicide mitigation, originally proposed by Cole-King and Lepping, 
promotes practitioners and carers to engage and collaborate with 
patients in a positive person-centred therapeutic relationship to 
diligently assess and mitigate risk (Cole-King and Lepping, 2010b). The 
concept of suicide mitigation is, as the authors suggest, a paradigm 
shift in the assessment of and response to suicidal individuals.” 

 

Cole-King, Green, Peake-Jones, & Gask (2011)  
InnovAiT: The RCGP Journal for Associates in Training 

 

 
Suicide Mitigation, Alys Cole-King 



Psychologist Perspective 

Ms Susan Beaton 



Psychologist Perspective 

Ms Susan Beaton 

 



Psychologist Perspective 

Ms Susan Beaton 

 



Psychologist Perspective 

Ms Susan Beaton 

 



Psychologist Perspective 

Ms Susan Beaton 

http://attemptsurvivors.com 

Few voices of suicide attempt survivors have emerged in the 
public conversation about suicide, and few resources exist 
for us and for those who’ve wrestled with suicidal thoughts. 
We wanted to create a space that people and those who 
love them can stumble across while Googling answers to 
those lonely questions, “Has this ever happened to anyone 
else?” and “What do we do now?” 



Psychologist Perspective 

Ms Susan Beaton 

http://attemptsurvivors.com 
“The Reasons to go on Living Project is designed to understand 
how people’s thinking changes after a suicide attempt. We do 
not understand the thinking processes that occur for people 
who choose to go on living after an attempt and there is very 
little research in this area. We believe that if we had a better 
understanding of how people found the strength to go on living 
after an attempt, we might be able to better help people who 
are thinking of ending their lives, before they make an 
attempt.” 

 

www.thereasons.ca 



Psychiatrist Perspective 

Dr Michael Dudley 

Susan Beaton, Bob Goldney, David Webb, Jagoda Pasic 
and colleagues, at WPA Prague 2012, modified) 

 
Acknowledgements 



Psychiatrist Perspective 

Dr Michael Dudley 

• A tragic, preventable global health issue 

• In Australia, it leads causes of death by injury, and 
causes of death for 15-44 year olds 

• Despite decreases since 1997, rates from 2002 to 2007 
were 30-40% under-reported 

• Suicide attempts and self-harm are not only a major 
public health and clinical problem, but a barometer of 
how well we care as a society 

 
Suicide: epidemiology  



Psychiatrist Perspective 

• Unbearable psychological pain and cognitive 
constriction (Schneidman, 1993)  

• The wish to die involves failed belongingness and 
perceived burdensomeness (the misperception one’s 
death will relieve others), and acquiring the capacity to 
lethally self-injure (Joiner, 2005, 2009)  

• What does stigma contribute?  

Dr Michael Dudley 

 
What makes people suicidal? 
 



Psychiatrist Perspective 

Dr Michael Dudley 

• Public scepticism about suicide prevention (SP)– ¼ 
thought that suicide was not preventable, 1/10 were 
undecided (Lifeline Newspoll 2009)  

• Scepticism about SP applies to intervening with non-
clinical groups, as well as patients 

 
Public doubt about preventing suicide 



Psychiatrist Perspective 

Dr Michael Dudley 

• Health professionals sometimes doubt SP (e.g. Morgan 
and Evans (1994) – 20% thought SP was infeasible) 

• One Australian study found treatment satisfaction for 
suicide attempt survivors as mixed for 1/3 and 
poor/very poor for 1/5; 28% reported attitudes of 
hospital health professionals as mixed and 33.5% as 
poor or very poor (De Leo et al., 2005) 

 
Doubt & disconnection among health professionals  



Psychiatrist Perspective 

• ‘Those who talk about it don’t do it’ 

• ‘Don’t talk about it: it’ll give them ideas’ 

• ‘There’s no point intervening: people who are determined 
will just do it anyway’ 

• ‘They’re cowards’, or ‘they’re selfish’, or ‘they’re seeking 
revenge’ etc etc (see Thomas Joiner’s ‘Myths about 
Suicide’ (2010)) 

• Stigma comprises illiteracy,  

 prejudice and practices 

• Role of ambivalence 

Dr Michael Dudley 

 
Stigma about suicide 



Psychiatrist Perspective 

Dr Michael Dudley 

• By young people and young men in particular but also 
various marginalised groups and suicide-bereaved people 
and suicide attempt survivors, who do not receive 
continuing treatment – and also those like Caitlin who 
have been ‘burnt’ by the  psychiatric system 

 
Stigma and trauma constrain help-seeking for suicidality 



Psychiatrist Perspective 

Dr Michael Dudley 

• Fear and organisational demands may elevate risk 
assessment (which cannot predict suicidal acts) above 
therapeutic relationships 

• Organisations, doctors & psychiatrists (especially) may be 
blamed or sued for negligence, resulting in untold 
financial and emotional costs and defensive practice 

• Accurate documentation of psychosocial and risk 
assessment is needed. Standards of care must be 
reasonable and prudent (Berman, 2006) 

• However, pressure to fulfil (medico-legal) ‘duty of care’ 
can also be in tension with the patient’s human rights  

 
Constraint of professionals 



Psychiatrist Perspective 

Dr Michael Dudley 

• No specific anti-suicide therapies exist (problem-solving 
therapy = same as usual care (Hatcher et al, BJP, 2011). 
Leading groups (e.g. NICE guidelines, Royal College of 
Psychiatrists and RANZCP) do not recommend any 
definitive intervention 

• Trained communities and individuals who engage with 
the person’s distress in pragmatic and timely ways and 
who offer hope and compassion can be as effective as 
paid helping professionals in sustaining life. Connection is 
critical.   

 
What specific interventions are available/skills are required? 



Psychiatrist Perspective 

Dr Michael Dudley 

• Various gps and individuals are reclaiming the precept of 
listening to & learning from suicidal persons: building 
relationships through courtesy and respect, clear 
explanations of process and content, and delivering on 
what is promised.  

• Avoid medicalising, as drug companies & sometimes 
psychiatry do - Use psychiatric language and diagnosis 
where needed but if possible sparingly; and avoid the 
pitfall of using taxonomies to classify people (trust in 
psychiatric taxonomies and ‘evidence-based’ psychiatry? 
– maybe a topic for discussion!)   

 
Starting and staying with the person 



Psychiatrist Perspective 

Dr Michael Dudley 

• Clinical risk assessment and categorisation cannot predict 
suicidal actions 

• But the practice of psychosocial (including risk) 
assessment underpins a comprehensive approach to care 

• While routine A& E assessment can prevent self-harm – 
Level 3 (case-control) evidence – A&E’s also can be 
unfriendly places: illiterate and censorious about self-
harm, poorly informed about services, and poorly 
organised for follow-up – so that people can be alienated 
and lost without trace.   

 
Psychosocial (including risk) assessment 



Psychiatrist Perspective 

Dr Michael Dudley 

Because:  

• Lack of staff knowledge about self-harm 

• Poor communication between staff and with the patient 

• Sub-optimal post-discharge follow-up 

• And lack of knowledge of and access to services,  

• Can also contribute to poor outcomes.  

 
Hence, improve staff knowledge and confidence 



Psychiatrist Perspective 

Dr Michael Dudley 

• Clinical depression is not as common as drug companies 
and some national awareness programs would have us 
believe. But: 

• Its melancholic form (= ‘moderate-severe major 
depression’ (DSM)?) has an ancient pedigree 

• Clinical depression is qualitatively different to sadness or 
grief (a differential diagnosis for Caitlin), it is disabling, 
potentially dangerous, occurs with other conditions (e.g. 
eating disorders (Caitlin?)) and is often inadequately 
recognised and treated before and after suicide attempts. 
It needs to be detected 

 
Diagnosis = science, culture, marketing, exercise of power 



Psychiatrist Perspective 

Dr Michael Dudley 

• Psychiatric – including compulsory – hospitalisation 
reportedly (in Level 3 (cohort & case-control) studies) 
reduces suicide risk but its hidden injuries are rarely 
examined or discussed 

• To doctors: don’t admit, treat, seclude or restrain people 
against their will unless there is absolutely no less 
restrictive alternative. Explain decisions, work with 
patient and staff to maintain her control and prevent 
hospital-induced trauma, explicitly inform the patient of 
her rights and promote these, actively support her 
decision-making wherever possible and ASAP.  Don’t 
hospitalise adolescents with adults 

 
Psychiatric hospitalisation 



Psychiatrist Perspective 

Dr Michael Dudley 

• Intensive follow-up and ‘Green card’* improve adherence, 
?Green Card reduces repeat DSH esp.for first time 
attempters 

• Brief intervention & contact reduces repetition (Motto & 
Bostrom 2001; Carter et al, 2005; Fleischmann et al, 2008) 

• Dialectical behaviour therapy for episodes in Borderline PD 

• Brief Interpersonal Therapy, CBT for families?  

• Research alternative approaches (safe places, peer 
mentors)  

• (*Wallet-size card with time and date of appointment with 
a named mental health professional, 24 hour crisis 
numbers,  invitation to return to ED if in crisis) 

 
Follow-up interventions 



Psychiatrist Perspective 

Dr Michael Dudley 

 

• As more service recommendations implemented, suicide 
rates declined 

• Those services which implemented 7 – 9 recommendations 
had significantly lower suicide rates than those who had 
only implemented 0 – 6 recommendations 

 
Implementation of mental health service recommendations 

While et al, Lancet, Feb 2, 2012 



Psychiatrist Perspective 

Dr Michael Dudley 

• Antidepressant, anti-anxiety and anti-psychotic 
medications may be required to treat symptoms or 
underlying disorders, but can be misused for overdose 

• Lithium and clozapine may also be anti-suicidal 

 
Drug treatments that work? 



Psychiatrist Perspective 

Dr Michael Dudley 

• The antidepressant story is confounded by drug company 
marketing and disease mongering  

• Among young people SSRI antidepressants are rarely 
associated with suicide 

• They seem more likely to be effective in moderate to 
severe depression and related conditions (such as anxiety 
and OCD disorders) but the placebo effect is also marked 

 
 
Safety and effectiveness of antidepressants? 
 



Psychiatrist Perspective 

Dr Michael Dudley 

• Offer privacy in ED or office 

• Let the patient tell her story and encourage this 

• (learn the assessment structure thoroughly, then listen and 
follow the patient carefully) 

• What is the existential/spiritual issue?  

• Social circumstances, problems, stressors 

• Events around self-harm: focus on intent, safety - access to 
methods, opportunity and supports 

• Past history of self-harm, MH problems, coping strategies 
and strengths 

• Mental State Exam; and Management of specific 
conditions (e.g. psychosis, melancholia) 

 
Interview in ED or office 



Psychiatrist Perspective 

Dr Michael Dudley 

• How does one establish a relationship in this situation? To 
acknowledge the fear and to repair and establish trust with 
MH services takes time. Caitlin must decide whether she 
can trust those with whom she deals, just as they must 
listen very carefully to her and seek her point of view 

•  Is there anyone whom she trusts, who can accompany 
her? Who will support her, help reduce her anxiety by 
assisting her to care for herself, solve problems and to 
protect her rights?  

• How to respectfully obtain a history, including treating 
delicate information with sensitivity – e.g. re exposure to 
violence and abuse 

 
Caitlin 



Psychiatrist Perspective 

Dr Michael Dudley 

• Is this a crisis (existential + grief)? What is the role of illness 
(persistent biological symptoms) if any? What do insecure 
attachment and previous trauma in relationships/MH 
system contribute?   

• What about Caitlin’s strengths?  

• Explaining very clearly what one is doing. Identifying and 
expressing hope, supporting Caitlin’s safety, her decision-
making and her rights at each step – preferably as an 
outpatient, possibly in relation to engaging in therapy, 
maybe medication 

 
Caitlin 



Q&A session 



Thank you for your participation   

 

• Please ensure you complete the exit survey before you log out (it will 
appear on your screen after the session closes). Certificates of attendance 
for this webinar will be issued in 4-5 weeks 

• Each participant will be sent a link to online resources associated with this 
webinar within 1-2 days 

• For more information about MHPN networks and online activities in 2013 
visit www.mhpn.org.au  
 

 

http://www.mhpn.org.au/


Are you interested in leading a face-to-face network in your local area 
with a focus on Suicide Prevention?  

MHPN can support you to do so.  

Please fill out the Expression of interest that you’ll receive as a link in 
the webinar follow up email. MHPN will follow up with you directly. 



Thank you for your contribution and 
participation 

 
 


