Written Public Comments

June 6" thru June 20", 2023

Shannon Priem and William Smalldone — Representatives of Southeast Salem

Neighborhood Association — Vision Zero for Salem-Keizer with SKATS MTSAP update
Bruce and Sue Purdy — Keizer — Keizer Little League

Kathryn Lincoln — Keizer — City Hall Trellis Repair
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Southeast Salem Netghborhood Assomaﬂon

June 8, 2023

ATTN:
Salem City Council
555 Liberty St SE #240, Salem, OR 97301

and
Keizer City Council
930 Chemawa Rd NE, Keizer, OR 97303

RE: Vision Zero for Salem-Keizer with SKATS MTSAP update

Dear Mayor Hoy, Mayor Clark and City Councilors:

The US government recognizes that for roads to be safe, they must be consistent. Proof is found in the
existence of the 862 page Manual for Uniform Traffic Control Devices, which has been around for 85
years and serves as the principal authority for transportation engineering in this country.

However, in the face of a 33% increase in road deaths over the past decade, questions around efficacy
have been raised.

As a result, In January 2022 the US Department of Transportation announced a strategy change, dropping
the legacy “car-first” thinking in favor of the Swedish-conceived Vision Zero concept, already
implemented by two dozen other countries over the past 26 years, As an example: the Netherlands
reduced road fatalities by 76.2% by 2013 (source: en.wikipedia.org/wiki/Vision Zerg).

Vision Zero is a road safety policy that aims to eliminate fatalities and serious injuries by promoting a
safe, systemic approach that takes into account human fallibility and the inevitability of human error. It
involves designing roads, vehicles, and signage that are forgiving of human error and minimizing the
consequences of crashes, The goal is to create a transport system that prioritizes safety and livability over
speed and capacity, and to shift the responsibility for safety from individual road users to the system as a
whole.

For the United States, the new approach is documented as the National Roadway Safety Strategy. The

accompanying 42-page document explains current problems and strategies to deal with those problems. -
transporiation gov/NRSS

Going forward, and for the first time in 13 years, the Manual for Uniform Traffic Control Devices is

being updated, and possibly reframed and rewritten if the voices of national transportation groups are
heeded.

555 Liberty St SE, Suite 303, Salem, OR 973031
sesna.community | info@sesna.community | B WSalemSESNA




During the coming months, and years, the SKATS (Salem-Keizer Area Transportation Stady) MTSAP
(Metropolitan Transportation Safety Action Plan) is being updated. This will set restrictions and
opportunities for decades to come. There is especially an opportunity o invest the sparse funds in the
future, by immediately embracing *Vision Zeto’ and the ‘*National Roadway Safety Strategy’. Portland,

Fugene and more than 40 major U.S. cities have implemented Vision Zero standards with positive results:

https://visionzeroneiwork.org/resources/vision-zero-communities/

As a neighborhood association, we belicve mobility is a basic human right. Nobody should have to risk
their life to get to work, school, or basic services, We also recognize that leaving a century of established
practices behind will be hard, Going forward often is.

SESNA stands behind the proven Vision Zero concept and asks the City Council to choose safer traffic,

to choose a more livable city, to invest in a brighter future for all Salem-Keizer constituents by

implementing Vision Zero today for all transportation upgrade projects, both in development (e.g.
McGilchrist) and upcoming!

Sincerely,

Shannon Priem William Smalldone

SESNA, Chair SESNA, Land-Use Chair
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Davis, Tracz

From: Bruce Purdy <brucepurdy1955@gmail.com>
Sent: Sunday, June 18, 2023 1:12 PM

To: Wood, Tim; Administrator; Davis, Tracy
Subject: Keizer Little League

CAUTION: This email originated from Outside Your Organization. Exercise caution when opening
attachments or on clicking links from unknown senders. Please contact Information Technology
for assistance.

Respected counclimen and women,

My wife and | had dinner with some friends last night, and were informed about the council considering a plan for an

indoor stadium. We were alarmed! Currently, we have 1 of the best - if not the best L.L complexes in the state. Also, 1 of
the best maintained,

We have been residents of Keizer for nearly 35 years. | was a parent and coach for close to a decade. My wife was a
team mother and helped at concessions, The fields have been a integral part of our community, To hear you are

serlously considering privatizing this unique and special community complex, is beyond our comprehensive
understanding.

If it's about money and the need keeping the fields public, why not ask the voting community?

A concerned couple,
Bruce and Sue Purdy




Davis, Tracx ————————————

From: Kathryn Lincoin <klincoln@q.com>
Sent: Tuesday, june 20, 2023 4:28 PM
To: Davis, Tracy

Subject: City Hall Trellis Repair

CAUTION: This email originated from Outside Your Organization. Exercise caution when opening
attachments or on clicking links from unknown senders. Please contact Information Technology
for assistance.,

Please forward this email to the City Council in response to their proposal to award a contract to Remodeling by Classic
Homes, Inc. in tonight's meeting.

To the Mayor and City Council:

I question the item you have on the agenda this evening, to award a contract for repairing and replacing a trellis at city
hall, to a company owned by a fellow city councilor. For several reasons, you should re-think this action.

1. Awarding a lucrative business opportunity to a feliow city councilor reeks of conflict of interest and favoritism.

2. The original proposal was to spend $100,000, not the $246,944, which is in the current resolution. There is no
explanation of why the cost is over twice what was originally budgeted.

3. Surely there are other capable builders who could be contacted for a bid. Have you seen the list of who was
contacted by Public Works? And what their response was?

4. Does Remodeling by Classic Homes, Inc. have the experience necessary for this type of project? | understand itisin
the business of remodeling homes.

5. Even if the treliis is not currently safe, it is not an area that employees have to use, such as a part of their

office. Surely the city could postpone the repairs and do a more thorough search for a suitable contractor who does not
pose such an obvicus conflict of interest,

| urge you to reconsider this resolution for civic center trellis repair.
Thank you.

Kathy Lincoln
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A BILL ORDINANCE NO.
2023-
FOR
AN ORDINANCE .

AMENDING ORDINANCE NO. 2020-812 PROHIBITING CAMPING ON

SIDEWALKS, PUBLIC PROPERTY AND PUBLIC RIGHTS-OF-WAY,
DECLARING AN EMERGENCY

The City of Keizer ordains as follows:

Section 1. Ordinance 2020-812 (Prohibiting Camping on Sidewalks, Public

Property and Public Rights-of-Way) is amended by deleting Section 2 and replacing it

with the following:

Section 2. CAMPING PROHIBITED ON PUBLIC SIDEWALKS, PUBLIC
PROPERTY AND PUBLIC RIGHTS-OF-WAY.

(A) Definitions. Unless the context specifically requires otherWise, as used in
this Section, the following words and phrases mean:

(1) To “Camp” or the act of “Camping” means to pitch, use, or occupy
camp materials or a camp for the purpose of occupancy, habitation, or sheltering
for survival, and in such a way as will facilitate sleeping or storage of personal
belongings, taking measures to keep protected from the elements including heat
and cold, or any of these activities in combination with one another or in
combination with either sleeping or making preparations to sleep. A “Camp” isa
location where people Camp or are Camping.

(2) “Camp Materials” may include, but are not limited to, tents, awnings,
lean-tos, chairs tarps or tarpaulins, cots, beds, sleeping bags, blankets, mattresses,
sleeping or bedding materials, food or food storage items, and/or similar items
that are or appear to be used as living and/or sleeping accommodations, or to

assist with living and/or sleeping activities.
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(3) “Public Rights of Way” means all City-owned or controlled tights-of-
way, whether in fee title, by dedication, or as holder of a public easement for
right-of-way or public access purposes, Public rights-of-way includes, but are not
limited to, any public road, street, sidewalk, or private sireet or other property
that is subject to a public access easement dedicated or granted to the City for
vehicular, pedestrian, or other means, and any planter strip or landscaped area
located adjacent to or contained within streets that is part of the public right-of-
way.

(4) “City Property” includes all real property, land and public facilities
owned, leased by the City, controlled, or managed by the City of Keizer
including City parking lots or parking structures, but excluding public rights-of-
way.

(5) “Relocate” means to move off of Public Rights-of-Way or City
Property to a different City Property or to another lawful location. The definition
does not include moving to another portion of the same City Property.

(B)  Except as set forth below, it is unlawful for any person to camp in or upon
any public sidewalk, city property, or public rights-of-way.

(C) Inexpress recognition of the need for those experiencing homelessness to
sleep and rest and if they have nowhere else to go, camping is not prohibited in
public rights-of-way, except in the following right-of-way areas:

(1) Vehicular and bicycle travel lanes and five (5) fect adjacent to such

travel lanes.

(2) Stormwater facilitics.

(3)  Adjacent to any residential uses.

(4)  Within 100 feet of any school;-chureh-or daycare facility.

(5) Within 100 feet of any church, except for on property that is

accommodating camping or camping like activities under ORS
195.520,
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(6)  Within ten (10) feet of the intersection of a street and driveway ora
private pedestrian path, or within ten (10) feet of a building entry.
(76) Within a five foot (5°) clear pedestrian path on any public
sidewalk.
(D) For those experiencing homelessness, in areas where camping is not
prohibited, persons must relocate within 24 hours after arrival.
(B) Individuals may not build or erect structures, whether by using plywood,
metal, wood materials, pallets, or other materials. Items such as tents and similar
items used for shelter that are readily portable are not structures for purposes of
this Section.
(F) The City Manager may adopt administrative rules or policies governing ot
guiding enforcement of this Ordinance, including but not limited to ensuring
consistent and appropriate enforcement for various circumstances.
(G) Upon emergency declaration of the City Council, City Manager or
Emergency Manager, other areas may be authorized for limited short-term
camping,.

(H) Upon finding it to be in the public interest, the City Manager or City

Council may exempt a special event from compliance with this Section by

Resolution—The Resolution-The City Manager or City Council shall specify the

period of time and location covered by the exemption, as well as other reasonable
conditions.

(I)  Violations ofthis Ordinance are infractions, and the violators may be cited
under the Keizer Civil Infraction Ordinance. The minimum fine is $50. The

presumptive fine is $100. The maximum fine is $150._In lieu of or in addition to

a fine, the judge may impose other measures, consistent with ORS 153.008, that

are reasonably calculated to aid the individual in not engaging in the conduct that

led to the citation again in the future,

(J)  Subject to applicable state statutes, persons violating this Ordinance may
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be ejected and/or excluded under Ordinance No. 2023-854 (Adopting Rules of
Conduct for City Property).

(K)  Methods of enforcement for violations of this Ordinance are not exclusive
and may consist of multiple enforcement mechanisms where legally authorized
and appropriate. However, the intent of the city is to always resolve violations at
the lowest possible level, and to engage to seek compliance and solve problems
while maintaining the dignity of all involved. To that end, violations of this
Ordinance should only result in citations when other means of achieving
compliance have been unsuccessful, or are not practicable for the particular

situation.

Section 23. SEVERABILITY. If any section, subsection, sentence, clause,
phrase, or portion of this Ordinance is for any reason held invalid or unconstitutional, or
is denied acknowledgment by any court or board of competent jurisdiction, then such
portion shall be deemed a separate, distinct, and independent provision and such holding
shall not affect the validity of the remaining portions hereof.

Section 34. EFFECTIVE DATE. This Ordinance being necessary for the
immediate preservation of the public health, safety and welfare, an emergency is
declared t(; exist and this Ordinance shall take effect immediately upon its passage.

PASSED this day of , 2023.

SIGNED this day of , 2023,

Mayor

City Recorder
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7 AMENDING ORDINANCE NO. 2020-812 PROHIBITING CAMPING ON
8 SIDEWALKS, PUBLIC PROPERTY AND PUBLIC RIGHTS-OF-WAY;
9 DECLARING AN EMERGENCY
10
11 The City of Keizer ordains as follows:
12 Section 1. Ordinance 2020-812 (Prohibiting Camping on Sidewalks, Public
13 Property and Public Rights-of-Way) is amended by deleting Section 2 and replacing it

14  with the following:

15 Section 2. CAMPING PROHIBITED ON PUBLIC SIDEWALKS, PUBLIC
16 PROPERTY AND PUBLIC RIGHTS-OF-WAY.

17 (A) Definitions. Unless the context specifically requires otherwise, as used in
18 this Section, the following words and phrases mean:

19 (1) To “Camp” or the act of “Camping” means {o pitch, use, or occupy
20 camp materials or a camp for the purpose of occupancy, habitation, or sheltering
21 for survival, and in such a way as will facilitate sleeping or storage of personal
22 belongings, taking measures to keep protected from the elements including heat
23 and cold, or any of these activities in combination with one another or in
24 combination with either sleeping or making preparations to sleep. A “Camp”isa
25 location where people Camp or are Camping.

26 (2) “Camp Materials” may include, but are not limited to, tents, awnings,
27 lean-tos, chairs tarps or tarpaulins, cots, beds, sleeping bags, blankets, mattresses,
28 sleeping or bedding materials, food or food storage items, and/or similar items
29 that are or appeat to be used as living and/or sleeping accommodations, or to
30 assist withriiving and/or sleeping activities.
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(3) “Public Rights of Way” means all City-owned or controlled rights-of-
way, whether in fee title, by dedication, or as holder of a public easement for
right-of-way or public access purposes. Public rights-of-way includes, but are not
limited to, any public road, street, sidewalk, or private street or other property
that is subject to a public access easement dedicated or granted to the City for
vehicular, pedestrian, or other means, and any planter strip or landscaped area
located adjacent to or contained within streets that is part of the public right-of-
way.

(4) “City Property” includes all real property, land and public facilities
owned, leased by the City, controlled, or managed by the City of Keizer
including City parking lots or parking structures, but excluding public rights-of-
way.

(5) “Relocate” means to move off of Public Rights-of-Way or City
Property to a different City Property or to another lawful location. The definition
does not include moving to another portion of the same City Property.

(B)  Except as set forth below, it is unlawful for any person to camp in or upon
any public sidewalk, city property, or public rights-of-way.

(C) Inexpress recognition of the need for those experiencing homelessness to
sleep and rest and if they have nowhere else to go, camping is not prohibited in
public rights-of-way, except in the following right-of-way areas:

(1)  Vehicular and bicycle travel lanes and five (5) feet adjacent to such

travel lanes.

2) Stormwater facilities.

(3)  Adjacent to any residential uses.

(4)  Within 100 feet of any schoolor daycare facility. |

(5)  Within 100 feet of any church, except for on property that is

accommodating camping or camping like activities under ORS
195.520.
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(6)  Within ten (10) feet of the intersection of a street and driveway ora
private pedestrian path, or within ten (10) feet of a building entry.
(7)  Within a five foot (5) clear pedestrian path on any public
sidewalk.
(D) For those experiencing homelessness, in areas where camping is not
prohibited, persons must relocate within 24 hours after arrival.
(B) Individuals may not build or erect structures, whether by using plywood,
metal, wood materials, pallets, or other materials. Items such as tents and similar
items used for shelter that are readily portable are not structures for purposes of
this Section,
(F) The City Manager may adopt administrative rules or policies governing or
guiding enforcement of this Ordinance, including but not limited to ensuring
consistent and appropriate enforcement for various circumstances.
(G) Upon emergency declaration of the City Council, City Manager or
Emergency Manager, other areas may be authorized for limited short-term
camping.
(H) Upon finding it to be in the public interest, the City Manager or City
Council may exempt a special event from compliance with this Section, The City
Manager or City Council shall specify the period of time and location covered by
the exemption, as well as other reasonable conditions.
(I)  Violations of this Ordinance are infractions, and the violators may be cited
under the Keizer Civil Infraction Ordinance. The minimum fine is $50. The
presumptive fine is $100. The maximum fine is $150. Inlicu of or in addition to
a fine, the judge may impose other measures, consistent with ORS 153.008, that
are reasonably calculated to aid the individual in not engaging in the conduct that

led to the citation again in the future.
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(I Subject to applicable state statutes, persons violating this Ordinance may
be ejected and/or excluded under Ordinance No. 2023-854 (Adopting Rules of
Conduct for City Property).

(K) Methods of enforcement for violations of this Ordinance are not exclusive
and may consist of multiple enforcement mechanisms where legally authorized
and appropriate. However, the intent of the city is to always resolve violations at
the lowest possible level, and to engage to seek compliance and solve problems
while maintaining the dignity of all involved. To that end, violations of this
Ordinance should only result in citations when other means of achieving
compliance have been unsuccessful, or are not practicable for the particular
situation.

Section2. SEVERABILITY. If any section, subsection, sentence, clause,
phrase, or portion of this Ordinance is for any reason held invalid or unconstitutional, or
is denied acknowledgment by any court or board of competent jurisdiction, then such
portion shall be deemed a separate, distinct, and independent provision and such holding
shall not affect the validity of the remaining portions hereof.

Section 3. EFFECTIVE DATE. This Ordinance being necessary for the
immediate preservation of the public health, safety and welfare, an emergency is

declared to exist and this Ordinance shall {ake effect immediately upon its passage.

PASSED this day of , 2023,
SIGNED this day of , 2023.
Mayor
City Recorder
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Keizer City Attorney
930 Chemawa Road NE
PO Box 21000

Keizer, Oregon 97307
503-856-3433




W oo~ oy 1ok W N

et
o

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

CITY COUNCIL, CITY OF KEIZER, STATE OF OREGON
Resolution R2023-
AUTHORIZING CITY MANAGER AND CHIEF OF POLICE TO
SIGN 2023-2026 COLLECTIVE BARGAINING AGREEMENT
WITH KEIZER POLICE ASSOCIATION

WHEREAS, the City Council authorized the City Manager and Chief of Police to
enter into a Collective Bargaining Agreement with the Keizer Police Association by
Resolution R202 i—3 169;

WHEREAS, such Collective Bargaining Agreement was effective from July 1,
2021 through June 30, 2023;

| WIHEREAS, the City desires to enter into a new Collective Bargaining Agreement
for the period of July 1, 2023 through June 30, 2026;

WHEREAS, from time-to-time amendments need to be made to the Collective
Bargaining Agreement to modify provisions and change job classifications as authorized
by the Council;

WHEREAS, such amendments are made with the use of Memoranda of
Understanding;

WHEREAS, Memoranda of Understanding must be authorized by the City
Council,

WHEREAS, the City Council desires to allow the City Manager and Chief of
Police to sign Memoranda of Understanding relating to the 2023-2026 Collective

Bargaining Agreement without further authorization by the City Council except for
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amendments relating to provisions that relate to wages, benefits, budgetaty matters, or‘
job classification additions, except as noted below;

WHEREAS, the City Council desires to allow the City Manager and Chief of
Police to sign Memoranda of Understanding relating to the 2023-2026 Collective
Bargaining Agreement without further authorization by the City Council relating to
classification additions if such job classification additions have been budgeted for by
Council;

WHEREAS, the City Council desires to allow the City Manager and Chief of
Police to sign Memoranda of Understanding relating to the 2023-2026 Collective
Bargaining Agreement without further authorization by the City Council relating to
individual new-hire vacation/sick leave beginning bank and/or accrual;

NOW, THEREFORE,

BE IT RESOLVED by the City Council of the City of Keizer that the City Manager
and Chief of Police are authorized to sign the 2023-2026 Collective Bargaining
Agreement with the Keizer Police Association based on the attached tentative agreements
approved by the Keizer Police Association representatives.

BE IT FURTHER RESOLVED by the City Council of the City of Keizer that the
City Manager and Chief of Police are authorized to sign Memoranda of Understanding
relating to the 2023-2026 Collective Bargaining Agreement without further Council
authorization unless such Memoranda pertain to provisions that relate to wages, benefits, |

budgetary matters, or job classification additions, except as noted below.
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BE IT FURTHER RESOLVED by the City Council of the City of Keizer that the
City Manager and Chief of Police are authorized to sign Memoranda of Understanding
relating to the 2023-2026 Collective Bargaining Agreement without further Council
authorization relating to job classification additions if Council has budgeted for the job
classification addition.

BE IT FURTHER RESOLVED by the City Council of the City of Keizer that the
City Manager and Chief of Police are authorized to sign Memorandum of Understanding
relating to the 2023-2026 Collective Bargaining Agreement without further Council
authorization relating to individual new-hire vacation/sick leave beginning bank and/or
accrual as long as any changes are budgeted.

BE IT FURTHER RESOLVED that this Resolution shall take effect immediately
upon the date of its passage.

PASSED this day of , 2023,

SIGNED this day of , 2023.

Mayor

City Recorder
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TENTATIVE INTERLINEATED
COLLECTIVE BARGAINING AGREEMENT

Between
CITY OF KEIZER
| And

KEIZER POLICE ASSOCIATION

July 1, 202423 through June 30, 202326

Changes denoted in sérikesut and bold double underline

The attached documents are the signed Tentative Agreements covering all
Articles and Appendices concluding bargaining activities as of June 14, 2023,
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ARTICLYE 1 - RECOGNITION \/\XX

Section 1.1 Barpaining Unit

The City recognizes the Agsociation as the exclusive collective bargaining agent for matters
concerning direct or indireet monetary benefits, hours, vacations, sick leave, grievance procedures,

and conditions of employment for all regular and tegular part-time employees in the following
classifications:

A. Police Officer

B. Police Suppott Specialist

C. Community Service Officer
D—Investipative-Services Specialist

B, Property and Evidence Specialist (I and II)
F. Crimo Analyst

Section 1.2 Regular Part-Time Employees

The term “regular parb-time employee” means any employee of the City who regularly works and
‘tecelves salary from the City for thirty (30) hours or less per week or less than 1500 hours in any
calendar year, but does not include:

A. Persons engaged as independent contractors.

B. Secasonal, emergency or casual workers whose periods of employment with the City do
not total 600 hows in any calendar year,

Nothing in this Section shall prevent a regular part-time employes from working forty (40) hours
per week, provided the houss are authotized by the City and the employee consents to the
additlonal work hours and provided total work hours do not exceed 1500 hours in any calendar
year, Inthe event, however, that a regular pact-time employee Is required by the City to work mote
than thirty (30) hours in a week, the employse shall be entitled to acorue vacation and sick leave
at the accrual rate for regular foll-time employees, Otherwise, regular part-time employees will
acorue such beneflts, leaves, eto, on a provated basis based on budgeted FTE.

Section 1,3  Spouses and Domestic Paréners

For the putposes of this Agreement, where insutance benefits are extended to “spouses,” domestio
pariners shall be considered “spouses.” Additionally, other types of benefits, such as sick leave
pay and FMLA/OFLA. benefits to care for a member of the employee’s immediate family, ate
extended to domestic pattners, Whenever the term “domestic partner” is used in this Agreement,
it will be defined as an individual of the same ot opposite sex who lives with the employee and
has fulfilled the requirements contained in and comploted the “Affidavit of Domestic Partnesship”
form which is available from Human Resources, exeept-asprehiblited-by-carriercontract: Domestic
pattners that bave fulfilled the requirements set forth in this form will be eligible for all benefit
insurance options available to “spouse” as-limited-by-eatrier-contraets, as well as other benofits

TN
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extended to domestic pariners under this Agreement. Employees are obligated {o promptly notify
the Chief of Police and Human Resoutees when domestic pattnerships begin and end in sttuations
for which they are eligible to receive Insurance or other types of City benefits.

Scettop 1.4 New Classifications

When any new classification not lsted in Sectlon 1.1 above is established by the City and assighed
to the bargalning unit, the City shall designate a pay rate for the new classification. The City shall
then notify the Association in wiiting of the pay rate and furnish the Association with a copy of
the new classification speclfication, In the event the Association does not poncwr with the pay
rate, the Association shall notify the Cuy in writlng of such within fomtcen (14) days of its receipt

ofthe City notica. The C iring the n pon potice to the

Putsuant to ORS 243,698, if after ninety (90) days of negotiations the parties have not resolved
the 1ssue, an atbitrator shall be mutually agreed upon or selected in accordance with the procedure
established in Section 15.1, Step Four, except the arbitrator shall be bound by the applicable
provisions of ORS 243,746, Yuthe-eventne-agreementloreached the-Cliy-may proceed-te-fill-the
position-using-its-designated-pay-sate: Howeverifthe City-eleels-to-do-so; Any higher pay rate
negotiated with the Assoclation or obfained through an arbitration decision must be paid
tetroactively to the employee's date of hire, along with any additional overtime pay that was eatned
duting that time. Nothing contained herein shall be construed to limit the City’s ability to oreate
or combine job classifications,

Tn the event the City intends to establish a new clagsification within the Keizer Police Department,
hereinafter reforved to as the “Department,” and cutside the bargaining unit, the City will notify
the Assoolation in writing of its intentions; will provide a copy of the classiflcation desctiption
and, 1f requested to do so, will disouss with the Assoclation whether the classification should be a
bargaining unit position. If the parties are unable to agree, the dispute will be resolved under the
Public Bmployee Collective Bargaining Act (PECRA) unit clarlfication procedures before the
Employment Relations Board (ERB).
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ARTICLE 2 - MANAGEMENT RIGHTS \/ _

N

Section 2.1 Management Rights

Subject to the requirements of the PECBA relating to the obligation to bargain, the City retains all
the customary, usnal, and exclusive rights connected with the responsibility to manage the affaits
of the Department, The City shall retain the exclusive right to exercise all the customary functions
of management, including but not lisnited to:

A. Po-Determine the specific programs and services offered by the City, and the methods,
means and facilitics by which they shall be effectuated.

B. Fe Determine the size, nature and qualifications of the work force, to assign duties and
equipment, to direct and evaluate the employees in the performance of their work
assignments.

C. To Develop work rules and operating procedures not Inconsistent with this Agreement,

D, Te Promote, fransfer, lay-off, discipline, demote and discharge employees,

Section 2,2 Subcontraciing

The City shall notify the Association in writing when it appeats ressonably probable that the City
will subcontract work currently performed by the bargaining unit, In the event the Association
demands to bargain over the decision and/or impact of the subcontracting of bargaining unit work
within fourteen (14) calendar days in accordance with ORS 243.698, the City will negotiate
regatding the decision and/or impact of subcontracting, Negotiations shall continue for no longer
than ninety (90) calendar days from the receipt of the City’s writlen notice, If not settled after
ninety (90) days, the issue will be submitied to an atbitrator who shall be mutually agreed upon or
selected in accordance with the procedure established in Seotion 15,1, Step Four, The arbitrator
shall be bound by the applicable provisions of ORS 243.746.

Section 2.3 Volunteer Utilization

A. Resetves, Cadets and other volunteors may be used to perform police related tasks and
auxillary functions as determined by the Chief of Police, including but not limited to
providing law enforcement services at public events and providing law enforcement
related services not xestricted by Section 2.4,

B. The City may utilize Reserve Police Officers or Cadets to perform the following duties
without violating Section 5.3, QOvertime, ot Section 2.4, Work Preservation:

1. Prisoner supervision and transports.

2. Police Officer Custody (POC) supervision and transports.

Clty proposal to KPA 1-26-23
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3. Selsstive enfoscement details, provided the City has afforded the opportunity to
Association members,

4. Ctime scene seeurlty, provided the City has afforded the opportunity to Assoclation
membets.

5, School event secutily, provided the City has afforded the opportunity to
Assoolation members.

6. Selective enforcement details such as holiday residential-patrol, vacation checks,
Christmas lighting routes, disabled parking violatlon cheoks, restdentlal security
checks, or similar duties customarily performed by Reserve Police Officers or
Cadets, consistent with past practice,

7. Search and tescue opetations.

8. Any other duties mutually agreed between the City and the Association, Nothing
in this Section prevents Resetrve Police Officers or Cadets from performing thelr
pilmary duties, supplementing the Patrol Division or furthering their own
expetience as outlined in the Department Policy and Procedutes Manual,

C. In addition, other volunteers may be utilized, consistent with past practice, to perform
data entry, property and evidence funotions, vehicle fleet maintenance and
miscellaneous support staff services,

Section 2.4 Work Preservation

Reserves, Cadets and other volunteers will not be wtilized to replace bargaining unit employees in
the performance of thelr primary and customary job responsibilities, nor take away overtime
opportunities other than those instances described in Section 2.3,
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ARTICLE 3 — ASSOCIATION RIGHTS
Section 3.1 Association Activities .

Employees shall have the right to form, join and parficipate in the activities of employee
otganizations of their own ohoosing, for the purpose of representation on matters of employee
velations, Bmployees shall also have the right to refuse to join or patticipate in the activities of the
Assoclation, No employee shall be interfered with, intimidated, restralned, coerced ox

diseriminated against by the City or by any employee organization because of their exercise of
their rights,

Section 3,2 Non-Diserimination

The provisions of this Agreement shall be applied equally to all employees in the bargaining unit
without diserimination as to age, marital status, race, color, sex, creed, religlon, national origin,
union affillation, disabled status, political affiliation ox other protected status or proteoted activity

in accordance with applioable law. Nothing in this Section shall prohibit the City from establishing
bona fide occupational criteria,

Section 3.3  Nejrotintions

The composition of the Assoolation’s negotiating team shall be determined by the Association,
Not mone than three (3) employees shall be permitted to attend negotiating meetings with the City’s
representatives as part of the Association’s negotiating team without loss of pay telative to
seouring Agreement tenewal, to the extent that such meetings are scheduled during the duty hours
of the members so attonding, Negotiating team membets who are on duty for all or a postion of
any negotiating segsion, if any, must be asgigned to different shifis or be from different units of
the Dopartment. The date, time and place for negotiating sessions shall be established by mutual
agreemeont between the parties, Employees shall notify thelr shift supervisor as soon as possible
in advance of thelr expected absence for the purpose of this Section, Such absences shall not
hamper the normal operations of the Depattment and the City shall not inowr any Hability for
ovettime pay under the provigions of this Section.

Section 3.4 Grlevancey

The City also agrees to allow time off without loss of pay for employees dixectly involved in
meetings under the Grievance Procedure in Article 15, No more than two (2) employees shall be
off without loss of pay for this purpose at any one time,

Seetion 3.5 Association Membeyship endFal Shere

Membership or non-membership in the Association shall be the individuel choice of employees
covered by this Agreement,

“IA .%os
Ylbfy2
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Section 3.6 Check-off

The City agrees to deduct bi-weekly Association membership dues fiom the pay of employees
covered by this Agreement who are members of the Assoclation, Dues will be automatically
deducted from the pay of batgaining unit exaployees who are Association members starting with
thelr 30% day of employment, The Assoctation agrees to provide the Human Resources Directo
with a list of all bargatning unit employees who were members of the Association prlor to June 2,
2018, The Association agrees to notify the Human Resoutces Director as soon as practicable when

an employee elects to opt out of membership in the Association, Written authorization may be by
email,

Section 3.7 Bulletin Boards

The City agrees to allow wall space, not to exceed three (3) feet by four (4) feet, for a bulletin
board within the Department to bo used exclusively by the Assoclation for the posting of noticos
and othes information relating to Association activities, meetings and other matters of legitimate
interest to Assoclation members. ¥n the event items are posted on the bulletin board that do not
fall within this desoxption, or items are posted that violate the City’s anti-
harassment/disorimination prohibitlons or othex legal resttlctions, the City will notify the
Association and request removal, ~ '

Seetion 3.8 Right of Access

Subject to the due process provision of this Agreerment, Assoclation representatives and agents of
the Association shall have the right to reasonable access to the Department for the putpose of
investigating grievances and other business related fo the representation of employees for the
puzpose of employment relations, Prior to adrittance to the non-publio areas of the Depattment,
the Assoolation representative andfor agent of the Association shall obiain permission from the
senior, non-bargaining unit member (supervisor) on duty at the time the request is made. Prior to
gaining avcess, the Association or agent of the Association shall advise the duty supervisor of the
purpose of the visit, approximate length of time required and the name of the petson(s) to whom
he or she wishes to speak. Such permission shall not be unteasonably witheld and, if withheld,
the reasons for the withholding shall be given to the Association agent or representative af that
tire, Assooiatlon representatives and agents shall not unreasonably interfere with an employee’s
work. This Section is not intended to he used for membership drives or recruiting of new members.

Section 3.9 Use of Buildings

The Assoelation may use, in accordance with established City rules applioable to other groups
within the community, City facilities duiing employees’ non-work houts (as defined in this
Agresment) for Association meetings, provided such space is available. Request for use of
facilities within the Department shall be approved by the Chief of Police or designee, Such
-meetings shall not be permitted for Associatlon organizing activities or membership drlves of City
employoes,

outside-nn-employeets-duty-and-workdng-houts
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Section 3.10__Association Meefings

Association members shall be permitted to atiend regular monthly membership meetings on duty
time. On-dufy members will bo expected fo respond to their duty responsibilities duting
membership meetings. Except for emergeney meetings, the Assoclation agrees to schedule these
meotings during non-posk periods of the Department’s business and such Association meetings
shall not conflict with the regularly scheduled Department briefing perlods, Membexs aftending
Assoctation meetings on duty will Hmit their attendance to one (1) hour,

. Section 3.11 _Association Business

The Assoolation agrees that the Chief of Police will be notified in writing of the members of the
Association selected to servo as official representatives, The Assoclation agrees that Association

business shall not interfore with the operatlons of the Department ox the police dutles of cextified
Association represontatives,

update in regards to HB2016)
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ARTICLE 4 — CITY SECURITY

T\U}(% b / ¢?@

Section 4.1  No Strike

During the tetm of this Agreement, thers will be no strike, slowdown or recognition of any picket
line while in the performance of officlal duties, For purposes of Section 4.1, “sirike” means an

employee’s refusal in concerted action with others to report for duty, or the employee’s willful
© gbsence from the position of the employee, or sioppage of wotk by the emplayee, or absence of
the employee in whole or in part from the full, faithful or proper poetformance of the duties of
employment of that employee for the purpose of inducing or coercing & change in the conditlons,
compensation, rights, piivileges or obligations of employment, In the event of a violation of this
provision by the Association, or employess in the bargaining unit, the City may discipline for such
vause, including discharge of any employee involved in such activity either on a vniform ot

selective basis, Nothing in this Agreement shall preclude recourse by the City to such other legal
or equitable remedies as may be available to it,

Section 4.2 Productivity

The parties to this Agreement recognize that delivery of essential municipal services, in the most
officient and effective mannet, is of paramount importance and interest to the City and the
Assoclation, In retutn to the City for the wage rates and conditions heein provided and consistent
with the principle of a fair day’s work for a falr day’s pay, the Association pledges agreement with
the objective of achieving the highest level of employee performance and efficiency, safety, good
health and sustained effost, The parties may agree to meet at mutually convenient times to discuss
means of increasing Departmental productivity.

(bargaining note: grammar fix in 4.2}
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getion 5.1 ition. Houvs of Work

X, Definitions: The following definitions apply to Article 5!  (bargaining note: from 5.10.
Will renumber for final CB4)

1. The terns regular shifi, regularly scheduled work shifi, regular work schedule and
regularly scheduled worlkday refer to those shifts, hours and days the employee was
assigned to work as they appear on the master schedule,

2, The term scheduled days off vefers to those days an employee was not assigned to work as
they appear on the mastor schedule.

3. Thetetm regular business hours refers to the workdays and hours Monday through Friday,
0800 to 1700,

A. Regular Howrs: The regular hours of work each day shall be consecutive except for
interruptions for rest perlods and unpaid meal periods, For employees working 5/8, 4/10,
Comumunity Response Unit schedules or utilizing Flex Time, the workweek shall
commence at midnight (0000 hours) on Monday and end at 2359 hours on Sunday.

B. Regular Work Schedules: All employees shall be assigned a regular work schedule. The
City and the Assooiation have recopnized the followlng regular work. schedules for
employeey in the bargaining unit:

1. Modified Loulsiana Plan Schedule: This schedule shall consist of a consecutive twelve
(12) hour and 20 minute workday, This work schedule shall consist of two (2)
consecufive twelve-(:2)-heur woikdays followed by two (2) consecutive days off, thiee
(3) consecutive twelve-(i2) hour workdays followed by two (2) consceutive days off,
two (2) consecutive twelve-th2}hour workdays followed by three (3) consecutive days
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4 off, Day Shift shall be 0650 to 1910 0796-t-1906-hours, Night Shift shall be from
1850 to 0710 hours 1900-t6-0700-hous, This schedule includes time for shify
preparedness, assigned duties, and or attending brlefings at the start and end of shifig,
(bargaining note: MOU Shifi Time and Rounding Overtime dated Febyuary 2023 is
considered explred)

2. Patrol Overlap Schedule: The overlap shift is a patrol shift, normally assigned to the
night shift team, with a temporary stert time as eatly as 1400 houes as determined by
the night shift supervisor. No employes may be involuntarily assigned to an overlap
shift without fourteen (14) days wrltten notice. Employees assigned to en overlap shift
without such notlce will be paid overtime fox houts worked outside their previously
scheduled shift during the fourteen (14) day notice petiod.

3, 5/8 Work Schedule: This schedule shall consist of:

a. Five (5) consecutive eight (8) hour days followed by two (2) congecutive days off,
The workday shall consist of eight (8) consecutive hours of ‘work with & one-half
(1/2) hour paid meal period. '

b. Five (5) conseoutive eight (8) hour days followed by two (2) consecutive days off,
The workday shall consist of elght (8) hours of work with & one (1) hour unpaid
meal period approximately midway through the shift, Members may oceasionally
request a one-half (1/2) hour unpaid meal period, which 2 supetvisor shall endeavor
to allow but with priority given to operational needs.

4. 4/10 Work Schedule: The 4/10 wotk schedule shall consist of four (4) consecutive ten
(10) hou days followed by theee (3) consecutive days off, with. the exception of days

off that necessatily ocour before ox following any rotation. The workday shall consist
of ten (10) consecutive hours of work,

5. 4/12 Work Schedule: The 4/12 work schedule shall consist of four (4) conseentive
twelve (12) hour days followed by four (4) consecutive days off. The worlday shall
consist of twelve (12) consecutive hours of work, Day Shift shall be from 0700 to 1900
houss followed by Night Shift from 1900 to 0700 hours,

6. Community Response-Unit {CRU)-Sohedule-The-shift-houts-of the-CRU-will bein
a ton-518- ough-there-is-an-assigned-regular-work-schedule;
%WMMWMMWﬂMGW—%&M
dm%mw%%mwwmmwmemm

i 1501 ubatantiol-devistions-shal-be-afforded-a-fourteen-(14)
aweﬁwwmmmmmmgﬂm&mﬁﬁﬁ

Yo in-necordance with-Seeton-5:3: (bargalning note: concept moved below)

C. 12-Hour Shift Time: Officets working a 12-hour 20 minute wotk schedule pursuant to
Section 5.1.B.1, B.2, or B.5 will be scheduled to work 7 shifis/86 hours and 20 minutes

sotalof-168- houts in each FLSA 7(K) 14 day 28-day work patiod. eyele. As deterimined by
] hift inclydes time for assigned du  shi

des 1 slgned duties t eady fo
y ies vost-shift including briefings,

otk £
i acitionai-ywolicah '-1\‘ 5 YO-8R 0 S -THN RS RouE ‘j.li mi
are compensated hourly sataries-as set forth In Appendix A, (bargalning nofe: Employees
are paid hourly. shall-eompensate-the-stiaight-time-portion-of-one-hundied-sixty(166)
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- houts- Bffoctive for-the 2018-2021-Agreement; the-28-duy-work-eyole-shall-commenee-at
the-beginning-of the-pay-perod-starting-Fune-25;2018-and-end-on-the-last-day-of the pay
pesiod-on-Tuly-22,2018;-and shall-continue-in-conseentive-28-day-oyeles—To-compensate
officers-werldng-12-hour-werl—schedules-for-boing-scheduled-to-werk-eight-(8)-houss-in
excensofthoone-hundred sixty- (160  hourrineach28-day-wotleoyelothat offieers werldng
or-other-shifts-are-regularly-sohedulod-te-worl; The-City-will-erodit-cach-offlcer-working
M%em&&%%w@%%eﬁsm%ﬁmfeﬁweh«%éwaﬁeﬁedﬁfhe{eﬁ%
heurs-of shift time-will be-credited-to-the-offieer’s-shift-time banlc—Fheo-shifl- time-bank
%ebmeémx&%&&é}h&ws—eenseqaeﬂﬂ%eﬁfwewerkmg—%mhiﬁswmﬂ
acorno shif-time forany pay-peviodthat wouldsesultinthelr-acorunlsexceeding thesbxieon

6 -hoor-maximum:

(bargaining note: See Section 5.3(b) FLSA overtime is over 86 hours in the 14-day pay
period).

@@L@MMA&QE’W@@ in the pay period fo be B,sllg;;;
%&MMM&MM ne will be, widiﬁt

] iy ace oY Ba-do COUEHN-ROY
L_mtg@@mg@m(bargammg note Ij’ an employee takes afuil shiﬂ‘ affl the
employee will need to use 12 hours and 20 mimdes of accrued fime )

Seetion5.3-D-and-Section-5-3-B-do-not-apply-to-this-Section: Bach-offieerdsresponsible
for monitoring his-or-her shift-time-banlto-avoid-sitvations-where- they-will-exesed their
siuteon-(16)-hout-maximum-acetual-and-scheduling-shifi-ime-off-at-imes-which-de-net
WM&W%M&QWMW%%&M&MMMMG
expense—Officorsare-nlaorequiredfo-obtainsupervisery-approval prer-to-taking shift-time
offInthe event-an-officers-shift-ime-bank-reaches-twelve-(12) hours-and-the-officer-hag
notscheduled shift ime-offto-oscur-within-that twenty-eight-(28) day-werlceyeler the-City
sillsehedule-time-of for the-officer-indnctements of one-or-more-four-( ) hour bleelsto
assure-the-officer-stays-within-the-sixteen-(16)-hour-maxitsum-aearual—in-the-ovent-the
City-is-unable-to-sehedule-sueh-time-off dueto-operational-needs-the-officer wiltbe-paid
forshift- timedn-oxcessof-the-sisteen {16} - honrmaximum:

I an-officor touminatos-orotherwiso-sepatates fromemployment, any-noerned-J-hourshift
ﬂme—mﬂkedpa@&ﬂheﬁna}fegulmat&e&ned%y-&&emﬁleyw

(bargaining note: Upon execution of the CBd, Shift Time banks will no longer accrye time.
Employees will have until June 1, 2024 to schedule and take the time off Thereafier, any
remaining balances will be pald to the employee in the next regular payroll)

D, Regular Work Schedules: Generally, the following regular work schedules for bargaining
unit members listed will be recognized by the City and the Association:

1. Pairol Units: Pugrsnant to Section 5,1.B.1,

2. Criminal Investipations Unit (CIU) Deteotive-Unit: A 4/10 work schiedule pursuant fo
Seotlon 5.1.8.4, Half of the unif shall be scheduled to work Monday through Thursday;
" the other half of the unit shall be scheduled to work Tuesday through Fridey, CIU
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Doteotives shall adjust their schedules to avold overtime for coutt and Grand Jury that

s scheduled during regular business hours, Monday through Friday, 0800 to 1700 as
defined in Section 3.10,

1 & detective adjusts the employee's his-er-het schedule to avoid overtime for court or
Grand Jury, the wark schedule adjustment mwst ocour within in the same workweek as
descrlbed in Section 5.1.A.

lllll

afely and Hu it ke SR oured
A 5/8 work schedule putsuant to Seotion 5.1.B.3.a, bargaining note: SJrom MO

6. Police Support Specialist: A 5/8 work schedule pursuant to Section 5.1.B.3.b,

7. Property and Evidence Specialist: A 5/8 work schedule pursuant to Section 5.1B8.3.b.
8, Community Services Officer: A 5/8 work schedule pursuant to Section 5.1.B.3.a,

9, Community Response Unit (CRU): The shift houts of the CRU will be in accordance

with Section 5.1.B. Although there is an assigned xeanlar schedule, CRU, by its
very nature, may work vaded hours and day 75, Short-term or easual deviations during
g Cl ember’s repular wor : be determined by il i i

ice i alve \ 3 0 e e
with Section 5.3, (from 5.1.B.6)

10. Crime Analyst: A 5/8 or 4/10 work schedule pursuant to Section 5.1.B.3.a. or b, or
5.1.B.4, ps ditected by the supervisor.

11, Youth Safely and Suppor (Y8 otive : May work a4/10 work schedule
want fo Seation 5.1.8.4 or 5/8 work schedule pursuant to Seetion 5.1.B.3.a at the
discretion of the YSSO and with the conont ftheir supervisor, (bargaining note:

. Changes In Work Schedyles: After having given foutteen (14) days wliten notice to the
Associatlon, an employee, ox a goup of employees, the City may implement a change from
one to another of the regular work schedules xecognized in Section 5.1.B or may adjust
start/stop times for any employee or group of enaployees for bona fide operational teasons,
Tho Assoclation, employee, or a group of employees may walve the fourteen (14) day
notice to implement the change upon a mutually agreeable date.

Prior to maldng a change from one to another of the regular work sohedules recognized in
Section 5.1.B, 2 commitice comptised of up to three (3) Association membors and three
(3) membets of Managemont will meet for a petiod of not mote than seven (7) days to
disouss the change and make recommendations to the Chief of Police. The Assoclation

and the Clty may employ, by written agreement, any other work schedule as a repular work
schedule.
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v Notwithstanding other language In Section B, members assighed to a 12-hour or 10-hour
per day regular work schedule who, due fo illness or injury, have a doctor’s oxder of no
work for a period exceeding seven (7) scheduled workdays or a member placed on
administrative leave as described in Appendix B, Section 810.9.D, may be immediately
assigned to a 5/8 work schedule pursuant to Section 5,1.8.3.b, without a fourteen (14) day
notice. The member will be given written notice of a work schedule change fowrteen (14)
days prior to being reassighed back to the 12-hour or 10-hour per day work schedule, unless
the involved member waives the foutteen (14) day notice. Both the Association and the
City agree that timing within the pay petiod will be considered when moving injured, ill,
ot members placed on administrative leave to or from 5/8 work schedules in ovder to
facilitate minimal inconvenience to the City and the member,

F. Shift Trading: The Association and the City agree that shift trades will continue to be
allowed in accordance with current practice. Two (2) etnployees may agree solely af their
option, but with the advance written approval of the supervisor(s) of the affected shifis, to
substituto for one anotber during scheduled howrs of work. Every shift trade agreement
must be documented, whether on paper or electronicaily, and the documentation must
clearly demonstrate the approval of both employees and the supervisor(s),

Substitutions may be denied by a supervisor(s) or by management on a case-by-case basls
due to operational or fraining needs, overtime, or other scheduling impacts,

Bven though one employee substitutes for another, each employce will be credited as if
they he-et-she worked thejr his-exhes regular work schedule and as if the substitution had
not ocourred; nevertheless, the substituting employeo is responsible for the shift, For
o example, If a substituting employee shows up to work but then requests half of the shift
off, the time off shall be taken fiom the substituting employee’s time acoruals, Similarly,

if a substituting employee calls in or goes home slck, the sick leave shall come from the
substituting employee’s time aceruals,

The City shall have no obligation to keep track of substitutions or to ensure that a
substitution is reciprocated.

The houts worked during the substitution shall be excluded from the hours for which the

substituting employee would otherwise be entitled for purposes of overtime and wage
computations.

(3, Patrol Scheduls 11‘ ofation:

1. Patrol schedule rotations will oocur on & quatteily basis, as nesr as possible to the

months of March, June, September and Decomber or as otherwise agreed to by the City
and the Association,

2. Police officers assigned to the Patrol Unit are tequired to work at least one quarter in
each fiseal year on a different schedule, i.e. officers who work Day Shift will be
required to work af least one quarter on Night Shift and vice vessa.

3, The new schedule will be posted a mininaum of thitty (30) days in advance of scheduled
rotations. The oreation of a new schedule should be intended fo not cyeate overlime
expense to the City by virtue of rotation, Fhisseheduleda-based-onneo-overtime-citpense
tothe-City by-virtue-ofretation, and no officer who is working a 12-houe work sehedule
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will work move than 86 howrs +68-heurs without overtime in the 14-day 28-day work
cycle when rotation is effected.

4. Patro) schedule rotations shall be bid and awarded based on classification seniority, as
defined in Section 12.1, except in circumstances whete the Chief of Police or a designee
determines that a dlfferent distribution of police officers assigned to patrol is necessary
to meot the reasonable operating needs of the Department, Additionally, between
regular patrol sehedulo rotations, the Chief of Police or a designee may, for good cause
and based upon a good faith analysls of the reasonable operating needs of the
Department, reassign police officers assigned to patrol to different shifts.

5, 'The Chief of Police may suspend Seotlon 5,1.G:.2 annually.

H. Training, Not In-Service: The City may flex (sce Section 5.4) the regular work schedule
of an employee to enable the employeo to aftend tralting that the Clty requires the
employee to attend without incurting ovextime, if the employee is notified of the flexed
schedule at least fourteen (14) days before the training is attended. No fourteen (14) days’
notice is required for emiployees whose wotk schedules are changed at their request to

ni

o nald only as overtime. Compensatory time is not available for this section,

Notwithstanding the 14-day notice requirements of this Section, because DPSST
determines the 40-honr work schedula of Clty of Keizer smployees who are attending Basic

Police (le., recruif) training at DPSST such employees shall flex their 40-hour work
schedules in aceordance with Seetion 5.4,

Traitiing will be scheduled in a manner thet provides trainces with at least eight (8) houxs
off between, the training and the trainee’s regulatly scheduled work hours,

Time spent traveling directly to and from the Department for training will be considered
“time wotked” for the putpose of computing wages. Time spent traveling direotly to and
from an employes’s home to training will also be considered “time worked” unless the
distance from the employee’s home to trainlng is greater than the distance from the
Department to the training, in which case the employee will be allowed to count the fime
it would have taken to teavel from the Department to the training as “time worked.”
Training will also be considered on-duty time, Notwithstanding the compensation for
tavel desotibed in this Section, employees choosing to commute to Basic Police training

at DPSST (instead of staying in a regidence hall provided by DPSST) will not be
compensated for travel fime fo and from DPSST.

I In-Service Training: In-service training is training requited fo be attended by all sworn
personnel, Examples of in-setvice training jnclude firearms, defensive tactics (D'L's), legal
updates, ConSim, policing strategies, and department policies, Announcements of in-
servioe training will be specifically titled as being In-Service Training.

Tn-service training will be scheduled in a manner that provides trainees with at least eight
(8) houts off between the training and the trainee’s regulatly scheduled work hours,

In-gervice fraining will consist of ten (10) consecutive hous of training, including a paid
thirly (30) minute meal pesiod epproximately midway through the training. Generally, in-
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| service training will be conducted quatterly, providing forty (40) hours of in-service
training per year,

Eraployses who were scheduled to atiend in-service tralning during their regulady
scheduled shift or regularly scheduled day off but who, of their own volition, do not attend
(e.g. vacationing instead) may be requited to temporaily change or flex their regularly
soheduled work hours {0 aftend a make-up or different in-service training date without
incurting overtime,

% EW_%@WWMM%%WB eusate-omployess
m&MﬂmemWMy{ehedMe&am&Meumm

Employees who attend in-service training may flex their reguladly scheduled work hours

in accoxdance with Section 5.4, otherwise, they shall geceive compensatory time aeecitie
Trodniap-Adhust- Tirmeracerned at the rate of time and one-half,

To accommaodate 10 (ten) hour in-getvice training days attended duting regularly scheduled
time off, trainees and training officers will acorue compensatory time, as provided ggggx
5.3, Training-Adinst Time at the yate of time and one half (1 1) for time spent in in-service
training, This provision does not prectude flex time if mutvally agreed. and-compenseble
travel-up-to-n-moxhmum-of-fificon(15)-straight-time-howss-of Training-Adiust-Time, In
otderto-faellitate adequate-time off Fraining Offieers may acornc-an-ndditional fifteen(15)
houts-(for-a-maximunm-of thivh-(30) steaight-time-hewrs)- while-instroeting-erpreparing o
inshuctany-training-including teaining thotds notin-servico- training:

Not-less-than-pne-menth-piier-te-the-noxt-scheduled-inservies-training-every-employee
shall-have-takon-off enouph Training-Adjust-Time-fo-onsute-that-the-emploves he-or-she
ecan—aecrue-fifeen—(15)-houts-mote—of Training-Adjust-Time-at-the—-training—without
exeeeding the-maximum—If the-employee-deos-not-schedule-the-Hime-offthe-employee’s
supervisor-shall-do-se-for-the-omployes-prior-to-the next seheduled dn-service-fralning3f
the-above-doos-not-eseur-and-the Training-Adjust-Phme-Js-notsoheduled-or-is-canselled;
any-hours-in-excess-of the-fifieen-(15)-or thisty (30)- hour maximums-will be-paid-at-the
applicable-rate:

Arequert-to—take-off Training-Adinst-Time-ean-be-doptedforoporational-necessity;

ineluding the-nvoidanco-of-overime—Troining-Adjust-Time-cannot-be-cashed-out-execept
wpon-sopatation-or-as-desertbed-above:

nsation-for-Ta

wémﬁmweﬂmmﬁmﬂg—mgu{wﬂehedmwhmwﬁ—aﬂd—mmﬁﬂgﬁm
sehedﬂeémewwﬁm%mﬂghemﬁﬁhaﬂ—bwempenﬁatedwmmgﬁdjﬁﬁﬁmw

overtivae:
Night Shift Adjuvstment for Traininp : In Yeu of adjusting a Training Officer’s

night-shift work hours that ooour adjacent and prior to, or adjacent and following, in-
service training, & Training Officer shall be afforded up to _ﬁgl,ﬁm_l%heurs of paid
administrative leave to ensure the Training Officer is rested for training as a trainer and fox
thelr bis-ox-her return to adjacent, regularly scheduled work shift. The leave may be taken
incrementally, before and/or after the training and, unless otherwise approved by the Chief
of Palice or designee, shall b scheduled no less than fourteen (14) days prior to it being
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used. ‘The leave may bo taken at the rate of one hour of paid leave for each hout of in-
service instmetion or preparation to instruet, must be taken adjacent to the ln-service
instruction provided, and may not be banked, The Clty s under no obligation to provide

the leave when Tralning Officers do not attempt to schedule it before a minimum staffing
conflict exists,

Training Officers providing multl-day, molti-agency in-service training may be subjeot to
tompotaty schedule changes to avold overtime.

L. Compensation for Training Officers that is not Ingervi

aining_for-Other-Fratning:
Training Officers providing training that is not in-service training may, with mutual
agreement, flex their vegular work schedule in order to present the training without
incurting ovettime and will be given a minimum of fourteen (14) days’ notice of any shift
adjustments in accordance with Section 5.1.11, Training thet is not temporarily changed in
accordance with Seotlon 5.1.10 or flexed in accordance with Sectlon 5.4 shall be

compensated with Fraining-Adjust—Time—-or overtime. This section is eligible for
compensatory time,

M. K9 Training: K9 handless may be approved to attend the 4-howr weekly K9 training. Each
K9 handler’s shift shall be flexed (see §5.4) to allow attendance and to avold ovestime.
Flexing the K9 handler’s shifts should provide at least elght (8) houss off between trainings
and shifts. All or patt of the weekly K9 training may be denied by the on-duty supervisor
based on the operational and staffing needs duzing the shift,

N. Reassignments; When an employec is reassigned to a different rogular work schedule, unit
or assignment, the employee’s hours of wotk may be adjusted without cost to the City to

ensure the employee does not work more hours than the regular work schedule they are
being reassigned fo without causing overtime. '

Officers who voluntarily leave an assigntment, other than patrol, may be placed on the

pattol shift vacated by the officer who replaces him or her, provided the officer’s
replacement is reassigned from the Patrol Unit.

Officers in assignments other than patrol who are involuntarily reassigned to the Patrol

Unit shall be assigned to the new assignment/vacancy for the remainder of the current shift
bid schedule.

Section 5.2 Rest Periods and Meal Perdods

A. RestPeriods: Except for emergencies, employecs shall teceive rest periods of fifteen (15)
inutes each for every four (4) houts worked during each workday. These periods are
compensated as hours of work and an employee shall not be entitled to additional .
compensation in the event these rest periods cannot be talken, In the event employees ara

assigned to a ten (10) ot twelve (12) hour shift, employees may take reasonable breaks
subjeot to the opetational needs as determined by their supervisor,

B. Meal Pariods: All sworn officers who ate able to perform all of the duties of a police officer
(not on modified duty, shift or assignment — see Sectlon 8.6) and CSOs shall have
unintexrupted thicty (30) minute paid meal periods as close as reasonably possible to the
middle of thelr shift. These meal periods are compensated as houss of work, Swoin
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v " officers shall not be entitled to additlonal compensation in the event these paid meal periods
cannot bo taken,

While sitaations in which sworn officers on modified duty, shift, or assignment typically
involve medical resttictions that encumbet them from being available to wotk upon
demand (as inferred in Section 5.2.B and Section 8,6), each situation is different and may
be reviewed to detetmine whether the officer can and should be available to work upon
demand and thus be afforded a paid meal petiod, Due to the almost uniimited variables,
such detetminations shall be at the diserefion of the Chief of Police, teking into
consideration the officers’ restrictions and modified duties,

All other employees shall have a rognlar uninterrupted meal periods up to one (1) bour
without pay. ¥f an occaston arlses where an employee is required to work through thelr

meal period, they shall be paid for that meal period and they shall take a rest or meal period
as soon as possible.

Section 3.3  Overtime

No overtime shall be worked unless authorized by the Chief of Police, his designee or a
supervisor,

A. Hours Worked Defined: The following shall be regarded as hours worked for the purpose
of computing overtime hours for employees,

1. Time worked, including time spent engaging in briefings, meetings, or conferences, if
so directed by the Cliy, and time spent engaging in other activities, as required by law.

2. Paid leave, excluding nonwork related jury or witness duty.

B. Overtime: Bxcept as otherwise required by this Agreement, including employess at Basic
Police training at DPSST, overtime shall be compensated for all time worked outside the
employee's regulatly scheduled shift, Bmployees at Basic Police training at DPSST shall
acerue overtime for hours worked in excess of a 40-hout workweek, not an eight-hout
Workday See also Section 5,11 regarding the schedules of employees at Basic Police

tratning,
Emolgilgﬁmp ulmmd illbe ai

Eaﬁfj’%gmgmigﬁzﬁmgff .

C. Ovestime Compensation: Compensation for authorized overtime shall be paid at the rate

of time and one-half per-hourseunded to-the-nearest-guaster-hour, Each payment shall be
made at the employee’s rate of pay that is belng earned at the time of payment.

D. Payment for Overtime: Payment for overtime shall be paid no later than the next pay day
following the pay period in which the overtime was worked,
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compensatory time in Hew of overtime, _Agcotual of cormpensato vy time will be banked up to a.cap
of 60 40-hours, Any ho ked that are aoopned ag compensatory time that exceed {he 60 40-
ap eguiar v atl f employmerit, the

il pay period Jpon genar.

acoruals at the employee’s ouryent re

el ible fo engatory time bank aceruals: 5,1(1); in-service fratning: 5.10):
aining offic exvice, and daily or for hours worked oyer 86 houts per 14-

he City ghall lindl overfline oot tion #s paid_ performed vnde

speoific grants at it disotetion. (for example: seat belt grants, DUl grants)

E. Notice of Overtime: Overtime work shall ba asslgtied by the Chief of Police, his designee
or a supervisor, Whenever possible, the Chief of Police, his designee ox supervisor shall
give twenty-four (24) howrs advance notice of overtime to be worked, Verbat notloe shall
be sufficlent to comply with the advance notice requirement.

F. Work in Bxoess of Sixteen (16) Hours: Any employee who works sixteen (16) ox more
hours in the twenty-four (24) hout perlod begluning at the time the employee reports to
work may be allowed the use of paid administrative leave in lien of working all ox a part
of thelr his—erx—her next regularly scheduled consecutive work shift, Using paid

administrative leave to take time off tust be approved by the employee’s supervisor or his

. or her designee. This provision is intended to be teserved for those rare times when an
employes s too fatigned to continue to safely perform thelghis-orher duties or work all or
panrt of their his-or-her current or next rogulatly scheduled consecutive work shift.

] Qr 1,

3 digeretion | subject t
eslablishing any precedent or snbiject 1l (Borgaining note: City has
management right to assign employees 1o not work (aka: paid admin leave) at its

diseretion)

G. Work in Excess of Twenty-Fout (24) Conseontive Hours: Any employee who is required
fo work in exvess of twenty-four (24) conseoutive hours and is also required to begin
working their s-or-her next reguiarly soheduled work shift without time off (L.o. where
the work in excess of twenty-fovt (24) houts runs into his or her next regulatly scheduled
work shift) shafl bo paid at the rate of time and a one-half for all houts wotked dutlng that
next regularly scheduled work shift or the employee may be allowed to use paid
administrative leave in lien of working all or a postion of that shift, Any hours worked in
excess of twenty-four (24) copsecutive houts ot the taking of any pald administrative Jenve
time off in llew of working all ot a portlon of the employee’s next regularly scheduled work
shift must be approved by the employee’s supervisox prio to either ocoutring. This gection

e oes not offer comp t
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Section 5.4 Flex Time

Employeea may be permitted to “flex” their work schedule with supervisory approval, However,
the change in work schedule must occur during the same workweek (as defined in Section 5.1.A)
for employees who work 5/8 or 4/10 workdays, or within the same 14-day 28-day work cycle for
employees who work 12-hour woikdays, Notwithstanding any other provision of this Agreement,
the employee will receive regular straight-time pay for the hours flexed,

Section 5,5 _ Call-Back Timo (hargaining nofe: changes below from MOU)

An employee called back to wotk outside thelr regular work schedule shall be paid for a minimum
of three (3) overtime hours. at the rate of time and one-haif,

A. Exceptions to Call-Back Time Minimum: The obligation to pay the call-back time

minimum shall not apply in the following situations:

1.

When an employes is called in to start wotk one (1) hout ot less before the beginning
of his or her regular shift or when the employee’s shift is extended;

If an employee has completed their his-or-hes shift and less than thirty (30) minutes has
slapsed;

If an employee is cailed back to work to correot & mistake or to complete a task that, in

the City’s view, must be completed prior to the employee’s next regulatly scheduled
shift.

Electronie Call-Back. Rmployees galled back contacted-by-u-superviser-orby-anether
W@Mﬂﬂ%ﬂ-ﬂﬂp%ﬂﬁl—-ﬁ—aﬁpm who are :equ:red to work outsxde thelr 1egu1ax
work schedule fi pir reside v yeceived the g A
shall be paid over time for the actual Hine spent ,MM%MM%W
quatter-hous-provided-the-contastlasts-seven-and-a-half (7.5 misutes-erlonger—Such
coramunication-with-the-employce thatds-Jess-than-7.5-minutes-or-is-administeative-in
puture-shatb-be-considered-de-Mininris-and-will-not-be-compensated:

B. Bmetgency Call Back Qut: In an emergency (act of God, natural disaster, civil vorest,
majot ctitne or incident, ot governmental declaration of emergonoy with less than ejght (8)

hous prior notice), the City may call back ent members for overtie without regard to
sentority.

C. Non-Emergenoy Call Back Out:

Non-emergency overtime shall be offered {0 members by seniority and classification {per
Section 1.1) unless the City determities the work to be performed ruay require a specific

skill set {e.g. language fluency, canine handler) or where a statute requires & specific type
of officer.
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¢ fnay. ot ont out of Bmergenoy, Call-Back as desoribed in Seotlon §,5.B, nor uay, members
3 i C all

opt.out of bein to oribed v, in_this sec
members decline the opportunity,
o The City may skip bargaining unit membess, if the overtime work performed would

unreasonably conflict interfere with g the member’s nextregularly seheduled work shift.

When a non-emergenoy overtime call-back evtof 8 member is required, the City will make
a teasonable attempt to contact and offer members the opportunity to work the non-
emergency overtime in the order of the highest seniority to lowest seniority, not including
members who opt out, fn-eeeperation-with The Association nresident or designes, the-City
shall maintain the Call-Bagk & list, sorted by seniority (highest to lowest), nof including
merabers who opt out, that includes each member’s name, and one phone number of their

designation. The Call-Back List will bo maintained by the Assoclation president ©
desirnee on a_shaved network dilve accossible fo all Police Department personnel, In
addition. the City shall maintait, g Senfority List (distinct from the Call-Back List) of all
police Department pexsonnel, sorted by classification, and naintained on a shared network

i and a free-form sc in which membors ay opt out of specific non-emergency
cati-out types {e.g. patrol coverage, crime scene secutity).

For each non-emergency oall-back eut, a supervisor (ot designee) shall begin at the top of
the Call-Back List serdertéy-Hist and falk with eontaet ot leave a message (toelnding with 2
call back mumber) for each member offering the non-emergency overtime opportunity.
Regardless of senlority, the first member to acoept the ovestime opportunity shall be
consldered the called-bagk ewtmember. (This is relovant in case a member volunteers for
1he overtime, but then a more sentor member shortly thereafior returns a call to accept the

. overtime oppoﬁuniw'mumwgww
ophortunity.)

copy of ha iite es ig sufficient),

In lieu of jmmediately ordering a member to work the non-emergency ovestime, a
supervisor {or designee) may place a member on "hold" “standby® for 10 minutes, without
compensation, and te continue calling fiom the Call-Back L st senierity-Hat In an effort to
find a member who will accept the non-emergency call-back evt overtime. If all members
contacted dechine the non-emetgency overtime opportunity, the City may ordet a membet
to seport for work; this shall be done by reverse seniority (choosing the least senior officer
available effices) using the Senjor ] ack List, 0 meimbes :

Il remain on sta

_ ac i d

22350

A list of Assoclation membexs ordered to work non-emergenoy call-back ewtovertime shall

be maintained on_petwotk file titled fn—a-binder-entitled “Non-Emergency Call-Back

\ ted, Out” The members and dates of vall-baoks euts shall be recorded and members

shall not be subjest to being ordered to wotk a non-emergency call-back ent agaln until the
' lst starts over or is reset at the beginning of gach the calendar yeat,
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Notwithstanding Section 2.3 and 2.4, if no members of the Assoclation are available to
work non-emergency ovestime or long-term personnel considerations are an issue (e.g.
natutal disaster or similat emergency), the City has the option of calling Reserve Officers
in for duty fo supplement regular officers if those Reserve Officers are presently capable
and authorized to perform. the overtime dutles. The use of Reserve Officers is fo
supplement or assist regnlar police officers. The Association takes it on good faith that in
guch, citcumstances it 18 not the intent of the City to use Reserve Officers to supplant
Association members, (bargaining note: Language from KP4)

D. Cail-Back fiom Approved Time Off: .

1. Call-Back fiom Vacation: A member will not be called back to duty from an approved
vacation day for a non-emergency call back except for situations involving a court of
law, grand jury or DMV hearing, as outlined in Section 5.6, Covrt Appearances,

2. Call-Back from Floating Holiday: If a member’s Floating Holiday is cancelled by the
Department for operational reasons, it will be paid, See Section 10.2.C.

3. Call-Back from Floating Holiday on Recopnized Holidays: If a membet’s Floating
Holiday, scheduled to be taken on a recognized holiday as recognized in Section 10.3.A

is cancelled, the membex shall be paid for the Floating Holiday in addition to receiving
overtime for hours worked.

4, Call-Back from Holiday, Not Floating Holiday: For membets not recelving Floating
Hollday accinals, wotk pexformed on holidays recognized in Section 10.3.A shall be
sompensated with overtime in addition to holiday pay.

5. callBaslkfom Shift Fimo:r Ha-member s “shifi-time’ is-cancelled-by-the-Department

for-operational-reasons-it-wilk-be-paid-nt-straight-time-vate: (bargaining note: Now
moot, see 5.1(C).

6. Call-Back from Traininp-Adjust Time: Ifa member’s “adjust time” is cancelled by the
Department for operational reasons, it will be paid at applicable rafes,

Section 5.6  Court Appearances

Except as set forth below, off-duty employeas who are 1equired to attend appesr-befere a court
of law, grand jury or job related admini oar &BM\l—heaﬁﬁg in connection with
duties as an employee of the Depaﬂment shall receive a minimum of three (3) houts overtime
pay at the that rate of time and one-half for each court appearance when the appearance oceurs
on the employee’s time off on the employee’s regularly scheduled workday.

This obligation shall not apply if the scheduled cowrt appearance, grand jury or DMV hearing
ocouts two {2) hours or less before the beginning of the employeo’s regular shift or 1f the
appeatance extends the employee’s regular shift,
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Fxoept as set forth below, employess who ate requited to pitond eppess before a coutt of law,
gtand juty ox DMV hearing in conneotion with duties as an employee of the Depattment shall
recelve a raininmm of four (4) hours overlime pay st the thet rate of time and one-half for each
court appeatance when the appearance is required on the employee’s regularly scheduled day

off or an approved day off, unless the employee was notified of the court appearance priox to
approval,

In situations whers an employee has more than one cowtt appeatance, grand jury or DMV
heating on the same day, the employee is only eligible for additional overtiree pay for the
second appearance when the second appearance ocouts outside the time period for which the
employee has already received overtime compensation; e.g,, an employee who has a comt
appeatance on theit regularly scheduled day off at 8:00 a.m, would not be entitled to additional
overtime compensation unless the second court appearance ocoutred after 12:01 pan,

Section 5.7 Outside Employment

Employees must receive pexmission to wotk at outside employment in wrlting from the Chief
of Police. In order to be approved, the outside employment must;

A. Be compatible with the employee’s City duties.
B, Inno way detract from the efficiency of the employee in City dutles.

C. Inno way be a disoredit to Clty employment,

D. Not take preference over extra duty required by City employment,

*

Section 5.8 On-Call Criminal Investigations Unit Detective
The following provisions shall apply to on-call deteotives:

A. Bach week of seven (7) consecutive days, at least one (1) CIU detective will be assigned
as the On-Call Detective, In-the-event-any-mombots-of the-CRU-or-SRO-units—are
tmpwﬂymﬁae&éﬁﬂwme%eﬁ#e&ﬂmm%&ﬁweﬂhe@m
Callyetation—bargaining note: fiom MOU

B, Membets assigned as an On-Call Detective shall temaln ready to xespond to work when
called upon, Such readiness includes, but is not limited to, sobriety, a well-vested state,

constant availability by cell phone (or other preatranged method), and no wore than a one-
hour response time to the Depattment,

On-Call Detectives who are nnable to fulfill thelr on-call responsibility for any reason shall
notify the Criminal Investigations Division supervisor Immediately, and the On-Call
Detective shall be responsible for finding another detective to fulfill thek On~-Call
Detective responsibility.
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C. The On-Call Detective assignment shall begin at 0700 howurs on Monday and end at 0659
houts on the following Monday. The detectlve assighed to the On-Call week shall be
compensated with $350 ot as provated weekly,

D. A rotation schedule for the On-Call Deteotive assignment shall be established between the
detectives and their supervisor. Establishment of the schedule shall not prohibit the trading
of On-Call weeks between detectives, nor shall it prevent the trading of mid-week On-Call
Detective responsibilities as long as the Criminal Investigations Division supetvisor or
designee approves the trade, The affected detectives may request the City to protate the
compensation nccordingly; however, protates shall be figured on a whole-day basis, from
0700 to 0659 hours, regardless of how many hours were traded.

B. Genetally, On-Call Detectives will not be approved to schedule time off during their On-

Call week, untess the detective has arranged for & substitute for their his-or-her on-call
status and the Criminal Investigations Division supervisor spproves the trade.

of apply o Y880, SSRT

G, A _member who is temporarily assipned (vig .E@rsgmLQrderl to the Criminal

Investmajgn_MV he aq‘ei med to the On- s the al Investigations
Commander or designee,

Section 5.9 On-Call Status, Not On-Call Detective

Notwithstanding the provisions of Section 5.8, any member of the Department may be placed
on on-call status by Command Staff or a designes. Members placed on on-call status shall
remain ready to respond as described in Section 5.8.B and shall receive $50 for each 24-hour
period ot patt thereof that the employee he-or-she Is required to remain in such status, Thié
Seetion-shall-ganset-at-the-completion-of this-Agreement-unless-yeaffizmed:

Seetion 5:10— Definitions

(bargaining note; moved to 5.1).

The following-definitions-apply-te-Astiele 5:

Ac—The-torma—regwlar—shift—reglarly—scheduled—work—shifi—regultar—weorl—sehedule—and
vegularly-sohedulod-workday-refor-to-thoso-shifts-hows-and-duys—the-omployee—was
assipned-to-work-ag-they-appeat-on-the-roastersehedule:

B—The-term-sehoduled-days-affvefors to-these-days-an-omployee-wasnet-assighed-te-worleay
they-appess-on-the-masterschedule:

G—Fhetormregilar-business-hoursvoforsio-the wotkdays-endhours Monday-tirough-Fridays
0800-t0-1700-
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ARTICLE 6 - FUNDING
Current contract language

Section 6.1 Fundinpg

The parties of this Agreement recognize that revenue needed to fund this Agreement must be
approved annually by established budget procedures and In certain civenmstances, by avoto of the
citizens of the City. All compensation provided fot by thls Agreement Is therefore contingent npon
soutces of revenue, and where applicable, voter budget approval, The City will not reduce the
compensation specified in this Agreement becauss of budgetary limitations. The City agrees to
include in its budget request amounts sufficient to fund the compensation provided in this
Agreement, In the event that the City does not receive the requived voter approval needed to fund

the annual budget, the parties agree to meet to seek the best possible alternatives to layoff and/or
reduction of services for the City.

P
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TH 6/13/2003

This *what-i" offor is intended as a limited ofTor for the purpose of resolving suceessor
bargaining, This offer is valid {o Tuesday 6-13-23, This is not to be considered a formal
propasal, nor subject to {uture reference for the purpeses of bargaining as related to PECBA
bargaining. This offer is valid through June 8, 2023, All current tentalive agreements and
otherwlise current contract language vemadin In eftect,

City What If Package If Proposal
6-9-23

Artteles of "what-11” olfer include: 7, 8, 10, 17, Appendix A,
“What i Includes package olfer on Artieles 13, 14, 15, policy B/C/D,

Tentalive Agreements include: 1,2, 3,4, 5,6,9, 11,12, 16,

ARTICLE 7~ WAGES

Section 7.1~ Wagpes

A, Pay Schedule: Each employee covered by this Agreement shall be compensated in
sccordance with the Howdy Pay Scehedule attached,

JifYeetive July 1, 2023 or in the next pay_perjod. following execution ol this agreement, the

Tt 2

Lifteetive July 1,.2024, step | will be incroased by 4%, Thereaiter, steps are 5% apari,

Lifective July 1, 2023, step | will be increased by 8% Therealier, steps are. 5% apurt,

Note: Sten 7 for Police Officer is subject to seotion 3 below,

b= Bffeetive-Jubt+2021, wages-shal-bednereased-by-two-and-one-hal-pereent-(2:5%)
2. Effestiveduly1- 2022 wapes-shat-be-dnerensed-by-two-and-one-hal-percent-(2:5%)-

(hargaining note: City acknowledges recont MOU T effective October 2022 with « 1.5%
lerease i wages as statns guo, hr addition, the MOU included 1the one-tinie opportanity
16 cash out up to 80 hours leave wntth June 30, 2023 )

B. Step.7 Inereases for Police Officers: Police ofTicers who complete ten (10) years of service
as a police officer with the City of Keizer will be eligible for step ndvancement 1o Step 7
based on a “satisfactory” performance evaluation as deseribed in Seetion 7.1.1 effective
the first pay perfed aller completion of ten (10) yeavs. Sfep.Z for Police Officers will be
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C. Placement ol New Hires: The City reserves the right to place a nowly hived employee on
any siep on the pay schedule based on its review of that employee's education, taining and
experience and-abitity.

1. Step Increases: Fligibility for step increases is not aufomatic but shall be based on o~

“satisfactory™ performance evaluation by the employec’s Inimediate supervisor.

smployees shall be eligible for a step Incrense upon the satislactory completion of twelve
(12) months of cmployment, regardless ol thelr probationary status, mxl cligible for their
next step inerense on the foltowing July 1.

Regular employees will continue to be eligible Tor step inereases on July 1%,

E. Early Step Increage: An employee, who is performing al a level above satisfictory as
determined by a performance cvaluation by the employee’s immediate supervisor geluted
10 the_employed's demonsiiated expevience, edueation and training, may be recommended
for an carly step increase by the Chict of Police. Such carly step increases shall not change
the employee’s eligibility date lor futurve step inereases.

Scetjon 7,2 orking Out of Classification

Any employee destgnated by the City as acting in a capaeity in o higher position than that
employee’s vegular classilication, shall receive the pay for the position desipnated or yecelye
fncentlve of five (5%) of their base hourly rite a-5%-inerease-above-thele-regular-salary
whichever is greater, in such ussignment for (he remainder of the assignment, This Section docs
not apply to employees who are temporatily in charge per Section 7.3.5.7,

Section 7.3___Ineentives and Premium Pay

A. Premiums: Police Officers shall be eligible for DPSST incentives -bonuses as follows.

{. Intermediate Certificate: Upon submittal of evidence satisfactory to the City thal the
employee has received DPSS'T Intermediate Certitication, the employee shall fgeelve
an ineentlye of two and one-hall’ peceent (2.5%) af thelr base bourly rate for houy
waorked in the pay period, teeeive-twe-and-one-haH-pereent-2:5%}-over-and-nbove-hit

arhermonthiy-base-pay: or -

2, Advanced Certilicate:  Upon submiltal of evidence satisfactory to the City that the
employee has received DPSST Advanced Cetification, the employee shall peccive an
jncentive ol five_porcent (5%).of theiv base boutdy vl for hours syorked In the pay
period, receive-an-additional-twe-and-one-hat H25% ) -porcent-(or-a-lotal-of-five-(3%)
pereent)-per-month-over-and-nbove-menthly-base-pay. :

Cortiliogte Incentives are not cymulative,
B. Bducation Incentives:

1. 'The Cily shafl pay an incentive of two and one-half petegnt. (2.5%) peveent al.an
employee's buse houly, tate for houts sworked In the pay_perfod, per-month-ever-and

Gl bt X

abeve-menthly-base-pay 1or an ciployee holding an Associate’s degree,
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2. The City shall pay an Incentive of (ive percent (3%).of un employes's base hourly, rafle
for_hours wotked in_the_pay_period, an-additional-two-and-one-half-pereent-(2:5%)
pereent-or-a-lotal-oFve-(5%)-persent-per-manth-over-and-above-monthly-base-pay-10
an employee holding a Bachelor’s depeee from an aceredited collepe or university,

Etlueation fncenlives ave not eumujative.

C, Launguage Incentives: Flueney is to be determined by the City based on a standdrd and
testing program approved by the City,

], Critieal Lanpuapes: An employee who is detennined to be fluent in the Spanish

hours svorked in the pay period. overand-above-his-or-her-base-pays

2. Non-Critical, Recurring Languages: An employee who s detormined to be fluent in
Russian or American Slgn Language (ASL) shall receive an incentive ol five pereen)
(5%) of their base howrly rate lor their entire shifl, Inclusive of any oxtenston.of shifl,
when pereent-overand-abeve base-puy-for-the-shiftduring-which-he-orshe-was-required
to use the language and for which the use has been documented, inthe-CAB-system,
The employee will be responsible for veporting the prembum pay on their Wne sheet,

D, Probationary Employees: Except for longuage lluency, the incentives aud premiums
requiired by this Section shall not be puid during an employeu’s initial probationary peviad,
exeept-at-the-diseredon-of-the-Chief-of-Rokiee, Lhis provision dogs not apply for lated
hives on probation,, (hargainitig note; current practice)

B, Special Assignmail Promiums:

1, K-9 Handler Pay: To compensate the -9 handier for the off-duty care of the canine,
the handler will reseive m incentive of. (ive percent (5%).of their bage hourdy rale for

hours worked in the pay period be-paid-live-pereent-(5%0)~permonth-aHhe-employeels
eurrent-pay-slep-when assigned as the Department K9 officer, ‘The 5% differential is
Intended 1o compensate the K9 Officer for off-duty grooming, feeding and care of' the
animal at applicable overtime rates, In addition, the handler shiall be allowed thirty (30)
milnuites per shill for these netivitics on seheduled workdays, ‘The parties ugves that this
Section fully compensates the K~9 handler for these activities angd that 30 minutes pey
day_an_average fs s appropeiate amount of time for care und feeding,  (hargaining
nofe: If handler exceeds the 30 minute thne, handier showld report the additionadl time)

2. Field Teaining Officer (F10): An employee designaled by the City as a Fleld Training
Officer shall receive an ineentive of five pereent (5%) of their base howrly vate be-paid
five-percent-(5%)-above-the-employees-base-pay when the Field Training Officer is
asstened Lo (rain a veeruit ofTieer ov a reserve ollicer who is in the fickd training process,
The 1O will be responsible Tor reporting the premium pay on their time sheet,

W

Moioreyels Officer:  QUicers assipned ns o _Motoreycle Officor. shall, receive an
ingentive of five (5%).of thele base houry rate for hours worked in.the pay. period, Fo
compensate-the-Motereyele-Officer-Tor-the-hazards-of-working-from-s-moloreyele-and

fop-the—off-duty—eare—pi—the—police-motoreyeler-e-go—datly—ainlenance—elen—the
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Maotoreyele-Offieewili-be-pald-Hive percent-(3%)-above-the-employeets-regular-pay
step-when-asslanedns-imotoreyele-offiver

4, Interapency Bomb Squad and Interagency SWAT Team: Employees deslgoated by the
City 1o serve on the Interagensy Bomb Squad or the Interagency SWAT Team shall
receive, i incentive ol five pereent (59%).of thelr. base howrly vite Tor hours, worked in
the pay pertod, wit-be-pald-an-additional-ive-pereont-(3%3-oHheh-regular-base-pay,

5. Fleet Mannger; Bmployees nssigned os the Fleet Manager for the Departiment shall
receive an. ineentive of wo aud ong:hall pereent (2,5%).0f their base howrly rate for
hours warked. in the pay porfod, wil-be-puid-an-addidonal-two-snd-one-hati~pereent
(2:5% ot thehrepwlar-base-pay.

\

6. 'Iralning Oflficers: An employee designated by the City as a Tralning Officer shufl

receive an_incentive of five pereont (3%).of their base hourly tnle be-paid-five-persent
(5%)-above-the-employee’s-busepey-lor the time the Training Officer is scheduled 1o
attend training as u trainer or for Uniner development. For purposes of this Section,
trafnting tme Ineludes reasonable time for cariculum development, set-up, and tear-
down, The Training Officer will be responsible for reporting the premium pay on their
hiser-her time sheot, :

7. ‘Tempormily-in-Chaspe:  An enployee_effiesr—who is designated or assigned to
"Tampararily=-in:Chatge capacity serve-as-Officer-in-Charge shallxagelve an incentive
al five pevcent (5%} ol their huse hourly raje will-receive a-5%-inerease-iivthe-wape-le
whieh-the-employee-would-be-otherwise-eatitled for {he duration of the assignment,
%iﬂﬁm#isie&alse-appkieﬁe—awenﬂaleyeaieﬁignmegi-nv—assignad~te~ﬁex=ve~iﬁ+he—same
capacity-in-the-Suppor-Serdces-Unit-(Records)—Lhe emplayee will be responsible. foy
reporting, the premivn, pay on their time sheet,

F. Incentives and Snecial Assinnment Pay - Limitations on Cumwlative Bffect: A maximum
of live parcent (5%) percent muy be recelved by any employee by virlue of education
incentives provided for above, A maximum ol live pereent (3%) percent-may be received
by any officer qualifying for DPSST incentives provided for above, A maximum of len
pereent (10%) may be received by any employee for premiun pay assighments. The total
amount of all incentive and premium pay (edueation, certifieation, premium pay
assignments) may not exceed 20% per month Tor sy amployce, except any employee
cortitied as bilingual in Spanish may receive o maxinum ol five pereent (5%), in addition
1o the above maximums, Likewise, any employce certitied as bilingual In Russian or
American Sign Language may recoive five pereent (S%) pereest, in addition to the above
maximums during the shift in which the language was used and documented, i-the-GAD
system, All incentives and special assignment pay promiums shall bo based on regulay
base hourdy rale. pay<

Seetlons 7.4 Payday

The regular payday los the issuance of paychecks shall be every other Thursday of the month, Af
the disceretion of the City, modifications to the payday schedule may be made where necessary.
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Seetion 7.5 Travel Allowance

AO

B,

Teavel Reimbursement: When an employee s authorized o use the employee’s awn
vehicie Tn the performance of official City duties, the employee shall be compensated at
the ewrrent Interngl Revenue Service rafe,

Expense Reimbursement: Bmployees will be reimbursed actual and reasonable travel
expenses pursuant to the Cliy-wide travel reimbursement policy, s it presently exists or s
subsequently modified. The poliey will not be changed (o the detriment ol employees
withowt bargaining as requived by PECBA, thargaining note: Cliy Is revising the policy
to simplify i1 without any change i benefits provided, Suggestion that HR aid Association
Representative peview revisions yepurately)

Seetion 7.6 Uniforms

A,

B.

C,

Uniforns Provided: The City shall provide all uniforms and equipment as required by the
City, The City aprees to provide a duly weapon and all necessary duly rig accessories, In
addition, for those employees so seleeting, the Cliy shall provide external bollistie vest
carriers,

Cleaning: The City shall provide for the care and cleaning of up to cight (8) unilorms per

month, If an employcee is assigned as a Detective, the employee’s clothes weom will be:

cleaned, up to eight (8) sets per month, “The Clty will pay for the cleaning of up to eight
(8) uniforms per month for non-sworn employees. bargalning note: front MOU

Clothing Allowances:

1. Employees assigned as C1U, YSSQ, gr SSR'T detevtives, requiving business-like attive
will be pald six hundred ($600) dollars per fiscal year clothing allowance, bargaining
note: firom MOU

2. Employees assigned as Police Support Specialist, Ivestipative-Serviees-Specialist,
Properly and Evidence Speeialist, and Crime Analyst, shall be paid three hundred
doliars ($300) per fiscdl year clothing allowance, Foiployees, ©Ffeers assigned pg to
CRU delectives will be paid two himdred dollars ($200) per fiscal year clothing

allowance,

3. ‘These allowances shall be payable fo the employee upon appointiment and annually on
July 1% ol ench subsequent year, The City reserves the right to provate the allowances
provided to employees duting their first and tast fiscal years of ussignment. When an
employee enters an assignment where a clothing allowance s due, it shal) be dispensed
as follows:

g, During the first nine months of the fiseal year (July 1 through Mareh 313, the (il
clothing allowaheo shal] be paid, or

b, Durlng the last three months of the fiscal year (Aprif 1 through June 30), hatl ol the
elothing allowance shall be paid.

4, Ancemployes may recetve only one clothing allowanee per fiscnl year, but shall receive
the higher amount i the employes works in an assignment with a higher amount,
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D, Damage; Whon a wniform is vetuened to the City beeause of wear or damage. it shall be
replaced within a rensonable amount of time,

E. Personal Items: The City agrees to repair or replace personal Hems of the employee thal
ate damaged, destroyed, or lost while the employee Is on duty, unless the damaged or lost
personal item is attributed to the negligence of the employeo, The repair ar replacement of
personal Hems shall not oxceed reasonable costs, Expensive Hems of jewelry or personal
property which ave over $100 in valug, excluding wedding rings and preseription
eyeglasses, will not be worn while on duty without prioy written approval, and shall not he
subject {o ropair or replacement by the Clty it the item is dutnged, destroyed or fost,
Witeless phones will be reimbursed pursuant (o City poliey.

Scetion 7,7 K ‘T'uifion Assistance

A. ‘Tuition Aid Defined: “Fuition aid is defined as fufl or partial payment or reimbursement of
the costs of Laining sessions, clagses or formal qeademic course work pursued on a part-
(linie basis eliher during or after regular work houes,

B, Gity-Assipned-Teatnings—Travel-Reimbursement—\When-an-employee-is-assigned-by-the
Gi{y—te—auem{,—-enwa—pam—lhaembaﬁi&,—desigﬁaied-eaur'ses-eiH\e{'«»dm‘ing—er—al-ler—?egkﬂav
worldng hours-the-employee shall-be-velmbursed-for-all-of the-cents-ol-course-tegstration
and-necessary-tvel-expenses—Limployees—will-cooperate-in-pootng-rides—when-such
posling-is-available: (bargalning note: Tratning is moved (o new seetlon helow)

C. Tuition Aids Contingont upon the availabitity of funds that have been budgeted for this
purpose, tuitlon aid for atlendance to a bona fide college o equivalentwill be provided for
one-hatl the cost of the course tuition to employees who successtully complete classes with
a grade of C or better, foe the puspose of selt-development, when such taining will also be
beneficlat to the employer as determined by the City. Presentation ol the employee’s
prades from the school shall be sulficient proof. ‘The petitioning employce shall submit
vequest Jor tultion aid-to the City for approval or disapproval prior to enrollment. The
Cily’s obligation shali be fimited np _lo one half' of the howdy tuition cost for an
undergraduate degrec course at Western Oregon University, not the promised rate.

) ;. Tunluing; Cily Assipned Tuining and Travel Reimbursement: Whon an employee
is assianed by the City to atend destpuated training courses either during or alley regular working
hours, the emplayee shitl_be retimbursed, lor all of {he.costs of couise repistration and ngeessary
ravel exnenses consistent sith BOLJ rules auc City policy._Employees will cooperate in.pooliog
rldes when such pogling is available,

Section 7.8 Personal Wireless Phone Allowanee

Employees are eligible for personal wireless phone allowances (stipends) ns outlined in City
poliey,

Scetion 7.9 City Health snd Welness Plan ORPAT Incentiver,

"mployees will be provided the epportunily to participate in the DPSST certiticd ORPAT course
lwice per (isoal year. Scheduling of this testing shall be determined by the Chief of Police.
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Recopnizing that partieipation in {his incentive prograni is purely voluntary, all ORPAT festing
will be done ofl-duly and svithout compensation (includes both members taking test and ORPA'T
instructors conducting test), However, members seheduled o be on dity af the time scheduled for
testing will be provided the opportunlly to participate while on duty if requested. The City will
provide the location and all testing equipment, including a certified ORPAT instructor (o Facititate
the testing,

Prior to porticipating in the Fitness incedtive, employces will be required to sign s waiver indieating
they understand the physical challenpes of ORPA'T and the visks of participating, 11 at any time,
in the opinfon of the ORPAT [nstructor or on scene supervisor, the employee appeats to be in
physical disiress, the testing will be stopped and the employee will not be eligible for an ingentive,

Employees who suecessfully conmplete the ORPAT covrse in o time that is considered passing on
their (irst attompt will receive an incentive bonus of two hundred and filly dolines ($250.00). An

employee may take the ORPA'T twice per fiscal year, with a maximum incentive of $500/{iscal
year,

The parties recognize that the City will reflect any and all amounts paid as atlowances, bonuses,
and/or Incentives as subjeet to the IRS and Oregon payroll tax deduction, For purposes of this
Agreentent, the minimum standard for passing will be the time established as passing by DPSST
for an eniry level Police Officer,

IF an employee fails (0 pass the ORPA'E on the first date for testing that employee may relake the
test at the next scheduled ORPAT {esting,

If"an employee 1s unable 1o participate in the scheduled ORPAT test due to cowt, bona fide Hiness
or injury or other reasonable contliet, the employee may make-up the test during any ORPAT
testing conducted at DPSST (with DPSST permission) without penalty so long as the make-up test
is conipleted and passed within a mutunily agreed time Irame betwaeen the employee and the Chief
of Police,

Employees who chaose not to pacticipate or who seek this incentive, bul do not meet the minimwum
ORPAT passing standard as delined-in this Agreement will not be sulijest to discipline.

Gployees who choose not to participate in the ORPAT have the option to participate in the City's
Health & Wellness Program, Such employees may request to switch progeams al approximately
six (6) month intervals based on the ORPAT festing schedule, ensuring they are participating in
only one program af a time.

The City's Health & Wellness Propran s a voluntary program ayailable to a)l City vegulae {ulls
time_and,_pae-time_employees, The progapy provides resowces (o suppor]_proup, edugation,
individual and_tenn healilt and wollness contests. as well as fndividual ncentives for employes
participation _in_ City-sponsered _activities _and _challenges.. Individunl _fncentives  vary. by
participation_up to $40_por month_given_ sppropriale netivity. minyies recorded within requised
fimefianies, Qualificd individuals with disabilitics will have equal aceess (o the Health & Wellness
Cropram . through_customized slternalive getivities. coordinated throuph_the Fuman. Resourees
Depariment,  (bargaining note! Employees are alse eligible for 850 yearly for completing a
confidentted self-assessment and related).
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710 Pypetice Ammunition: The Ciy will provide cach swor offiver the opportunity to
purehase additlonal practiee ammwnition Sor approved duty firsanms b syoport ol swarn officers
maintaining Aheit skifl set. Faeh sworn officer wilt have the opboriunity to purehase al cost.ong
(1)_cnse cnch of plstol and long rifle ammunition for ey assigned duly tirear. wsing the, City
anproved vendor, . ‘The_opporiunily. to_purchase will_be onee per_year for all o fieers.This
provision is considered parl ol the employed’s compensation. (hargaining note: City will prepeare
a procedural policy for review) ‘

ARTICLE 8 ~ INSURANCE AND RETIREMENT

Seetion 8.1 Health Insurance und Denal Inswranee

A The City will pay ninety live percent (95%) of the premium to provide nedical and dental
insurance coverage for full-time members who are participating in the City’s current Health
Net Plan and Guardian Dental Plan,

Employees paiticipating in those plans shall be responsible for paying the remuining five
percent (5%) ol the premium, irrespeetive of level of coverage through payroll deduction
or, in the event of wpaid leave, through diveet payment,

Bmployees who eleel to be covered by lower cast medical andfor dental plans made
avoilable by the City shill receive contributions from the City up to the same amount as
required for employces participating in the above plans, Any prentinm costs in excess of
that amount shall be the employee's responsibility.

B. For regular pail-time employees, the Clty will split the cost ol employee-only medical and

dental insurance using the same ninety-five/live percent (95%/5%) split as deseribed
above,

¢, All employee contributions shall be paid through payroll deductions, The City will six
provide an TRC Scetion 125 flexible spending account plan,

D, 'The City may select a different plan or provider of health and/or dental insurance benelits
which are, on the whole, substantially comparable to those ewrrently provided. The City
and e Association shall consult within fourieen (14) days of the City’s writfen nolice to
the Assoclation I-Board but need not bargain over a change in plans permitied by this
Avticle. 11 the Association believes & change in health and/or dental insurance benefils is
not substantiatly comparable, then the Association may demand to bargain over the change,

Notwithstanding the above, the City reserves its right to change casviers without
bargaining, consistent with PECBA,

E. ‘I'hs Section shall be automatically reopened in the event the exelse tax will be triggered,
in necordance with Article 17 of the Agreement,

Scetion 8,2 Life {nsuranee

The City sprees o provide $60,000 24-hour life insurance protestion {o all regular ad
probationary full-time coaployces covered by this Agreement,
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Seetion 8.3 Retirement

A, The City agrees to participate in the Oregon Public Employeges Retivement System (PERS)
Plans Tor all members of the bargaining unit and will not reduce employee compensation
in order to generate funds needed to pay the contribution,

B. the City swill contribute six pereent (6%) ol an employee's gross salary to_an employee's

Individual delorred compengation plan.as provided by the City, mployees ure rosponsible
Lo nitiate theiv own plan,_Employees may continue o contribule Individually to their plan

al their election, Contributions ave subject to IRS repulations, Bmployees-may-sontribute

vohuntarily-to-one—leferred-compensation-plan-udministered-for-the-Gitys—The-City-shall
matel-the-employee’s-contribution-up-to-sin-{6%)-pereent-of the-employee’s sroys salarys

This-Seetionshall-net-oblgate-the-empleyee-or-the-City-tlo-contiibute-merethan-twenty-
frve (3% perceit-olwagesorsuch-otheramount-asty hmpesedus-a-maximun-contribution
by-the-lnternal-Revenue-Gade-or-the-relirement-plans

Scetion 8.4 Worlkers Compensation

All employecs are covered lor on-the-job Injuries and occupationad illnesses under the state
workers’ compensation law, When an employee must take time off by reason of an oceupational
fliness or on-the-job injury, the employee will receive workers compensation in aceordance with
state law, and the employee will retain any tine loss benelits received by the eartder,
(hargatning note: OAR 436-060-0023)

I addition, for the first one hundred and eighty (180) days (‘oliowing sueh Hincsses or injuries or
an aggravation of an original oceupational illness or on-the-job injury, notwithstanding whether
the illness or injury has been aceepted by the City's warkers® compensation earrier, the Cily agrees
to supplement the employee’s workers® compensation fime loss benefits up to the employee's
regular salary afier taxes. Afer one hundred and eighty (180} days tollowing an oceupational
iliness or on-the-job injury or aggravation, the employee may elecl 10 shall use availablo sick leave
or, al the employee’s aption, another paid leave bank {adjust time, shili-time, holiday banks or
acerued vacation) o make up the difference between workers® compensation tme loss payments
and their Ms-or-her vegular salary afler taxes, until such time as the employee is eligible (o receive
disability benefits under PERS or the City’s Jong-term disability insurance policy. n the event the
cmployce does tot eleet to use another paid leave bank in advance of issvance of thelr his-or-her
livst paycheek foliowing the commencement of the absence, the employee’s sick leave bank will
be used fUst, 17 the employee’s sick feave [s exhausted, the cployee's_his-ee-her paid Ieave
aecruals will be used to make up the differentiad between the emplayee’s workers' compensation
bhenelits atxd the employee’s regular salary afler taxes antil such time as the employec is ¢ligible
to receive disability benefits under PERS or the City's long~term disabilily plan or the employec's
paid leave banks have been depleted. Employees may designuie the order In which they want to
use other paid leave aceruads, In the event an employee falls to make such a designation in advance
of'issvance of {helr hs-er-her liest paycheek following the commencement of'the absenee, the Cily
will use peerued his-orher sick leave, followad by adjust time, shifi-time, holiday banks, then
aeerued vacation,

Employees may be atlowed to use other pald leave aceruals, as deseribed above, belore depleting
siek leave with the City’s approval,
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In the evont the Cly makes supplemental wage payments to an employee for an injury ot Hiness
that is later denied as a workess® compensation clalm by the City’s earrier, the City will deduet the
aquivalent number of hours for which supplemental wage payments were made, including any
payment for (he three-day waiting pertod, il applicable, from the employee’s sick leave bank, 1f
the employee's sick leave bank is not sufflelent to recoup those howrs the City will deduet the
remaining amount hours from the employee's paid leave acoruals, Employces may designate the
order in which they wanl to use other paid leave acerunls for the overpayment, with the City
resorving the right to use adjust thme frst, followed by shifi-times holiday banks, then acerued
vacation, H no desighation is made in advance, Deductions in sick leave or othet pald leave bunks
whI be made within fourtcen (14) ealendar days of the City*s reeeipt of notification of denial from
the workers' compensation eatricr or by the end of the next subsequent pay perlod. The City will
not be required to pay sick leave and/or other puld leave that duplicates Temporary Total Disability
(1'11) time loss benetits paid to an employee,

in the event an employee timely objects 1o deninl of a workers” compensation elaim pursuant (o
ORS 656,319, and the dondal Is reversed, the City will restore the employee's siek leave and/oy
olher paid leave banks no later than the end of the pay period following receipt of nolice o [raversal,

in the unlikely event that the hours cannot be recouped from an employee's sick teave andfor othor
paid Jeave banks, the City will notity the Association of the amount of the overpayment and will

bargain with the Association regarding the method of repayment of the balance of overpayment
due,

Enployces who must fake time off' from sork due o on-the-job injuries and oceupational
ilinesses are entitled to relnstatement for up to three (3) years, consistent wilth applicable law,

Scetion 8.5 Long Term Disability Ingurance

The Clty will pay the full premium to provide salary profeetion for long-ferm disability as a
vesult of iiiness ar injury to fuli-thne employees, Employees shall be eligible for tong-term
disability coverage ninety (90) calendar days from the date ol injury of dlsebility. Rligibility for
benelits is governed by the terms of the Cily's long-term disability inswance policy.

Scetion 8.0 __Madificd Duty

The partics recognize that the natwre of law enforeement restricts the City s ability to tecommodate
employees who, for medical reason, ave unable to perform all of the duties ol a police officer,

When an employee who is recovering from an fnjury or illness is certified as {it for modified duty,
but not full duly, the City may assign modified duty work within the employce’s medical
restrictions, subjeet to the Depmtinent’s determination that actual modified duty work suited to
employce’s medical limitation s available,

Generally, 1o be cligiblo for a modified duty assignment, an emplayee must be tenporartly unable
to retuen to thelr his-er-her regular duties as the result ol an injury or lliness and not medically
stationary, Once an employee becomes medicaily stationary, that employee is no longer cligible
to patticipate In modilied duty assignmenis, The Clty will, however, comply willt its abligation
to assign modified duty work fo employees who qualily g disabled due to on-the-job or off-the-
Job infuries or itinesses, as required under the reasonable accommadation provisions of the ADA
and slaie disability discrimination law,

City what if proposal to KPA 6-9-28, Valid to 6-13-23




It is understood that the City muy assipn an employee who is on medilied duty assignment o a
different shift or asstgnment without regard to seaiority, and if' the employee is a sworn officer
who s not expeceted to immediately respond to calls for service, their meat period will not be paid,
The City may require a medical verification of the employee’s abtlity o safely perform the
modified duties as a condition fo placing an employee in o modificd duty assignment. The City
shall have the right to obtaln a second medical opinton at its own expense i order (© verily any
medical opinion it has received from the employce’s healtheare provider,

In the event modified duty assignments sre granted as a vesull of a nonwork-related injury or

iltness, the employee will receive thely his-or-her regulor rate, including incentive pay, {lowever,
employees shall not receive special assignment premium pay puesiiant (o Seetion 7.3.1 if they are
placed on modilfed duty as the result of a nonworkerelated injury or ithness and are not performing
those duties. During the fime an employee is on modificd duty, sick leave, holiday pay and
vacation pay will continue to acerue ot the employee’s regular rate, ‘There shall be no charge w
the employee’s sick feave, hollday or vacation pay banks [or the time spent working in o madified
duty capacity.

Seetion 8.7 Continuation of Coverage

Employees shall continue to receive medical, dental, long term disubility and lie insurance
beviefits during the time they ave on paid leave (holiday, vacation, sick feave, ote.) or during the
time they are on FMLA leave, whichever is greater. Benelil coverage through the City’s
payment of the premiums will continue until the last day of the month in which the emyployee’s
paid feave is depleted or FMLA leave expires, whichever oceurs later, except as otherwise
required by law.

Seetion 8. Retirement Health Savings Account

C. The City shall contribute two percent {2%) of anemployee’s base houly rale wage-rates
into an Refirement Health Suvings (RHS)A necount per pay, period for employees covered

by this Agreement, The “base” value paid is ealeulated on 80 hours per 14 day pay period
fora (ull-time employee., Parl-time employees are prorated consisient with this agreement,

RTICLE 10 - VACATION AM) HOLIDAYS

10t Vacaton

A, Acgrual of Vacation Bencefits: R@dar and probationary Tull-lime employees shall acerue
vacation time gs noted below with bi-Guakly payroll, on-a-montldy-busis: Fhe-wmoeuntof
at-employes s-vacntion-acptfunwii-be-adjtsted-for-the-Gityls-bi-weekly-payrel-perads.
Vacation pay is earned ffom an employee’s firsDray of employment but cannot be used
until completion of pweive (12) months of continuous Smpfoyment, except at discretion of

the Chiel of Polig¢ or designee. Regular and probationary Tulletinie employees shall carn
follows:

vacation pay
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ARTICLE 9 — LEAVE WITH AND WITHOUT PAY

Section 9.1 Sick Leave

A. Acaal; All employees accrue siok leave as an inswrance against the impaot of jilness or
injuty. Siok leave shall accrue at the rate of 96 houss per calendar year and will be acorned
at the rate of 3.7 hours of sick time pex pay period (96 houts divided by 26 pay petlods =
3.7), Acornal shall begin upon commencement of employment and shall continue to acctue
while an employee is on paid leave, including leave for which an employee is recetving
workers® compensation beneflts, Paid sick leave benefits do not acorue duglng perlods an
employes is on unpaid leaves of absence or Jong-term disability. Unused sick leave shall
acoumulate to & maximutn of 2,520 hours, Part-time employees shall acorue sick leave on
a pro-tata basts up to 2 maximum of 1,260 houts in accordance with Seetion 1.2.

B. Use of Sick Leave: Bmployees-say-utilize-thelr Bamed sick leave fs for the following
PULpOses:

1. When the employee Is unable to perform his-er-her work duties by veason of off-the-
job illness, injury or pregnancy, exposure to contaglous disease under circumstances
which the health of the employees with whom associated or members of the public

o necessatily deal with would be endangered by aftendance of the employee,

2, When the employea is unable to pexform his-ex-her work duties by reason of on-the-job
injuty or illness in the amount of the differential between the employeo's time loss
benefits and theil his-er-her regulatr wage.

3. For medical or dental appointments (includine_diagnosis, cate, treatment and
preventative medical oave) when, due to the employes’s work schedule, the employee
is unable to schedule such appointments outside of work hours, In this instance,
appointments will be scheduled to minirize interference with the work schedule; it is
recognized that each employeo has the sesponsibility to make every effost to schedule
appointiments during off-duty hows,

4. ‘When roquired to provide care for an ill or injured member of the immediate family in
order to make arrangements for alternative cave, For the purpose of this Seotion,
“immediate family” includes the employee®s spouse, pavents or childten as defined in
the foderal Family Medical Leave Act, the employee’s parents-in-law, grandparents,
grandehildren and domestle pattner as defined In Section 1.3, as well as the patents,
children, grandparents and grandehildeen of such domestic partner.

5, When an employee who is eligible for leave under the Otegon Family Leave Act

: and Medical Leaye Aot (EMLA '
FMLA qualifying reason, including caring for a minor child.

% \
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6. Fot any purposes covered by Oe

sl ;gjegegcc_d below,
6: 10, When otherwise required by applicable law.

C. Donation of Sick Leave: An employee may donate up to forty (40) hours of sick leave oy
vacation leave pot calendar yeay tea—denated»leave—baﬁl&ﬁémmster@d—b%&@iiy 88 long

donation ex-ar-engetng-basis, To be eligible to apply for donated leave, an employes musi:

1. have a serlous illness or medical condition ox be caring for a family member with a
serious illness or medical condition that requires a prolonged absence from work

(anticipate to be absent from work at least two gonsecutive weeks beyond exhaustion
of all leave banks),

2. have exhausted all gick leave and other accrved time, and '

3. not be eligible for dﬁab&ﬁﬂ—be&eﬁt&mﬁe&%&&e&tﬁ&%ﬂg{em—dﬁabﬂﬁy
benefity-priorto-veveiptof any-donated-sielJeave:

ﬁ%ﬁ%&%@bw—ll iemployment _insurance, . workers’ iy
comnensation insurance, disability . insurance, PERS disabi social seouri

disability, etg,

Applications for donated leave must be made to Human Resontces, in wiiting, and must
describe the serious illness or medical condition necessitating the leave. All applications
for donated Jeave must be approved by the City in advanoce and reguire provision of medical
verification. consistent with other protectéd leave, of the need for leave. Donated sick
and/or vacation leave will be based on a one (1) hour for one (1) hour (1:1) exchange twe
Erhowforone-(H)-hour 2+ -exchanpe, Denated-vacationleave-willbe-based-on-a-one
Hhour-for-ene-(H)-hewr—{:1)-exchange. Donatlons will be made without regard to
differences in the pay rate belween the employee donating and the employee receiving the
donation and will be paid out at the receiving employee’s normal rate of pay.

AM uog ;ﬁg@i@eﬁa\ﬁ_@mﬁm are go}mtagy angd. Luevgggblgg However, any unuse d
rugl by ilabili g

of o ated lug does not uax__niee that egtended iegye— of
bgence will be app ;Qged, _Eliplb ible employees are only eolipible to receive leave donations
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. Substantiation:

hag approved, that the healtheare provider has
£ thelr own or farolly meraber’s qualifying

¢ that they are unable to work ag 8 resu n
illness or medical condition, or il ihe employee becomes cligible fo receive long-tetm
disability, social scourity disability, or PERS disab ofits, whichever fime period is

the shortest,

Employees do not accrue sick leave, vacation pay or other benefits during the time they are
on donated leave, Donated time cannot be used to extend the employment of an employee
who will not be teturning to work.

For extended absence

b €S oM 4 sick AaYe N N et _—g)_—n.,s_-—gﬁn_l_igﬁ—g
days duetg thee 's own {lnhess or injury, 8 release from the employee’s healthcare
provider is required {0 ensure the emplovee can safely retwn fo work, . The Cify may
vequire an employes to submit vexification of eligibility for sick leave from an employee’s
doctor ot healtheare professional whenever the-empleyee’ssickJoave-usage-excoodsthree

(3)-conseoutive-werkdays-er-whenever the City can artleulate a good faith concern (8.8
questionable pattens of absence, suspicious explanations, etc.), tegarding the employee’s
eligibility to receive sick leave. Reeejpt of verification may be tequited as a condition of
payment, In the evont verification is required, ont-oftpocket cost billed by the doctor or
healtheare professional to obtain the necessary verification shall be paid by the City to the
extent such costs are not covered by insutance, Vetification may be required for absences
due to illnesses and injuries of the smployee or to substantiate that the employee’s
attendance is needed to care for an ill or injured family member or otherwise when the City
determines necessary fo ensure compliance with applicable laws regarding time off from
work, consistent with applicable law,

Reporting Absence: Any employee who is ill and unable to report to wotk shail notify the
on-duty supervisos or, in the event the on-duty supervisor cannot be reached, their his-or
her immediate supervisor at least one (1) hour prior to the employeo®s reporting fime. In
case of a continuing illness or injury, the employee shall keep their his-erher immediate
supervisor advised of their his-or-her inability to report to work on o daily basis. However
daily notice will not be required in sitwations where the employee has submitted written
verification from thejr his-et-her doctor or health care professional of the hiset-her need to

be absent from work for a definiie period ox as othorwise approved by their his-ex-hex
supervisor.
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i _Sick Leave on Retivement: For PERS Tier Y and X employees, wpon retivement of-an
emﬁleyee-—as permitied by appilcable law, fifty percent (50%) of an employee’s unused
siok leave shall be cxedited to refivement. Employses who are in the OPSRP retirement
-program shall be pald upon retirement an amount equal to fifty percent (50%) of their
unused sick leave,

&M&&L@MJQ&L@&QMQ Cil

Seetion 9.2 Family and-Medical Leave, Parvental or Pregnancy Leave (BVHA)

The City will comply with the Family and Medical Leave Act (|MLA) and Oregon Family Leave
Act (OFLA). Genetally these laws provide leave for the employee’s own serious health condition,
for the serious health conditlon of specified family members, for parental leave purposes, fox
mg&@gm;;:ggg_sbte care for a chlld who needs home oare but does not have A serious
health condition or requires home care due fo the : are as a rosult of a

public health emerpency, and leave to deﬂwﬁh&&dmﬁmﬁa&ml&m@gm ﬁm &5

Leave s also to provide care fo an immediate family member or next of kin (aphlicable as dofined
by FMLA and g OFLA) who is recoveting from serlous Injury or illness inomtred in the
petformance of military sorvice or for absences due to “qualifying exigencies” arising out of the
faot that an immediate family member has been called or notified of a call to active mxhta:y duty.
gl;gﬂ)lg e&gigyceg may glgg take gegf- tg gg,x_fm_mii_amg;e&beg 8 paggm gi_lg_ is inca Eggie gj"

The employee may be required to have p his-or-her healthoars provider complote a medical
certification form to substantiate eligibility for FMLA and OFLA Leave and as necessary to obtain
a second and/or third opinlon. Should the employee be required to provide a certification or to
obtain & second or third certification for family leave purposes, the employer shall bear the cost of
such certifications. Hmployees-may-berequired-to-provide-a-fitness-for-duty-certifioationbefore
© rotuaing-from-family-lenvesoxceptinthe-ease-of childbleth-or-adoption;and-enly-if the-employes
ha%m&we%memu&haﬂﬂ%%%%wﬁh&%%%mﬁ%mp}wwkﬁ%ﬁ%m
be*uﬂable-ffe—gerferm%&tws«aa—as&gaed. A_Relnn-To-Wor y

healthoate provider is x '

applicable when Lhe gggg is t¢ gggg ﬁo&famﬂg

%e&ﬁﬂﬁ%v&mwd&em&qw}iﬁ%ﬁw%emﬂwmwmgmﬁ
th%mﬁ}eye&&{iMLA—aﬂd#ekeFL&m&ﬂemW%m%&e&mppheabiﬂw M@[;ﬁ
may: be entitled to more than one {ype of Jeaye for the same AL

concurrentty unless prohibited by law, Itis important fo nofe that neither B i
paid Jeave, In simplest terms, they ate federal and stafe aots L‘gn 1);0t§Qtih_cmley MlghLMQ
leave and have a job when they retumn,
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While out on such leave, an employee shall ufilize any acorued sick leave fhey aig he-or-she-is
eligible to recelve under Seotlon 9.1.8 above uniil such time as the employee is eligible to receive
disability benofits under PERS ot the City's long-term disability insurance policy. Employees
who are absent from work for TMLA or OFLA. qualifying reasons, but who are not eligible fo
recelve slok leave benefits or have depleted sick leave benofits may deslgnate the ordet In which
they want to use other paid leave acoruals, In the event an employce fails to make such a
designation in advance of {ssuance of thelr ie-er-her fitst paycheck following the commencement
of the absence, the City will make the designation, using acorued vacation as the last choice. Afier
using all pald time, the employee may take leave without pay fox the remalnder of the family leave
year desighated by the City. Except as provided by law, family leave shall not exceed twelve (12)
woeks within the family leave year specified by the City. In addition to the 12 weeks of family
. cligible loyee inay take an addifional ks for an illness. injury or condition

Section 9.3 Otheor Leaves

A, Yy Service and Appearances: Bmployees may be granted leave with or without pay as
follows:

1. Service with Jury: Employees may be granted leave with pay to appear for juty setvice.
Braployees who are exeused from juty service before the end of their regularly

scheduled work shift shall immediately report their availability for assignment to their
supervisor,

Pay for jucy service shall be limited to the pay an employee wonld receive for their his
or-her regularly scheduled work shift. Bmployeos are not entitled to overtime pay for
jury service, All monies received for jury service will be surrendesed to the City.

Employees who ate scheduled to work a regular work sehedule that does not fall within
the same hours of thelr jury setvice may be allowed to use administrative leave to take
a portlon of their regular work schedule off prior to thelr jury service, after their jury
service, or both, to allow for at least eight (8) hours of rost priox to their jury service,
after their jury sexvice, or both, with written approval of their supervisor.

2. Appearances on Non-City Related Business: Employees who appear on non-City
telated business bofore a oout, legislative committee or administrative agency as a
party or a witness in tesponse to s subpoona or other oxder by proper authority may be

granted leave without pay or the employee may choose to use any acerued leave, except
sick leave,

3. PECBA Related Appearances: Employees subpoenaed or compelled to appear for
PECBA related proceedings, inoluding interest and grievance arbitrations, shall be paid
for thoir time testifying, as well as their travel time to and from the Department to the
hearing, The Cify and the Assoclation agree that all reasonable steps will be taken to
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subpoena witnesses in PECBA proceedings to tesiify during thelr regular work
schedule and to limit the time employees ate called to testify to poriods when thei
testimony is expected to oceur, Eroployees who are subpoenaed or compelled fo appear
for PECBA. procedures are not entitled to minimpm call back pay fox their appearances,
The City may also adjust the work schedules of employees who ate scheduled to appear
in PECBA related proceedings with seven (7) days written notice in order to avoid
overtime,

B. Porsonal Unpaid Leave: Employees may be pranted leave of absence without pay when .
the work of the Department will not, in the view of the City, be unduly burdened
handienpped-by this absence. Requests for snoh leaves must be in writing and must
establish justification for the approval by the Chief of Polive or City Manaper., Leaves of
absence up to two (2) weeks without pay may be granted by the Chief of Police. Leaves
of absences for longer than two (2) weeks must be approved by the City Manager.

C. Military and Peace Corps Leave: Military and Pesce Corps leave shall be granted in
accordance with applicable law.

D. Beteavement Leave: Following a death in the employee’s immediate family, the employee
is entitled to a maximum of three (3) days bereavement leave with pay, plus two (2)
additional days available chargeable to any acorued leave at the discretion of the Chief of
Police. Tor the purpose of this Subseotion, immediate family includes: mother, father,
son, daughter, siblings, husband, wife, mother-in-law, father-in-law, sister-in-law, brother-
in-law, prandehild and grandparent, It also includes domestle parviners, as defined in
Section 1.3, as well as the mother, father, son, daughter, siblings, grandpatents and
grandchlldlen of such dormestic partners, Employees may utilize sick leave for additional
{ime off in accordance with OFLA, Use of hereavement leave iy UV
with OFLA ules,

E. Domestic Viclence Leave and Accoramodation: Victims of domestic viclence, sexusl
agsault, harassment or stalldng and the pavents of a minor child or dependent victi
eligible for reasonable unpaid leaves of absence to seck Jepal or law enforcerment assistance
ot temedies. medical treatment, counseling. to obtain services from a prosecutor or non-
profit viciim sorvices provider and to relocate or take steps to secure thelr home,

F. chs_mmglum Laam_ Un; dlagyg m omdeg 10 attend GL!QIQQLDA_QQQQQE ngs if the
Loy imnedi i cical or

_,,_‘,,_,_,.-_.x;,..__,_r____-_,__,_,__,_ __.m..—.“m.;m;“;._;m.w._A—‘A‘u =L

G. Estended Medical Leave: Additional leave without pay may be offered as a reasonable
accommodation fo an employee who is also a qualified individual with a disability, unless
it would be an undue hardship on the Clty in accordance with the ADA and state law. The
City may impose conditions or restrictions as permitted by Oregon or federal law.
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Seetion 9.4 General Rulex

A, Failuge to Return from Yeave: Any employee who has been granted a leave of absence and
who, for any reason, fails o return to wok at the expiration of said leave of absence shall
be consideted as having resigned employment with the Clty and the position shall be
declared vacated, except and unless the employee, ptior to the expiration of the employee’s
jeave of absence or as allowed by family leave laws, has furnished evidence that the
employee is unable to retutn to work by reason of slekness, physical disability or other
legitimate reasons beyond the contro! of the employee.

B. Absence Without Leave: FBxcept as allowed by family leave laws with respect to
unanticipated need for family loave, an absence of an emplayee from duty, including any
absence for a single day or part of a day, that is not authorized or taken pursuant to a leave
of absence, shall be deemed to be an unauthoized absence. An employee who has an

unanticipated need for family leave must comply with the notics xequirements under
to disciplinaty action,

Bargaining note: City will follow provisions of "Paid Leave Oregon” as
administered by the State.
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I{ is understood that the City may assign an employee who is on modified duty ssigtnient to a
difigrent shifl or assignment without regard to seniority, and if the employegAs a sworn officer
who'tg ot expected to immediately respond to calls for service, their meal pefiod will not be paid,
The Cy_may require a medical verification of the employee’s ability’to salely perform the
modified ¥yties as a condition to placing an employes in a modilied tly assignment, The City
shall have (e right to obtain a second miedical opinion at its own exPense In rde to verily any
miedical opinion it has received from the employee’s healthoare pygvider,

In the event modiffed duty assignments are granted as a reglt of u nonwork-retated injury or
illness, the employee \Will receive their his-er-hes regular ragé, ineluding incentive pay. However,
employees shall not receiye spectal assigoment premivm fay pursuant to Section 7.3.E if they are
placed on modified duty asNbe result of a nonwork-relawéd injury of ilness and are not performing
those dutles, During the lithe an employce is on yiodified duty, sick leave, holiday pay and
vacation pay will continue to adgrue at the employée’s regular rate. There shall be no charge to
the employee®s sick leave, holidapnor vacation pgy banks for the tine spent working in a modified
duty capacily.

Section 8.7 __ Continuation of Coverade

Employees shall conlinue to receive mgdical, dental, long lerm disability and life insurance
beuefits durlng the time they are on péid leave (hdliday, vacation, sick leave, ete.) or during the
time they are on FMLA leave, whiphever is greater.\Benefit coverage through the City’s
payment of the premiutns will cortinue until the last ddy_of the month in which the employee’s
paid leave is depleted or FMLAYleave expites, whicheversecurs later, except as ofherwise
required by law,

Section 8.8 Retivemert Fealth Savings Account (RIS

LA AY ST

C. The City shajf contribule two percent (2% of an employee’s bass hourly rate wage-rates
into a » Retifemont Health Savings (RHS)A account per pay period My employees covered

by this Agfeement. The “base” value paid is caleulated on 80 hours powl4 day pay eriod
for.a fullAime employvee. Pari-time emplosiees are prorated_consistent wiih his agreement.

ARTICLE 10 - VACATION AND HOLIDAYS

10.1_ Vaeation

A. Accrual of Vacation Benefits: Regular and probationary full-time employees shall acerue
vacation time as noted below with bi-weekly payroll. en-sneonthiy-basis: The amountof
an-cimployes’s-vacation-acerual-will-be-adjusted-for-the-Citys-bi-weeldypayrot-periods,
Vacation pay is earned from an employees [irst day of employment but cannot be used
until completion of twelve (12) months of continuous employment, exéept at diseretion of
the Chief of Bolice or dosignee. Regular and probationary fulldime employees shall earn
vacdiion pay as follows:
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From one (1) through two (2) years of employment af & rate of six point seven (6.7)
howss per month of eiployment und will be veflected on the employee’s bi-<weekly pay
stub as 3,10 hows,

Cormuencing with the third (3 year of employment al a rate of eight (8) hours per
month of employment and will be relledted on the employee's bi-weekly pay stub s
3,70 hours,

Commencing with the {ifth (5™) year of employment al a rate of ten (10) hours per
month of employment and will be reflected on the employee’s bi-weckly pay stub as
4,62 hours.

Commencing with the tenth (10} year of employmient at a rate of twelve (12) hours
per manth of emiployment and will be reflected on the employee’s bi-weckly pay stub
s 5.54 hours,

Commencing with the fifteenth (15%) year of employment at o vate of sixleen point
seven (16.7) hours per month of employment and will be rellested on the employee’s
bi-weekly pay stub as 7,70 hows,

AEvacation acoruals will change gs follows:

Coninencing with the daie of employment at o rate.of 4,62 howrs per pay. perid,

Commeneing with 49 months of employment at a rate of 3.54 hours per pay berlod,

Commencing with 109 months o employment &l g vate of 6,15 hours per pay petiod,

Aller the 168" month of employment, at g

ale ol 7.7 hours per pay petlogd,

thargaining note: pay periods are every 14 days)

B.

CI

Accrual Tor Repular snd Probationary Part-Time Employees: “Regular part-time™
employeos shail accrue vacation in aceordance with Seetlon 1.2,

Eligibility for Continued Accryml:  Regular and probationary Cufl-time and part-time
employees will continue Lo acerue vacation pay, as long as they are actively employed or
on paid leave,

Maximum Aceruali An employee may acerue & maximum of 400 hows of vucation time,
Any excess hours over 400 will be forfeited without compensation,

Eifect of Sepavallon:  Hpon _geparation_ol._employment,_vacation_acenals. up_to the

maxinum will be ineluded in the omployee's final pay, Any-vacatonowedtoaleminating
employee-shal-be-added-to-the-employee s-final-pays

Pay in Licu of Vacation: An employce, subjeet (o availability ol budgeted tunds and
approval [rom the Chicf of Police, may eleet to be paid 40 hours of vacation pay in liew of
taking 40 hours of vacation time off, il such pay is laken consurrently with 40 hows of
vacation time off,
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Vacation Selection: Employecs shail be permitted 1o request vaeation time off either on a
split or an entire basis, Employees shall have the right to determine the vacation time,
subject to seheduling required for public service. The Chief of Police or desipgnee shall
make the determination of whether an employee’s request for vacation time off will be
granied based upon the needs of an efficient operation, the availability of vacation reliel
and the City’s right to arrange the schedule so thal each employec who is eligible has an
opportunity (o take vaeation time off.

Vacation time shall be selected on the basis of bargaining unit seniority within the
omployee’s work unit provided, however, that employees will be pernifled (o exercise their
right of senjority only once sonually {or o one (1) block of time perfod (i.e member may
select one conseculive perind, one time), not o exeeed four (4) conscewtive calendar
weeks, unless otherwise approved by the Chiel of Police, Therealter, confticting requests
for the same vacation time shall be resolved on the basis of prior scheduling, Bach
employee must make a goad faith effort to schedule at teast one (1) block of time, #t least
one (1) week off, during cach yem,

Oue (1) officer per patvol team will be allowed to be on vacation ol any one time, unless
more are approved by the Chief of Palice or designee. “Fhis limitation shall not apply if an
ollicer with previously approved vacation is reagsigned fo a different patrol team provided,
howvever, that vacation may be disapproved or canceled in the event ol a staff reduction ov
ai unforeseen emergency.

concutrent Leaves: 16 the leave Is for a qualified state or federal family leave purpose, all
leaves of absence, no matter how classified, shall be counted againgt the employee®s family
leave entitlement, In such a case, upon request, the employee shall pravide health care
provider cerfifieations, including second and third opinions and {iness for duty
certifications, as provided by family leave lnws.

Section 10.2 Floating Holidays

A.

Altected Members,  All sworn members, exeept thosc-assipred-as—SehoolfResource
Oifieers-or altending DPSST Acadetny BP Clasgs and those assigned-o-regulabusinesy
hows-working a_3/8 sehedule (as defined in Scetion 5.1,B.3 54 shall acerue Noating
holidays. bargaining note: fiom MOU

Floating Holiday Acerual Rates. Members aceruing Hoating holidays shall be eatitled to
acerue fhirleen (13) twelve-{i2)-floating holidays per year, acerued at the following rates,
based on their work schiedules:

. A member assigned (o a twelve (12) hour work schedule wifl acerue fwelve-H2) -hows

2. A member assipned to a ten {10) howr work schedule will acerue ten-CH0)-hours-of
floating-holidey-thme-offpermeonth-(4:62 5.00 howrs per pay period.

3. A member assigned 1o an affected elght (8) hour work schedule will acerue eight-(8)
houis-oF-Hontng-holiday-time-ofFper-month-(3:70 4,00 hours per pay period.
(hergaining note: update fiom MOU)
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C, Floating Holiday Time Off

1. Scheduling, Cenerally, Scheduling fNonting holiday thme off is a membet’s
responsibility. Floating holiday thme off may be requested up to ninety (90) days In
advance, and witl be geanted on a fivst come, first served basis,

Members will schedulo floating holldays in good faith based on days available and
must rective thelr supervisors approval, Supervisory approval can be withbeld only fo
meet operationat and stalfing needs, Floating holiday time olT not taken in aeeordanee
witls this Section will be lost, wnless it Is not taken or is cancelled by the Dopartinent
for operational reasons, n which case 1t will be paid, Members may not acerue more
than Wventy-four (24 howrs of Hoating holiday tme.

2. Scheduling 4/10 Work Schedule, Exeept fov police oflicers assipnid 10 o patrol unit,
members working a 4/10 schedule shall recognize and take off each holiday recognized
in Section 10.3.A, unless they request and receive thelr supervisor’s appraval Lo work
on a recognized hollday,

)

Section 10,3 Holidays for Members Not Aceruing Flonting Holidays

A, The following days shall be recognized and (aken of T as guaranteed pald holidays, On these
holidays, the business office will be elosed,

i, New Year's Day 6. Labor Day -
2. Martin L, King Day 7. Veteran’s Day

3, President's Day 8. Thanksgiving Day

4, Memotial Day

5. Juneteenth 9, Day after Thankspiving
6. Independence Day 10, Cluistmas Day

(bargaining note: Juneteenth fiom prior MOU)

EML@M&@M&QJL’QM@MS_Oslllﬂl_ﬁL)ﬁtlLiﬂglmii‘ shif) sehedule during the period
of the holiday.

B Personal Leave: The purpose of personnl leave s to glve additional thne ofTas noted belosy
twe-(2)-additional-days-off lo membets who work yegular business hours and who do not
acerue onting holidays, ‘This matches them day-for-day with other members who acerue
the cquivalent of thirleen (13). day.ofl pev-year as desertbed In_Section 10,2, one-heliday:
off-per-month:, Foranew hire, the persons) lenve is provated for the fyst calendar year of
employment. _Acerued personal, loave s use iLor tose it ench enlondar yeur and it nol
subjeet to compensation upop separation of employment,

Mombers who work rogular business hours and who do not aecrue floating holidays shall
receive 16 hours of personal leave per fiscal year, Nonswarn menbers who work regular
business hours and who do not acerue foating holidays shall veceive twenty-four (24) hours
ol personal Teave per fiseal year, At the completion of 15 years of service with the Keizer
Police Department, nonsworn moembers who work regular business houss and who do not
aceruie floaling holidays shall recelve thitty-two (32) hours of personal leave per {iseal year,
Personal leave will be pranted on July 1 of each fiscal year and must be wiilized by fune 30
of the sume (iseal year, Employees are to request time of T with their supervisor inadvance,
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Time off will be granted on the {ollowing basis: for each unit of time off requested, an
equal amount of thne must be given (for example: for one-hour off, one-howr advance
notige must be given, for two-hours off, two-hours advange notice must be given, ote.).

Personal leave may not, be carried over to the following fiscal year or credited to another

type of leave, Personal leave days are not considered 1o be vested sompensation and are
not paid at separation.

C. Weekend loliday: For members working regular business hours and who do not accrue
flodting holidays, whenever a holiday falls on Saturday, the preceding Friday shell be

considered to beé the holiday, Whenever a holiday fails oh Sunday, the following Monday
shall be considered 10 be the holiday,

Scction 10.4 _Effect of Holidays During Time Taken Off

For employees working regular business hours who do not accrue floating holiday hours, whenever
a holiday falls during paid leave (e.g., vacation or sick leave), the holiday shall be observed, and
no ¢harge shall be madé against the employees® paid leave account(s) for thiat day.

Section 10,5 Holillay Pay

For employees not accruing tloating holidays, work performed on any holiddys recognized in
Section 10.3 shall be paid at overtime rates, in addition (o holiday pay in accordance with Section
5.5.D4. For purposes of holiday compensation, an employee whose shift begins on the holiday
shall receive holiday pay for the full regular shift,

Sworn eanplnyees whose regularly scheduled shift begins on Thanksgiving Day andfor Christmas
day (i.e. shifls beginning between midnight and 2359) will be compensated at time and ong half
{1.5) lor all hours worked on that regularly scheduled workday.

ARTICLE 16 — SAVINGS CLAYUSE

Scetion 16.]  SavingsClause
Should any Article, Section or provisign of#iis Agrecment be held unlawful and unenforceable

by final order of any court of competen diotion ar administrative agency having jurfsdiction
over the subject matier, or by Iegislat of the STate of Oregon, or federal government, or issuance
of a final repulation by an admipSurative agency, suthdecislon, logislation or regulation shall
apply only to the specific Asjidle, Section or portion of the Agreement directly affected. Upon
issuance of' any such dgcision, legislation or administrative ~vegulation, the parties agree
immediately to negotiage’a substitute, if possible, for the invalidated Arlicle, Section or portion of
the Agreement, in atcordance with PECBA. All other portions of this Apregment, and the
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ARTICLE 11 - PROBATION

Beotion 11.1  Probation

Non-sworn pexsonnel shall serve a probationary period of up to twelve (12) months and may be
extended to a maximum of eighteen (18) months, if mutally agreed to by the Chief of Police and
the Assoctation,

The probationary petiod shall be a part of the tralning and evaluation process and shall be used to
evaluate the skills and abilities of the newly hired or xehired employes to be assigned to regular
employee status, Probatlonaty employees setve at the will of the City and may be disciplined,
suspended or dischatged without cause and without appeal through the grievance and arbitration
procedures set forth in Asticle 15 of this Agreement.

(’Y .
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ARTICLE 12 — SENIORITY (/g? &
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Section 12.1 _Senioriiy

A,

Seniority Defined: Bargaining unit senionity is determined by the length of an employes®s
continuous service with the Department in the bargaining unit from last date of hire.
Classification seniority is determined by the length of an employee’s service in the
employee’s current olassification, as deseribed by Section 12.5, below and is used for the
purpose of patrol schedule votation and vacation bidding in accordance with Articles 5 and
10,

Seniority List: The City will make electronic copies of bargaining unit and classification
sentiotity lists available to the Association and employees upon request.

Section 12.2 Lavoff and Recali

A. Lavoff: The City may lay off an employee when the City determines it necessary to
eliminate a position or thet a shortage of funds or work exlsts. Layoff shall be by specific
job olassification as lsted in Appendix A. Probationaty employees in the classiﬁcation(s)
affected by layofl will be laid off first. In the event the City determines that it is necessary
to layoff regular employees, employees in the classification(s) affected shall be in-lald off
in asconding order (bottom o top) based on bargaining unit sentority,

An employee shall be given written notice at least fifteen (15) days before the effective
dato stating the reasons for the layoff.

Regall: Employees shall be recalled from layoif to the classification held at the time of
layoff in invetse order of layoff according to their bargaining unit seniority, No new
employees shall be hired in one of the olassifications until all employees in that
classification on layoff status desiving to retum to work have been recalled or have

. otherwise suffered a break in seniotity, as set forth in Seotion 12,3 below,

Layoff List: Layoff status shall be maintained for a twa (2) year period, It shall be the
obligation of the employee to taintain a current address with the City during this pertod.

Bumping: An employee scheduled to be laid off may utilize thelr his-er-hex bargaining
unit seniorlty to bump the emiployse with the lowest bargaining unit seniority in a lower
classification, if the employes is presently qualified and certified to perform, immediately,
all of the duties and responsibilities of the difforent olassification. BEmployees who wish to

exetcise bumping rights must notify the Clty in writing within ten (10) calendar days of
teceipt of layoff notice,

‘ r" N \
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Section 12,3 Continuity of Service

Service vequitements for advancement within salary range, extended steps, holidays and vacation
shall be based upen continuouns and total service as a regular employee,

A, Employees will continue to aocrus sendority, Sentority will be broken and the employment
selationship will be severed if any of the followlng events ocour:

1. Voluntary resipnation or retivement,

2. Dischasge of a regular employee for just cause or geparation of a probationary
emmployee at will,

3, Layoff or absence from work due to off-the-job iliness or off-the-job injucy for more
than twenty-four (24) months’ duration.

4, Failute to notify the City of intent to return to work putsuant to a recalt notice sent by
oertified mall, return recelpt requested, to the last address provided to the City through
petsonnel records within ten (10) business days of delivery,

5. Failute to teport for work immediately upon expiration of an authorized leave of
absence o1, in the case of an absence due to off- or on-the-job injury or iliness, failure

to report for available work within seven days of receipt of notice of a limited or a full
medical xeleage to return to work,

6, Absence from work due to an on the-job-injury or on-the-job itlness in accordance with
ORS Chapter 659A.

7. TFailure to return from military leave, in accordance with applicable law.

Section 12.4 Retention of Seniovity fox Promotions . 2‘9"8 0 (S

Bmployees who are promoted to positions within the Depattment that ate outside the bargaining
unit, but ate retutned to bargaining unit positlons by the City will retuen with the senfority they
had accrued at the time of thelr promotion restored, The time an employee spends In such a
posttion will not, however, be applied toward his or her seniority, Instead, the employee’s
bargalning unit and classifioation gentority date will be adjusted by an amount equal to the time he
or she served in the non-bargaining unit position,

Soction 12,5 Retention of Classification Senioyity upen Reemployment

In the event an employee voluntatily tesigns from employment with the City but is rohired within
one (1) year from the date of the resignation, the classification senoxity the employee had on the
date of resignation will be restored.
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City What If Package Proposal
5-25423
Vorsion 2

This “what-if* offer is intended to resolve the following proposals: Axticle 13, 14, 15,
Appendix B, C, and D, This Is not to be considered a formal proposal, nor subject to future
reference for the purposes of bargaining as rolated to PECBA bargaining, This offer is valid
through the next scheduled session June 8, 2023,

ARTICLY 13 — COMPLAINTS, INVESTIGATIONS AND DISCIPLINEG

Section 13,1 Complaints, Investipatiops and Digeipline

All diseipline and termination actions shall be only for just cause using the principles of progressive
disoipline and adhering to the procedure set forth in Appendix B and Appendix C. The defipition. and

application of just cange for sworn law enforcemen ! bject to applicable law, §

43 208 -nnd-243-2 and-thay: at-forth-by-the Law Buforcemen andpsd Commissie
Additional conditions and procedures are found in Appendices B and C of this asreement which shali not
be changed without bargaining subiect to PECBA gblipations, Any dispute shall be resolved by the

procedure set forth under PECBA,

ARTICLE 14 - PERSONNEL RECORDS
Section 14.1  Personne] Record

The Cily shall maintain a pexsonne] record of each employee in, the City service, This record shall
be the official record of the City and shall contain copies of afl officlal reports, memos, Jettets,

netsonnel actions, Quardian Tracking, etc., relating to the employee’s performance and
smployment status,

Beetion 14.2  Inspeetion of Record

An employee may inspeot the contents of the employee’s personnel record, except for confidential
teports from previous employers and backeground investipations, upon the employee’s oral request
to do so. Anemployee’s official representative, with the permission of the employee, may inspeot
all records pertaining to the employes except confidentlal reports from previous employers.
Should the employee’s personnel tecord contain a psychological ox psychiatric repoxt which could
be haumful for the employes to review, the Clty may eleot to disclose the report to the employee’s
physician of choice.

Section 143 Critical Entries ~7 G AD
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No disciplinary actlon, evatuation document, oy complaint will be placed into an employee’s
petsonnel file without a copy being provided to the employee. Doenmentation of written

genrimands, sus demotions, and terminafion shall bo mainielned in the membot’s
personnel file. (bargaining nofe: concept from Appendix B : 810.15 b) The etployee will be asked
to acknowledge receipt by signing a copy of the document, Such a signature is not to be construed
as indicating agreement with the contents thexeof,

Secction 14.4  Rebutial Material

If an employee believes that there is matorial in the personnel recoxd which is incortect or
desogatory, the employee shall b entitled to prepare In wrlting an explanation or opinion regarding
the particular matexial, and this shall be included as a part of the personnel xecord, If the employee

believes that such specific information should be removed entirely from the files, the employee
may petition for such considexation to the City,

Section 14,5 Yntries Dated

Rach entry into the employee’s personnel file shall be dated.

Section 14,6 Remaoval

An employee may request the removal of disciplinary documents from the employee's personnel
file as follows: If the disoiplinary document the employes is seeking to remove is-a-verbak-or 2
writien yeprimand, the employes may request removal after eighteen (18) months from the
{ssuance of the discipline, if the employee has not engaged in the same ox similar conduot during
that period, If the disciplinary document the employee is seeking to remove is a suspension or
other economic sanction, the employee may request remaval after three (3) years from the date of
issuance of the disolpline, if the employes has not engaged in the same or similar conduct during
that period, In the event materials are required to be kept for a longer period under the Oregon
Administrative Rules, the materials shall be removed and kept in a sealed file, Any such request
shall be made to the Chief of Police in writing and, if denied, the deciston may be appealed to the
City Manager in writing. Requests for removal will not be unteasonably denied, (bargaining
note: documented verbal aotions will not be placed in the personnel file. City uses Guardian)

Documents removed from an employee’s personnel file wilf nof be used agalnst an employes for
the putpose of establishing progressive discipline but may be used in any atbitration and oivil
proceeding for the purpose of establishing consistency of disciplinaty action, Jack of

disorimination, potice of rule, compliance with legal obligations and to defend apainst legal
actions.

Personnel tecords for sworn employees will be 1 otaingd consistent with applicable law,
(bargaining note: New law up io 10 years post-employment)
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ARTICLE 15 - GRIEVANCE PROCEDURE

Section 151 Grievance Procedure

Grievance, for the purpose of this Agreement, is defined as a dispute regarding the meaning or
interpretation of a particular clause of this Agreement or regarding an afleged violatlon of this
Agreement. Such gricvance shall be settled in the following mannet;

Step One: Should an employee boliove that an employes’s rights tnder this Agreoment have been violated,
within twenty-one (21) calendar days of the date of such grievance or knowledge thercof, the employee
shall report the matter In writing to the employee’s inmediate supervisor, The written grievance shall e
on a form approved by the City and Assocoiation and shall include:

1. A staternent of the grievance and relevant facts,
2. Provision of the Agreement violated, and
3. Remedy sought.

Within twenty-one (21) calendar days after receipt of such feport, the immediate supervisor shall aiferpt
to resolve the matter and submit an answer In writing to the employes,

Step Two: Ifthe grievance still remains nunsettled, within twenty-one (21) calendar days after the reply of
the immediate supervisor is received or the date that such reply is due, the Assoslation or & nonmember of
the Association grieving discipline may submit the grievance In writing to the Police Chief. The Chief shall
respond in wrlting to the employee within twenty-one (21) calendar days

Step Three: If the grlevance still remains unresolved, within twenty-one (21} catendar days, the Assosiation
or a nonmember of the Assoclation grieving disolpline may submit the matter in writing to the City

Matuger, The City Manager shall respond in writlag to the employes within twenty-one (21) calendar
days, :

Step Four: If the grievance still remains unseltled, within twenty-one (21) days after the reply of the City

Manager is dus, the Association may serve written notice to the City Manager of the Assoclation’s intentlon
to arbitrate the grievance.

After the griovance has been so submlited, the Association or & nonmember of the Assoclation gtleving
disoipline may roquest from the Oregon Bmployment Relations Boatd a lst of seven (7) Oregon and

Washington arbitrators, For pgrievances contesting disciplinary actions imposed wpon a sworn law
enforcement officer, the parties will follow applicable taw relating to the selectlon of an_arbifrator,
(bargaining note: Clly agrees to Union language from 3/15/23) Ror other grlevances, the partios shall

seleot an arbitrator from the list by altexnatively stelking a name, with the first strike being determined by
lot, The final name left on the Hst shall be the arbitrator, The atbiteator’s declsion shull be final and binding,
but {he arbitrator shall have no power to alter, madify, add to or detract frora the terms of the contract, The
atbifrator’s decision shall be within tho soope and terns of the contraot and applicable law and in writing
including detatled findings and conclusions, together with an explanation of the reasoning utifized in
making the decision, The arbitrator shall be asked to submit the decision within thivty (30) days of the date
of the hearing,

City what If to KPA 5-25-23, Version 2.



Scctlon 15,2 Cost of Avbitrator

Bach party, whether the Assoeiation on. behalf of a member or an. individual nopnmembes who is
challenging a diselplinary decision shall be xesponsible for paying the costs of presenting Its own.
case in arbitration, including the payment of wiiness fees, if any, The cost for the atbittator, court
reposter (if any), and the hearing room shall be borne by the Josing paxty. The arbiteator shall
designate the “loslag party,” The arbitator’s designation of the “losing party” shall be final and

binding, The cost of a cowtt reporter Is contingent on both parties having agreed to utilize the
servioes of a coutt xeporter,

Secction 15,3 Time Limits

Any or all time limits specified in the gtlevance procedure may be waived by mutual written
consent of the parties, Failure to submit the grlevance in accordance with these time Himits without
such waiver shall constitute abandonment of the grlevance, Failure by the City to respond within
the time limit shall permit the gtlevance to procsed to the next step, The grievance may be
terminated at any time upon receipt of a signed statement from the employes that the matter has
been resolved through Step Three of the Grievance Procedure,
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Time off will be granted on the lollowing basis: [or cach unit of time ofT regdested, an
cqual amount of time must be given (for examples Tor one-hour off, ongdlour advance
notice must be given, for two-howrs off, iwo-hours advanee notice mustfe given, ete.),

sonal feave may not be carried over to the [ollowing liscal y

At or eredited (o another
typaal leave, Personal leave days are not constdered (o be v

Sted compensation and are

Scetton 10,5 Hollitay I3

For employees not c(uing flonting holidays, work performed on any holidays recognized in
Section 10.3 shallASe paid ad overtime rates, th addition 1o holiday pay in accOrdance with Section

(¥5) tor all hours worked on that regularly scheduled workday,

ARTICLE 16 — SAVINGS CLAUSE

Seetion 16,1 Savings Clause

Should any Article, Section or provision of this Agreement be held unfawful and unenforecable
by linal order of any court of competent jurisdiction or administrative agency having jurlsdiction
over (he sublect matier, or by legislation of the State of Oregon, or federal governtent, or issuance
of a finel regulation by an administrative agency, such decision, logisintion or regulation shall
apply only to the specilic Article, Seetion or portion of the Agrcement diveetly altocted. Upon
issuance of any such decision, leglslation or administtative regulation, the parties agree
mimediately to negotiate a substitute, i possible, for the invalidated Article, Section or portion of
the Agreement, in accordance with PECBA. All othor portions of' this Agreement, and the
Agreement as a whole, shalf continue in effect. Nothing in this Article constitutes o waiver of the
vight of either party 1o assert that the Axticle, Section or provision in question is not valawlid or
unenforeenble,
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ARTICLE 17~ TERM OTF AGREEMENT

Seetion 17,1 Term of Apyreoment

Any spectfied Arlicle or Articles of this Agreement may be opened for negotiation by mutual
wittten consent of both parties st any time ductng the Hit of the Agreement,

* ixcept as set forth in Sectlon 17,2 below, this Agreement commences on gfteetive July 1, 2023 or
in the next pay peviod following exeeution of this agreement, the later of either duby-+-2024, und
terminates on lune 30, 2026 Jdune—30-2023. ‘The parties will commence negotiatlons lor a
suecessor Agreament on or abow Janvary of the expiving yeur. 2023, ‘This Agreement will remain
in 1l force and effet during the period of negotations, (hargaining note: Clly seeks a 3 year
term)

Section 17,2 Insurance Re-openor

In the event the insurance and inswrance benelits provided undér this Agreement trigger the excise
~(*Caditlne™) lax wnder the Alfordable Care Act, the parties agree fo automadically veopen
Sections 7.1 and 8.1 of this Agreement.

Appendix A

(1o be revised consistent with Avtiele 7)

Add note: Employees are paid bourky,
Bi-weekly aud Annual velues sre for referenges. purposcs,
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APPENDIX B — PERSONNEL COMPLAINTS AND INVESTIGATIONS

Vexsion100746-—Adso-appenrs-inPoliclesmid-Procedures Manunkns-PPM-810
8101  POLICY

It is the policy of the Xeizer Police Department that personnel complalnts and Investigations will be faly,
jmpartial, and thorough in order to provide accountability to the publle, discover Improper conduct or
performasnce, protect members from false acousations, assess training needs, facllitate re-evaluatlon, and/or
to promote the formation or reformation of policies and procedures.

810.2 PURPOSE

The purpose of this policy is to explain how and why personnel complaints and investigations are
investigated, recorded, disposed, and retained. The tetm "member® refars to smployees of the barpaining

ult,
810.3 SUBJECT TO BARGAINING

This policy is subject to the Colleative Bargaining Agresment between the City of Kelzey and Keizer Police

Association for those matters as requited by Public Biployees Colleotive Barpainiug Act, Por-membess
covered-by-the-GBA, The CBA shall control in the event of any conflict between this policy and the CBA.

8104 OBYECTIVES
Personnel investigations shall seek the following three objectives;

s Detormine if & member’s actions conformed with department polioy and, If the member’s actions
did not conform, attempt to determine why,

+  Determine if departmont policy needs to be changed,

¢ Determine If a training need exists or If current training needs to be changed.

8105 DEFINXTIONS

Administratlve Inquity (AL) — (1) A complaint, usvally requiting more investigation or
dooumentation than & Supervisor Inquiry, and which, if sustained, will normally be resolved with
counseling or a reprimand, whether oral or wiiiten, (2) An Investigation, required ox tequested by
Command Staff, to determine if & member’s actions comply with pelicy.

Incomplete Complaint — A complaint in which the complainant either refuses to cooperate (e.g., an
anonymous letter) ot the complaint is received from a third party and it Js impractioal fo Investigate,

Internal Affaivs Tnvestigation (IA) - An irvestigation which, if sustained, may lead to suspenslon,
demotion, or texmingtion.

Management — Management consists of the Chief of Police, Deputy Chief of Police, all levtenants
and sergeants, and the Support Sexvices Supervisor

Personnel Complaint — An allegation of misconduoct or improper job performanca regarding a
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810.6

department member,
Statetnent — Includes any statement, whether wrltten or oral.

Supervisor — A petson who supervises others, whether in a pormanent or aoting oapacity; usually
does not refor to Command Staff,

Supervisor Inquiry — A complaint which a merber’s supervisor has the discretion to handle quickly
and informally with very littte investigation and which, if sustained, experjence and cominon sense
indicate would normally be resolved with counseling,

ACCEPTANCYE AND INVESTIGATION, GENERALLY

ACCEPTANCE AND INVESTIGATION. All complaints shall be accepted rogardless of the
mediut, shell be acknowledged as soon as practicable, and shall be investigated, and the
complalnants shall be advised of the dispositions as described in PPM 810,14, Disposition of
Personnel Complaints, Wrltten complaints ate unnecessary, except as described In PPM

 810.7(A)4).

810.7

THIRD-PARTY AND ANONYMOUS COMPLAINTS. Third-paity and anonymous complaints
shall be accepted If, after a rensonable read of the complalut would lead the supervisor review by
the-supervisork-is-deeided-that there-ls-reusonable-suspielen-to bolieve that a violation of policy
or procedure has ocourred, Command Staff shall be advised of all third-party or anonymous
complaints whether accepted ox not,

MEMBERS RESPONSIBLE TO REPORT MISCONDUCT. A membet who has reasonable
cause to bollove beeomes-aware-af alleged misconduot gecuried, Inoluding violations of

department pollcies, shall notify a supetvisor, 2 Division Commandor, ot a member of Command
Staff withount delay.

INTERNAL PERSONNEL COMPLAINT. A member may report concemns of unfair treatment; A
semberwhe thitls ho-or she lsbeing troated unfaldy-meyreport-the preblesm; however, to facilitate
communication among members, members are encouraged to seek an informal resolution to such
problems, ¥f the problem is not resolved, the member shall notify a supervisor, a Division
Commander, or a member of Command Staff who will ensure a timely invostigat ion, An emplovee

may. also contact Human Resources dicectly, . (New law on reporfing sexual harassment
complaints)

COMPLAINT OF BIASED POLICING, See PPM 108,7, Complalnts of Biased Policlug, for
special reporting requirerents,

ASSIGNED INVESTIGATOR. Complaints regarding a speoific member shall be forwarded to
that member’s supervisor or another, uninvolved, member of management; howover, a complaint
of conduct that is consplouously bad or offensive, including complaints of biased policing, alleged
misconduct as it apvears on the Law Bnforcement Standards Commission (LESC). disoipline
mairl, elreuinstances of administrative losvs or nossible termination shall be forwarded or copled

to the Chief of Police er Deputy-Chief of Police and the Human Resources Divector, (management
note: CIS carrier needs notice through HR for admin leave and economic sanctions. HR may also
contac! labor counsel)

SUPERVISOR RESFCONSIBILITIES UPON RECEXVING A COMPLAINT
CONSIDERATIONS BEFORE FURTHERING A COMPLAINT
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Generally, complaints will not be finthet investigated unless the alleged misconduct is of a
nature which, if teue, would normelly result in counseling ox diseiplinary action.

When a complainant is satisfied that the matter or incldent rajsed thet-his-er-her complaint

raquired nothing more than an explanation of department policy or procedurs, 2 complaint need
not be further investigated.

. When a complainant’s credibility can be dosumented as unreliablo and the complaint l# patently

unfounded on its face, the complalut need not be furtlier investigated; nevertheless, the

complainant’s contaet information shall be collected, and management shall be advised of the
cotplaint,

A personnel complaint of criminal activity shall, when possible, be recorded or reduced to
writing and signed by the complainant,

INVESTIGATOR RESFONSIBILITIRS

1.

The investigator shall contact the complainant as soon as pmctwabla, oven if only to let the
complainant know the complaint is bsing investigated, s not precluded from using
independent outside investigators ot its discrefion,

Tavestigators shall respeoct the acoused member’s due pracess and procedural rights,

. Ifa complaint prompts a Supervisor Inquiry, the supervisor shall advise the acoused member of

the complaint and investigate it in a timely manner, If in the course of investigation it is
determined that more significant investigation may be required or the conduet, if sustained,
would normally result In moye discipline than counseling, the Inguiry should be reclassified as
an Administrative Inguity or Internal Affairs investigation, as appropriate.

. ¥{ & complaint prompts an Administrative Inquicy, the supervisor shall notify the accused

membet of the complaint, the member’s immediate supetvisor and Command Staff, and shall
eommence the Administrative Inguiry,

If a complaint may require an Internat Affairs Investigation, fhe supervisor shall notify the his
orher division commander or a irember of Command Staff as soon as practicable.

Before reporting the disposition of an investigation to a complainant, see PI'M 810,16,
Confidentiality of Personnel Investigations,

. MEMBER RESPONSIBILITIES DURING AN INVESTIGATION

Mermbers interviewet! pursuant {o a personuel complaint shall cooperate filty with the lnvestigation
and shall completely and truthfully answer all questions., (A member may be compelled to give a
statement, subjeot to PPM 810.12, Gaurity Rights and Criminal Investigations of Membets,)

B, Members shall not Interfere with or compromise the Integrity of n personnel investigation,

ADMINISTRATIVE LEAVE

At the dlsoretion of a supervisor or the Chief of Police, a member may be placed on paid administrative

Jeave or Crltical Incident Loave, as applicablo, pending the outcome of a personnel complaint investgation.
This action is administrative and does not constitute discipline.
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A metnber placed on administrative leave may be subject to the following:

A. Under such citcumstances, a membet placed on administrative Jeave shall continue fo receive
regular pay and benefits pending the jnaposition of any discipline.

B. A membor placed on administrative leave may be required to relinquish any badge, officlal
department member identification, weapon(s), aud other equipment, '

G, A member placed on administratlve leave may be ordered to refraln from taking any actlon as a
department member or in en offleal capacity; however, the member shall be xequlred to continue
to comply with all policies and procedures and all orders from a supervisor.

D. A member placed on administrative leave may bo temporarily assigned to normal business houts

during the Investigation and the member may be requited to remain available for contaot at all times
durlng such shift and report as ordered,

E. If a supstvisor places a member on administtative leave, the supervisor shall promptly notify the
member's immediate supervisor and a member of Command Staff.

810,10  INTERNAL AFFAIRS INVESTIGATION PROCEDURES, GENERALLY
810.10.1 INITIATION OF INVESTIGATION

Any member of management, inoluding supervisors, may initiate an Adminlstrative Inguicy, but only the
Chief of Polios or City Manager may initlate an Internal Affalts investigation,

810,102 INTERNAL AFRAIRS INVESTIGATION PROCEDURES, GENERALLY

A. The Chief of Police/City Mauager, or the gssighed investigator etthe-Chief's-direotion, shall cause
the accused member and the Association. to be notified of the Investigation in & timely manner.
"This will be done by dlsteibution of one copy of the complaint, provided the allegations are not
ceriminal in nature and such notification will not hinder the investigation, Xt will also include any
other wiiness statements or reports that state faots on which the charges are based, unless doing so
will compromtise the Investigation. This notification shall inchude the nature of the lnvestigatlon,
and the member will be informed of other Information necessary to reasonably describe the nature

of the allegations under investigation, Information will be provided at least 24 hours prior to the
interview.

B. Prior to the interview, i€ there s the potential for discipline against the member, the Investigator
shat] advise the member of the followlng:

1, The natnee and oiteumstancas of the subjeot matter of the Interview.

2: ‘The member may have an Assoclation representative prosent to witness the intetview, provided
the representative doos not Interfere with the Interview, asking only olarifying questions, See
also PPM 810.13, Association Representation. Attendance of persons other than the aconsed
member and representatives of the City and Assoclatlon are not permuiited in sdminisitative

investigal orviews, excent upon mutual agreemnent between the Cly and Assoclation.

3. The member or representative may suggest witnesses and evidence favorable to the member.

Hhmembe%ep—fepmatﬁaﬁveﬁay«reeefd—nny-andﬂkperﬁens—e#mwﬁtewiew(redundant to
I below)

5. That fullure to cooperate with {ho investigation may subjeot the member to disciplinary aotion,
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C. Interviews will be conducted when the member i¢ ot duty unless the seriousness of the investigation
or other circumstanoes dictates otherwise.

D. Ordinarily, interviews will take place at the police department, but the nature of the situation or the
need for a walk-through or reenactinent may necessitate another location,

B. Interviews shall be conducted under circumstances conducive to obfaining an acourate account of
what aconrred and with respect for the member itterviowed, including aflowing the member to take
care of their his-or-her personal needs. (restroom breaks)

B, The complete intorview of a member may be pudio recorded by the City and/or member ox
Assooiation consistent witls applicable laws, If ag_audio recording Is made of the interview, a
member under investigation shall have aceess to the recording. If a franseription of the interview Is
made, the member under fuvestigation shall be provided & copy of the transeription,

81011 ADMINISTRATIVE SEARCHES

A member of the department shall not be subject to having thelr Jis-or-hes residence, private place of
business, or personally owned private vehicle searched without the merabet’s consent unless a valid
search watrant has been obtained,

Merbers who are subject to the CBA may be ordered to submit to a blood, breath, or urlne test for alcohol
or drugs when there iy reasonable suspicion that the member may bo or have been under the influence of
aleohol or drugs as defined in the Drug and Aleohol Polioy incorporated into the CBA. Mombers who ave
not subject to the CBA may bs ordered to submit to a blood, breath, or utine test for alechol or drugs in
accordance with City’s Personnel Policy Manual,

The use of compelled tosting resulés shall be restricted to the personnel Investigation.

Mermbers shall have no expestation of privacy in or while using offices, desks, lockers, vehictes, telephones,
computers, radios, ot other cotmmunications provided by the department.

Assigned ockers, offices, desks, vehicles, and storage spaces ave the properly of the City and may be
administratively seatched by & supexvisor for work-related purposes (e.g., obtaining necessary paperwork
or u radio); however, an investigative search of such areas should only be condusted with the approval of

the Chief of Police or a designes upon reasonable suspicion that a violation of policy or procedure has
ceourred.

All other non-assigned areas (e.g,, shared desks, common office space, and shared vehicles) may be
searched af any time for any reason,

81012  GARRITY RIGHTS sand CROVINAL INVESTIGATIONS OF MEMBERS

Garrlty (Gatrity v. Now Jorsey, 385 US 493 (1967)) protects a member from incriminating themgelf hin-
et-hesself in & oriminal investigation, while allowing the City to conduct a personnel investigation,

A, PPRSONNEL INVESTIGATION OF ALLEGED CRIMINAL ACTIVITY

1f & momber exercises their bis-erhes Fifth Amendment right not to inoximinate themsolf biwm—orherself
In a personnel investigation of the membet’s alleged eriminal activity, tho momber may be ordered
(compelled) to give a statement, and the statement(s) may not be used against the member in a ciiminal
investigation. If ordered_to give a compelled statoment {n an internal investipation, the member shalt
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When a statement Is obtained based on Gaity, care shall be taken to ensure that confidentiality of the
statamont is maintained, It shall not be shown or communicated by the investigator to any person excopt
the Chief of Polics, other members of Command Staff, the Hwman Resources Direotor, the City’s legal

counsel or as otherwise necessary for the huvestigation for so long as the criminal investigation ls
ongolng.

B, UNBXPECTED ADMISSION OF CRIMINAL ACTIVITY DURING INTERVIEW

If during an interview a depattment member unexpectedly admils involvement in activity that the

jnvestigator bellaves may be criminal in nataro, the member shall bo advised of hister Garrity tights
before the interview continues,

C. GARRITY RIGHTS STATEMENT

When Gartlty rights are glven s a condition of Seotion A, the following statement shall be copied and
signed and dated by the investigator and the member interviewed:

As part of a personnel Investigation, you are about to be questioned, You will be asked
questions specifioally and narowly refated to the pecformance of your officlal duties,
compliance with department policies and standards or fitness for duty.

You are entitled to all the rights and privileges guaranteed by the lawd and constitutions of the
State of Orogon and the of United States, including the right not to be compelled to Inorlminate
youtself, however, i you sefuse to provide n statement or answor questions relating fo the
petformance of yout offictal duties, compliance with department polioles and standards or
fitness for duty, you will be subject to department discipline which may result in the
termination of your employment with the police department,

Neither the statements you provide after receiving this Gawmity xights notloe nor any
information or evidence that is gained from them can be used against you In any subsequent

ariminal investigation, other then a ctiminal proceeding for perjury, or unless ordered by 4
cowrt of faw.

D. CONCURRENT FERSONNEL AND CRIMINAL INVESTIGATIONS

I a membor is suspected of allepations of oriminal conduct, nv estigated—for—eriminal-ehargos,
Command Staff will say ask another agenoy to conduct a erimina] investigation,

Rar aq Intemal investication that may also lavolye e sepmate crlminal investipation, thatinvestigation;
and—the Kelzer PoHeo-Depurtment’s- a personnel investigation may ocour at the same tlne as the

otiminal investigation—even-worlking-Jn-concert-with-t—unti-the-Jntorview-of the-necused-member;
atwhish-pelntthe-investigations-must-sphit:

Generally, the oriminal investigator should interview the scoused jmember first, followed by the
porsonnel Interview (fhough not necessarily immediatoly afterwards). The dispositlon of a personael
investigation may precede the conolusion and disposition of & eriminal investigation,

An investigator conducting ap_lntomal personnel investigation, which Is also being criminally
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Investigated or Involves the possibility of a erlminal act may compel a response from a member if the
member is given his Garelty vights. The investigator also may choose not to compel a response. During
such an interview the following may ccour:

{, Having been given Garrity Rights, & member gives a compelled statement, which cannot be
used in a orlminal investigation, except a criminal proceeding for pesjury; or

2. Having been given Garrlty Rights, a member refuses to glve a compolled statement, and he-or
she may be subjeot to discipline For such refusal, up to and Including termjnatlon; or

3, The personnel investigator may choose ot to give the member g his-or-her Garrity Rights
Statement (nok to compel a statement) and, In such oase, shall discontinue the interview pending
discussion with the Chief of Police or designes regarding whether a Garrity Rights notice should
be issued, :

810.13  ASSOCIATION REPRESENTATION - WEINGARTEN

If & member is represented by the Assoclation and the member reasonably believes he—or-she-mny the
interview may lead be-subject to discipline, the member has a right to have an Association representative
present duting a personnel investigation interview.

The role of the Association representative, if present at an Interview, may be limited as follows:
- '» The reprosentative may inquire at the outset of the interview regarding its purpose, ineluding

Inguiting sbout the general subjeot matter of the questioning to follow.

»  During the questioning of the member, the representative magf participate only to the oxtent of
clarifying questions asked of the investigator.

*  Aferthe investigator has finished interviewing the member, the representative may ask the member
questions designed to olarlfy provious answers or to elicit further relevant information.

» Before the end of the mesting, the representative may suggest to the investigator other witnesses to
interviow and may describe relevant practices, prior situations, or mitigating factors that could have
some bearing on deliberations concoming diseipline,

810,14  DISPOSITION OX PERSONNEL INVESTIGATIONS
A. Generally, a porsonne! Investigation will be classified with ons of the following dispositions:

» Unfounded — When the investigation discloses that the alleged act(s) did not oocur or did not
fnvolve departiment members, Complaints which are determined to be frivolous will fall within
this elassifleaton,

» Bxonerated — When the Investigation discloses that the alleged act oceurred but the act was
Jjustified, lawful, o proper.

s Not Sustained — When the investigation discloses that these Is insufficlent evidence to sustein

the complalnt, The burden of wroof' Is prenonderance of evidence,

« Sustained — When the investigation discloses sufficient ovidence to establish that the act
ocenrred and that it constituted misconduet, The burden of proof is pre ancoe of evidence,
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v Tncomplets — When the Investigation is not completed, most ofton beoruse the membet no
longet works for the department and there is no compelling reason to finish it, Inyestigations,
determined ag incorplete will provido a full explangtion.

» Polioy Issue—When the investigation discloses that the alleged act ocowrred but arguably should
not have and the member acted according to policy, the disposition of the complaint shall be
Not Sustained and the polloy lssue shall be addressed without delay.

B. Boards of Inguity (see PPM 810.18 and PPM 620) shall flod one of the following dispositions,
althongh the boards may make qualifying statements or recommendations,

» The member’s actions complied with department policy.
e The member’s actions did not comply with deparhment policy.

81015 DOCUMENTATION, NOTIFICAXION, AND RECORD KEEPING

All personnel complaints shall be documented, the affeoted member shall be notified of the disposition, and
the documentation shall be appropriately retained as described below.

A. INCOMPLETE COMPLAINT and SUPERVISOR INQUIRY.

1, Shall be reduced to writing, An email or memorandum is sufficlent.

2. Documentation of sustained complaints pot leading to dislplinry gotion shall be kept in the
supervisor’s working filo 1o less than twelve months at which thne it shall be removed from the

oide mantaiing QOCUMONLS 1) argian Lraciang, (CHIven
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3. The accused metnber shall be advised of the disposition of the complaint and, upon requast,
provided with n copy of all investigation miatetlals unless otherwise prohibited by law,

4, All investigation materials shall be forwarded to the Support Licuienant Poputy-Chief, who
shall make a rocord of the complaint, disposition, and discipline, if any, in a location separate
from tho member's personnel file,

5. The Sunport Lieutsnant Beputy-Chief shall retain all investigatlve materdals for no less than two
years from the date of the complaint, unfil any window of liability has passed, or as required by
state records retention Jaws, :

B. ADMINISTRATIVE INQUIRY and INTERNAT, AFFAIRS INVESTIGATION

{. Shall be documented with a Facfinding Report u
degignes, for disposition conslstent with the
812.

2. Upon it sline, the Chief of Police or designes will advise the eceused member

and the Assool of the disposition and, upon request, with a copy of all investigation
materfals unless otherwlse prohibited by law,

3, The Support I feufenant Deputy Ghief shall maintain a record of the complaint, disposition, and
disoipline, if any.

nd submitted to the Chief of Police, or
g4 0 prendix C, Polioy
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4, The Support Lientenant Deputy-Chief shall retain all investigative materials forne-less-thandwe
years-from-the-dete-of the-eomplaint-until-any-windowof-Hability-has-passedror as tequired by
state reoords retention laws, (mole: new 10 year retention rule post employment for officers)

5. Docutnentation of written reprimands, suspensions, demotiong, and termination’ shall be
maintained ju the member’s personnel file, subject to the Colleotive Bargaining Agreetont and
as requived by state records vetention laws.

6. Counseling_doonments and related dooumentation that are not disoipfine will be malntained
sonsistent with poliey 860:. Performance Evaluations and Guardiay Tyacking

810.16  CONFIDENTIALITY OF PERSONNEL INVESTIGATIONS

All personnel investigations aye confidential and aro not subjeot to disclosure except In accordance with
appiicable law,

Complainants should be advised of the disposition of their complaints; however, other informatlon,
including discipline greater than counseling shall not be disolosed without the approval of Command Staff,

In the event an acoused member (or the representatlve of such member) makes false representations
regarding any Intemal investigation and such false representations are communicated to any media sowice,
the department may disclose sufficient information to refute the falss representations,

Netieos-of Disciplinary actiong resulting from sustained complaints shall be maintained In the members’
personnel files. The underlying complaints and subsequent dooumentation shall be malntained by
Command Staff in & location apart from the membess® personnel files, The contents of such files shall not
be revealed to persons other than Command Staff, the investigated member, Association representatives,
and City legal reprosentatives, except as permitied by law, Disclosure of the contents of such files may also
be made pursuant fo a membe1’s wiltten consent, ¢.g. background investigations, cte, Nothing in this
Section is intended to prevent the City, the Assoclation, or the member from using disciplinary actions and
jnvestigatory mmaterials as evidence it a legal proceeding.

810,17  ANNUAL REVIEW OF PERSONNEL COMPLAINYS

Duging the first quarter of each year, Command Staff will review the personnel complaints from the
preceding year, focusing upon complaint trends, training needs, and policy changes,

810,18  BOARD OF YNQUIRY

At the disoretion of the Chiof of Police, a Board of Inquiry may be established for the purpose of reviewlng
a membet’s actions and the relevant policles and procedures.

The composition of the board will be determined by the Chief of Police based upon expertise, objectivity,
and ofher fralts desmed desitable, Objectives, the operationat guidelines, and the necessaty authority to
complote the assigniment wilt be provided to the board in writing by the Chief of Police.

The Deadly Fotce Review Board, PPM 620, is a Board of Inquiry,
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APPENDIX C - DISCIPLINK

Vorsion 060518 — Also appenrs in Polictes and Procedures Manual as PPV 812
812.1 POLICY

It Is the policy of the Kelzer Police Departinent that discipline will be fatr and when determined appropriate
rooted lo the desire to help the member succeed in mestlng job expeotations and complying with

departmental standards, );Lﬁgi!;ligmx.Mﬂgr&lm&ﬂfMﬂ@%M@mﬂi@g
law,

812.2 PURPOSE

The purpose of this policy Is to provide an understanding of what discl pline is and how it might be exercised
with regard to member conduct as it relates to the mission and values of the department,

8123 ATFECTED MEMBERS

"Fhis_poliey spplies to employees of the bargaining unjt, The term "member” refers fo etmployess of the
barpaining unit,

Wwwwmm&mmmhm%mmwmﬁnﬁpmm&gwﬁm
probotionary;-volunteer)-or-mentbe i g-tnit-Neverthetess; Nothing in this policy should
be interpreted to convey a property or liberty Interest exoept l6thi-then what is described in a Collective
Bargaining Agreement, -ia-the-City-Personnel Polioy-Manual, or in law.

5124 INDEMNITY

Thls poliey Is intended for internal use only and shall not be construed to increase or establish a member’s
civil or eritminal iability, Nor shall It be construed to create or establish a higher standard of safety o care,

A violation of any portion of this policy may only serve as the basis for internal disciplinary and/or
administzative actlon,

8125 CAUSES FOR DISCIPLINE
Violation of any of the directives and riles contained in this manual, violations of any general or special

order, or fallure to meet standards which the depariment may reasonably expeot of a professional police
officer ox other member may be cause for disolplinary action,

The type and severity of disciplinaty action depends on the naiure of the offense, the totality of
circumstances, the mumber and frequency of previous acts of misconduof, the quality of overall
petformance, the need to malntaln discipline and public frust, and other relevant factors,

Complalnts against members, whioh allege criminal violation(s), may be grounds for investigation or
bringing orimnal charges, Cyiminal proceedings are sepatate and distinot fiom disolpline and will not serve
to prevent the internat disolplinaty process from dealing with the sate matter.

Generally, causes fot disoipline are violations of the Performance Standards preseated in PPM 808,
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812.6 RESPONSBILILIES FOR DISCIPLINE PROCESS
812,61  CHIEF OF POLICE

Final diseiplinary authority and overall responsibility for perso:mei admmlstmﬂon rests with the Chlef of
Police or designes with authorily fo impose discipline, Th

disoiplitary actions, except for evaland written reprimands, p o imposition,
be-takon-or-upproved-by-the-Ghief of Polico-ordris-designee. Supervlsots and other managers have shar ed
responsibility to ensure that tralning, counseling and appropriate discipline occurs,

i lmmy actions, and gre not snl;;g to grigvance, An
pling_within 10 days of imposition,

en I 5
Bebutta!s will be main tained with coaching or counssling dogwupents,

81262  SUPERVISORS AND OTHER MANAGERS

Supervisors are responsible for taking action to ensure the performance and conduct of subotdinates adheres
to department directives, policies and procedures,

Supervisors are authorized to exercise thelr independent judgtnent to take disciplinary action up to and

inchuiding written reprimand. Supervisors may suspend with pay where the suspension Is administrative and
not as discipline.

Imposition of other dissiplinary action may be recommended and will be reviewed and approved In advance
by the Chief of Police,

812,63  ALL MEMBERS

Any member of the bargaining unlt departmoent-who commits an offense contrary fo law or violates the
nolicies of the depattment or City, who demonstiates lacompetence in job telated his-or-her duties, or
othierwise demonstrates nusultability for further service Is subject to diselpline, Furtharmoroe, momborts shall
coopetate with the discipline process, ineluding answering all questlons rogarding the performance or
gonduet of any othet departiment member, subject fo applicable constitutional riphts,

oip L or tank, or disoharge, the pre-discipline
process is intended to provide the aacuSed membei with .yoluntary at-opportunity to present a wiliten or

aral response to the Chief of Police thority to impose discipling after having had
an opporlunity to roview the suppomng matellals and prior to isaposition of any recommended disolpline

involving loss of pay, reduction in pay or rank, or fexmination of employment, dischatge; The member shall
consider the following:

A, This response is not intended to be an adversarial or formal hearing,
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B, Although the member may be represented by an uninvolved Assoolation sepresentative and/or the
Assoolatlon’s logal counsel, the sesponse s not deslgned to accommodate the presentation of
testimony or witnogses,

C. The member or designes may suggest that further investigation could be conducted or the member

may offer any additional faformation or mitigating factors for the Chief of Polico gy desianes, to
considet,

D. Intheevent thatthe Chief of Polive or designes eleots to oause fusther investigation to be conducted,
the member shall be provided with the results of such subsequent investigation prior to the
imposition of any disoipline,

L. 'The tember or their designes may thereafter have the opportunity to further respond verhally bénfly

or In wrlting to the Chief of Polloe pr desipnee on the mited issue(s) of informatlon raised in any
subsequent materials or fnvestigation. :

¥, Onoe the member has provided a response, eompleted-histher-rosponse- or, if the member has
elected to walve any such respouse, the Chief of Police or deginnee with authority fo_jmnose
dlsciplinie shall consider all Informatlon received in regard to the recommended discipline, Tho
Chief of Polics or designee with authority to lmpose disoipline shafl thereafier ronder a timely
written deciston to the member lnposing, modifying or rejeoting the recommended disoipline. In
the event of & fermination, the final notice of discipline shall alsn Inform the member of the
reason(s) for termination and the process to recelve all remaining fringe-and-rotivement benefits.
Discilinary actions will include explanation of reasoning for teaching the imposed action inolusive
of application of any aggravating or mitigating civenmstances consistent with state law,

G. Once the Chief of Police or designee has issued a written declsion, the discipline shall become

effective; howevet, if the decision is for termination, the decision must first be ratified by the City
Manager after which it will become effective.

See also Seotion 812,92 for moye pre-disoiplinary procedures,

8128 ADMINISTRATIVELEAVE:, SUSPENSIONS, AND DISCHARGE

$12:8 - ——ADMRNISTRATIVELEAVE

Adminlstrative-Jeaveis not disviphneSeo FRM-310.0,- Adminisirative Leaver{move-up-to-810)
81982  SUSPENSIOMNWITHPAY

Supervisors-and-Command Staffmay-suopond-amemberwith-pay-whendt-is-nthe Interest-of the-mermber;
the-depastmonts ot-the-publie-A-mombor-suspended-with-pay-shall remela-in-rendy-communiestion-duwing
nosmal-business-hours-and-shallroport-to-the-Chief-of Polee-or-his-designos-ae-dirested—(repetitive fo
810.9. Paid admin leave Is for Ids and other conditions, not a condition of discipline,)

812,83  SUSPENSION FOR DISCIPLINE

A member sagpended without pay for diseipline shall have no departmont authority, nor shall any such
member engage i any police or duty-telated function while suspended, except when tequired by law (8.8,
in compliance to a subpoena), for which the member shall be compensated, A membe relleved from duty
or suspended for disoipline shall not be petmitted to wear the uniform of the Kelzer Police Depattment nor
pennitted to wse or wear any depactment clothing, equipment or other ftems except as otherwise ditected
by the Chlef of Police and shall immedlately surrenides the badge, identification card, and other jssued
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squipment as diveoted,

812.84  TERMINATION OF EMPLOYMENT BISCHARGE
(bargaining note: The Intent {o use the LESC term)

LD og nletion. of probation, Afterthe-prebationaty perieds-completed, employeses shall not
be terminated diseharged except as provided In the applicable policies or ln the Collective Bargaining
Agteement, This polioy provides disciplinary procedures and shall not be consirued as confering on any
employee any right or oxpectation of continued employment. Such sights are found in the City personnel
policivs and the Colleotive Bargalning Agveament,

O SUCE!
armi

8129 JUST CAUSE AND DUE PROCESS REQUIRED
8129.1  JUST CAUSE

Exeluding sworn law enforcement officers, 4 member of the Assooiation who has completed the Initial
probationary pexiod may not be diseiplined except for “causé” or “Just cause,” A number of faotors may be
taken itto account and given appropriate weight, They include the following:

* To what extont has the member been tralned in the proper conduet or manner of performance?

s Has the member had the same kinds of perfosmance problems in the past (repeat offender)?

¢ Has the member been disciplined for the same or similar conduct in the past?

s If the member has beon disoiplined in the past, how has the member responded fo the discipline?

o How serfous ig the offense? ks it just an annoyance? Has the member caused personal injury or
propetty damage? Has the member done something illegel, engaged in a serlous violation of
departmental policies or standards or engaged in conduct that renders himselffherself unable to
perform the sssential functions of the job?

« Have other members had similar performance problets? If so, how have their situations been
addressed?

»  Are thers acceptablo explanations for the member’s conduct which should be taken inte account?
s How has the member performed in other aspects of employment?
*  Are there personal problems that account for the conduct?

s Has the department taken reasonabls steps to help the member cotrect the problem?

ined by ap

alogble \aw, (will add link to LESC gulde

81292  PRE-DISCIPLINARY, DUE PROCESS (LOUDERMILL)

oy ¢ 1o have arfor to taking disciplinary action involving loss of pay,
reduction in pay or rank, or dlscharge, the Chief of Police or designee shell provide an oppottunity for a

due process mestlug heardng as follows, (see also 812,72 for other conditions)

A, Notifioation And Right To Respond. The Chlef of Pollce or designee shall notify the membet in
wrlting of the uature of the charges and the disciplinary oplions that are being considered, The
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potification shall include a copy of the complalnt against the membor and any other witness
statements or reports which state facls on which the changes are based, unless confidential anc
dlsclosure would comproimise another investigation, The Chief of Police or desigtes shall identify
the direotives, policies, procedutes, work rules, regulations, or other order, of the department which

are alleged to have been violated, The noti 1| _inolude a yanpe of disoiplingry sanction
gontemplated inclusive of agpravating and mitizating clronmstances considered,

The menber shall have the vight to answet the charges against them him-er-her, which may Include
written or yerbal etal-evidones-and statoments by the member. The meetine_ov response is
yoluntary, The member shall have an jnformal opportunity to respond to the charges {orally or in
welting), notmally within thees business days from receiving such written notlce, whioh shall be
extended upon request up to two additional business days, Bxtensions beyond this time perlod must
be approved by the Chief or designee and will only be granted if determined necessary to enable a
member to provide a meaningful response.

. Conduct Of Meetlng Heaing, The opportunity to respond may aceur at ameeting, If so, the meeting

must be presided over by the person who will determine whethor the disoipline will be limposed
and, if 50, what disciplinary action will be issued. The meeting shall be informal and suffictent to
assure the member fall opportanity to be heatd, refute the charges, and provide any additional
statement. o position fo be have-histher position considered prior to the Imposition of discipiine.
The meeting shall be sudlo recorded, The Chief of Police or other person having authority fo preside
over the mesting will defermine when the conference Is conoluded, who may be present, may
requost forther documentation, and may consider any information deemed pertinent and necessary
to assist in reaching a logical determination, :

In the-oventan-employee-has beendesued-a-Cinrity netleo-priorto-the-meotingrany resposes mede
bﬁhwmﬁewﬂeﬁue&ﬁws—pr&m&d—bﬁh&@ﬁeﬁe@eﬁem&%pmmﬁa%&%
pfesielwaﬁhmaaﬁﬁgﬁéﬂéwenﬁémémpeummmwwéwﬂ%e-@m%fpmmmd.
(The Loudermill opporiunity is a voluntary election of the employee, and Garvity does not apply. )

The member ot deslpnes may make any presentations they belisve relevant to thoiy case, However,
the meeting Is not a fult hearlng and witnesses are not subject to call or examination, ‘The membet

may provido wrliten statements, Testimony of witnesses or cross-examination of witnesses will not
occur at this meating,

The Chief of Police ot other person fiaving authority to preside over the meeting will issue a written

deoision exonerating the member, imposing discipilne, or taking any other actlon deemed
approptiate.

GRIEVANCI/APPEAL OF DISCIPLINE

. BARGAINING UNIT MEMBERS, Members of the bargaining unit have the right to appeal as s

specified in the collectlve bargaining ngreement. The union agreement provides the gole and
exolusiye appeal procedure for covered bargaining unit employees.

NON-BARGAINBNG-UNIT-MEMBERS Mentbors—who—are—not—cevered—by—the—soHeotive
baFgakﬁng-agyeemeﬁ#mayﬂppe&kéiseipﬁn&a&dese%ed%&@%@emnnel—PaHeyM&na&k

MEMBERS ON PROBATION, Members on probatlon who are terminated for unsatisfactory
performance or failure to meet dopartment standards have no tight to grievance or appeal.

§12.11 NAME-CLEARING OPPORTUNITY HRARING
( A name-clearing punortunity henving s a mesting healagdn which a terminated member has an opportunity
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to clear the member's his-er-her reputation from potentially stigmatizing information prior to a public
(;\ disclosure of the reasons for termination,

§12,11.1 REQUEST FOR NAME-CLEARING OPPORTUNITY HEARING

Whether ot not a terminated member requests a name-oleating oppottunity henting, the department or City
may offer a name-clearing opportunity heasing prior to,_after termination, or near the same time as the
public disclosure of potentially stigmatizing information. Thepre-disciplinary meeting, as stated in Seotion

812.11.2 PROCEDURES

While there are no predetermined procedures for g name-cleating ppportunity, heatings; the followlng ave
guidelines:

» The terminated member may attend the meeting hearing-n person or may submita wiltten response.
»  Witnesses should provide their testimony In writing and are not required {o attend in person.

»  The mesting heating should be scheduled for a period of time intended to enable the membet to be
heard but will generally be scheduled for no moye than two howrs,

» The mesting headag-should be recorded, but is not requited. (nofe: If employee contests being
recorded, proceed and take notes)

é _ ¢ The member may prosent any evidence but it must be relevant to the basis for the tenmination,

No one who attends or provides statements at the meeting hearing should be placed under oath or
oross-examined.

» The department or City should not be expected to and may not present evidetice or “respond” to
the information presented by the memboy or designee.

812,113  AFTER A NAME-CLBARING QPPORTUNITY HEARING

All & name-cleating meeting hearing-requires is an opportunity for a terminated member to be heard, thus
no action is required durlng or after the meoting; a-heatinghewever, A record of the meefing hearing-and
any evidence presented to the department or City should be kept with the personne} investigation.
Fathermore £ the-member-gives-oonsent-the-depariiment-or-Glty-should-eonsider-giving-a-copy-of-the
semberts-presentation-alongwith-the-puble-diselosats: Consent to velease information is not necessarily
requived (le: press release, Unemployment divisions). If an employee provides a consent to release lnjo
Jrom a prospective employer, then likely all materials in hand would be released)
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APPENDIX D - DRUG AND ALCOHOL POLXCY

PURPOSE. The City considers its employees to be Jts most valuable asset and is concerned about theft
safety, henlth and vwellbelng, The misuse of alcohol and other drugs can Iin pair employee porformance and
gonera} physionl and montal heslih and ay jeopardize the safely of co-workers and the general publie.
The City is commltted to maintalning a safe and healthy, wotk place for all employees by identifylng the
misuse of aleohol and drugs and assisting employees to overcome these problems through appropriate
treatment and, if necessary, disciplinary action, The presence or treatment of a substance gbuse problem

will not excuse an employes from mesting performance, safety or attendunce standatds or following other
City instructions,

The parties atso recognize the City's responsibilities pursuant to the Drug Free Work Place Aot of 1988,
The Association and the City acknowledge that employees shall not report to work under the influence of
intoxicating Hquor or iftegal drugs. All employees understand that the use, sale, possession, manufacture,
distibution aud/or dispensing by an employes of an jnfoxicating liquor, controlled or illegal substanos as
defined by federal law, or a drug not medically authorized, or any other substances which impait Job
porformance or pose a hazavd to the safety and welfare of the employee, other employees or the public is
strlotly prohibited, oxcept for alcohol o medically presoribed controlled substances off-duty, and
possession of conttolled substances while in the course and scope of employment and the possession of
soizod evidence while on-duty. The pattles recognize that conduot in violation of this polley may resuft in
disoiplinary action aud/or otiminat investigation if appropriate. This poficy will be enforced and
administered in & manner which is conslstent with the value statements sot forth in this Section.

PROHIBITED CONDUCT. The following conduct is striefly prohibited:

A. The buying, selling, distributing, transporting, possessing, manufacturing, consuming or using
illegal drugs per federal law, Inoloding marijuans, or alcohol while on City property of in City
vehtoles or equipment ot durlng work hours, including paid rest and meal periods, exept as

necessary In the performances of duties (confisoated evidence; approved undercover operations,
Bto.),

B. Reporting to work or returning to duty under the Influence of alcoholic Intoxicauts, except as
neoessary in the performance of an official special assigament or if directod otherwise. Under the
influence is defined as "being impajted to a noticenbls and perceptible denres’ (O -010-
0030, Yor the putposs of this Policy, an employeo will be constdered to bs under the Influence of
aloohol if their hs-or-her blood or breath tests prenfer than .02% BAC. er-higher, The City may
also consider other evidence in dstermining whether an employeo is “under the influence.”

It Is recognized that employees may be called back to duty during nommal off-duty hours. To ensure
comphance with this Poliey and safety standavds, employees who have consumed alcoholic
bevarages within four (4) hours of responding to the callback o, for any reason, believe they may
be impaired from petforming the dutlos of the caliback are required to notlfy the supervisor upon
being contacted for callbaok and provide the supervisor with com plete information regarding such
consumption, The supervisor will detormine whether the cmployes can safoly report for wotk, The
callback of employees who HEQHMpa inlroaitiblavdeted have-consumed-nlecholie
beverages-durtag-off-duty-hews to perform patrol dutles s prohibited, unless-the-ampleyeeisblood
alochel-contentis-tess-than-02%:
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C, ,(_;gngngfgg ggu;mg; llegal gg;g ;; or fedoral law, igglud:gg jmmtw{h '

similar effects of llogal pe be in v] ¢ if the emploves
MMMMM&M fo or | 5.of the yalues proyided In the
Teating Levels chart provided at the end of this polioy,

_,,QMMQMQMLMM ot work piiléd to & atigeibld
degvdd unéet-the—mﬂueﬂee of illegal drugs, sohibited_substances, imoluding

marjuana o syntherio Julu , exgluding auy substanco
awfully pregor '..,_i__mx._z yeo's use within the instruotions prescribed.

An-employes-shall-be-deemed-to-he-Lunderthe-dnfluence™of nrohibi
&mwﬁwﬂmhbh}anmué&emdmd{&bwﬂemﬁ%esﬁ{%%mmmm{mamm
e—employeels—urine—test—indicatesFifty—(50)--or—mere—Nano—grams—THE
metabe&tesﬁml- M&mpleyeeﬁhal%eammheﬂbhpmsameéte%e&und%ﬂwﬁﬁwneﬁ—ﬁﬁe&w
Hepal-drups £ suoh-substanoes-are-“present-ia-the-body(—exeludingany substaneo-Jovfully
proseribed-for the-omployes’suse-which-has not-been-obtalned for-thepuspese-of-abuse:)

The City may also consider other evidence in determining whether an employee Is “under the
influence.”

D, Faillng to fully cooporate with any aspect of the City’s enforcement of this Policy, including but
not limited to, refusing to promptly submit to required testing, giving false, dituted or altered urine
samples, fallure to authorize the rolease of information to the City and failure fo comply with
rehabilitation conditions imposed by the City or rehabllitation counselors,

E. Failute to promptly report conviction, arrest or ples-bargaining for an alcohol or drug related
criminal offense.  All drug and alcohol related conviotions, awrests and plea-bargaining
arrangements must be reported fo the Chief on the workday immediately following the convietion,
arrest or plea-bargaining arrangement,

For purposss of this Policy, the term “drug” shail be defined in accordance with the definition of “controlled
substance” set forth in ORS 475,005(6).

Employees who sngage in any prohibited conduot will be subject to disoipline Including discharge,

MEDICAL MARITUANA

In addition to the above, employees must comply at all tmos with all federal and state statutes and
rogulations regarding the illegal use of drugs. It is lmportant to note that marijuana is an illegal drug undes
the federal Controlled Substances Act, which meaus that it has no acceptable mediocal use under federal
law, Therefore, any on or off dufy use of matijuana which is inconsistent with the “prohibited conduet”
listed above will be consideted a violation of this policy, even if an employes has a presoription for the use
of mavijuana under the Oregon Medical Marijuana Act. If the City determines that the employee using
medical matfjuans, is disabled wnder applicable disabllity diserimination statutes, the employee will be
asked to enter Into an Intetactive discussion with designated representative(s) to determine whether a

reasonable accommodation can be niade thaf would allow the employee to continue to be employed without
violating Departmental standards,
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DISCLOSURYE OF MEDICATIONS

Bmployees are responsible for cénsulting with thelr physiclans and carefully reviewing medication
warnings, including any warnings pertinent to the effects of use of a combination of medications. Bach
employee who Is using over-the-counter or preseribed medications undor eircumstances where he or she
knows or should know that the use of the medication may produce slde effects that will affect his ot her
abillty to safely perform all essential job duttes must notify the Human Resourcss Director of the substance
taken and the side effects before repotting to work ot returning to duty, Medical verification of abllity fo
safely perform job dutles may be required befote the employee 1s allowed to work, Employeos are eligible
to utilize stok leave benefits pendlng recelpt of acoeptable verification. Tn the event sick leave bonefits are
deploted, the employeo may utilize other accrued time. In the event the employes does not designato a pald
leave account, the Cliy will make the designation, using accrued vacation as the Jast choice.

Although the use of prescribed drugs ot non-prescription medications, which contain controlled substances
as part of a presorlbed medleal treatment program, Is not grounds for dislplinary action, failute ta report
the nse of such substances as desoribed above, illegally obtaining the substance or use which is Inconsistent
with a prescription or label, may subjeot the employes to discharge.

MANDATORY TESTING. Employees witl be requited to undergo mandatory testing as follows:

A, Reasonable Susplofon Testing Where the City has & reasonable susploion that an employee has
veported to work or returned to duty under ihe influence of any alcoholic intoxicants or controlled
substances, including marljuana, orhas a control substance including marijuana present in the body,
the City may require that the employes Immediatoly submit to field impairment tosts, blood, urine
or breathalyzer test or any combination thereof. The Clty shall pay for the costs of the tosts.

“Reasonable suspicion”™ will be based on obsorvations of an emplayes™s other reliable indloators
that would cause a reasonable person to believe that an employee has reported to work or retumed
to duty with atoohol or deugs in his or hex system, Whenever practicable, reasonable suspicion will
be established by the observations of two or raore Supervisors or managers,

Bmployees who are requited to subinit to reasonable suspicion testing ate prohiibited fiom transporting
themselves to the collection slte, A supervisor or management amployee will provide transpottation.
(bargaining note: City curvently uses Bio-Med services for evaluating samples)

B. Random Testing: The City may test no more than three (3) Police Officers for drugs on a random
basls for each gelsation event. Testing shall be conducted twice yearly at unannounced times,
Employees subjected to tandom testing will be seleotad from a pool of identifioation numbers by
the City’s contract testing sorvioe and tested In accordance with Random Drug Testing Protocols
set fosth below and consistent with Cliv Testln Policy. Bmployees seleoted for random tesiing
will be tested at the Kelzer Police Department nsing a mobile testlng unit or, at the emplovee’s
option, a testing facility at tices designated by the City. (bargaining note: Per polivy, random
testing will be unannounced,)

In the event that an employse who is randomly selected for testing Is on vacation, sick leave,
FMLA/OFLA leave or is absent friom wark due to tralning or other reasons, that employse’s
random testing may bo deferred by the City, However, any employee whose test s deferred may

be requirod to submit to unarnounced testing at any time within ninety (90} days of the date he or
she would otherwiss have been requited to submit to testing.

C. Individualized Suspiclonloss Testing: The Clty may also require an employee who has requested
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nssistance to address a drug and/or sicohol dependenoy or who has been placed on a “Last Chanee”
or “Rehabilitation and Return to Work Agreoment” to undergo rehabilitation assistance to submit
to individualized, suspiclonless testing,

When the employee is notified that the employee Is required to consent and submit to such tests or searohes
as sot forth In this Policy, the employee may request the presence of an Association representative to witness
fhe tests or searches, The test or searches may not be unduly delayed in order to wait for a representative.
In the event the City reasonnbly belioves that a delay may affect test results, the tight to an Association
representative to witness the fest or search may be denled. The absence of a representative shall not be
grounds for the employee to refuse to submit to such tests or searches, The presence of a representative
shall not disrupt or interfeve with the tests or searches,

Urinalysis or saliva testing, gt the option of the emplovee, will be conducted for all types of drug testing,
Breathalyzer or blood testing will bo conducted for all types of aleohol testing, with the employes selecting

the testing option ywithout causing any wnreasonable delay, In the vvent the smployes daes not speoify a
testing option, the Clty may make the sefestion,

SAFEGUARDS. In the avent that the blood or nrine test results are positive for controlled substance(s)
including marljuana, the City shall require that a second confitmatory test from the same sample be
conducted, using gas chromatography mass spectvograph techniques or equivalent, which also must be
posttlve before concluding the employee has such substance(s) present In the employee’s body.

If o blood or confirmed vrine test Is positive, the City will instruct the laboratory to refain the blood or urine
sample Tor a peried of not less than thirty (30) calendar days from the date the tests ate complete for the

purpose of allowing the employee to conduct an independent test at the employee’s own expense at &
laboratory approved by the City.

The procedure foliowed under this Artlels to obtain, handle and store blood and urine samples and to
conduoct laboratory tests shall be docunented to establish procedural lntegeity and ohain of evidence. Such
prooedures shall be administered with due regard for the employee’s privacy and the need to maintain the
confidentiality of test results to an extent which is not inconsistent with the needs of this policy. The
employee shall be notified of the resulls of all tests conducted pursuant to this policy.

VOLUNTARY REHABILITATION. The primary ohjectives of the City’s drug and alcohol
policy are to maintain employes performance and good health and a safe work snvironment. Although the
City will support voluntary trentment efforts for employees with drug and/or alcohol dependency problems,
it is up to each employee to pursue treatment before dopendency problems result in unsatisfactory
performance, attendancs, violations of safsty or other standards and before the employee violates this
policy. If; an employes notifies a supervisor of a that he-orshe-hae drug or aloohol problem that vequites
treattnent prior to violating Departmental standards or this Pollcy, the employee may, as recommended by
a Substance Abuse Professional (SAP), be placed on a leave of absence o adjusted work schedule to allow
for n-patient or out-patient réhabilitation,

Employess who voluntacily infoum the City prior to a Polioy violation or testing requirement that they have
n drug or alcohiol-related’ problem will be removed from their duties to allow for rehabilifation aud
treatment, The employes will not be permitted to retwn to their xogular duties wntil such time as the
authorized Substance Abuse Professional provides the Clty with appropriate documentation verifying that
the employes is complying with &1l rehabilitation and after care requirements. The City may also requite

written documentatios. from a ealth Cate Provider confirming that the employee can safoly perform ks
or her job duties.
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Employses who olaim drug or alcohol dependoncios nftor violating this Policy are subject to dlsclipline,
consistent with this policy, itespective of such dependencies,

The City may, however, at its disoretion, allow an employee aonetime opnortunity, to undergo ovaluation
and rehabilitation in lisu of discharge, or other disciplinary action, provided the employes agrees to all
freatment, rehubilitation, testing and other conditions as set foxth in a written Rehabilitation and Return to
Work Agreeaent required by the Clty. Such Agreements will be effective for no longer than five (5) yeats

from the date signed. Any employeo who violates the terms of the Agreement js subjeat to immediate
termination.

An employee may be required to participate In a diug and/or alcohol treatment progtatn and follow-up care
because of disciplinaty action arlsing from a drug and/or alcohol problem, or as 4 condition of continued

employment, A Substancs Abuse Professional (SAT) must first evaluate an employee who is so required
and determine any necessary asslstance.

SEARCHES, The City reserves the tight to conduot searches for uny reason of Cify equipment or facilities
generalty; and may search any thing or area tn which the employeo has an expeotation of privacy (le. desk

or Tocker or clothing or personal praperty) to the extent pernitted by the law. Refusal by the employes to
submit to a lawful seavch can result in fermination,

CONSEQUENCES OF SEARCH RESULTS. Searches which do not reveal the presonce of
alcohol or controlied substances, inohuding marjjuana (but excluding any substance lawfully preseribed for
the employee’s use which has not been obtalued for the purpose of abuse), shall xesult in no further action
against the smployes rolated to an alleged violation, The employee shal be informed of such search results,

Searches which reveal the presence of alcohol or controlled substances, including marijuana (but excluding
any substance lawfully prescribed for the employes’s use which has not beon obtained for the pupose of

abuse), shall result in those consequences speolfied in this Polioy, as though a positive blood or confitmed
urine test had been administered,

RANDOM DRUG TESTING PROTOCOLS.
The procedures for random drug tests tequired pursuant to this Pollcy are as follows:
A. A listing of all particlpating employees will be sent to the City’s contract testing service.

Bach employee will be lssued a unlque ldentifylng number and identifioation card. Corresponding
numbers wiil be entered into & database at the festing facility.

B. At semi-annual intervals, the computer program will randomly select from the KPA BMPLOYEE
{(KPA) POOL wheo ate to be tested, Names are not drawn, #drawa” only the identifying number,
At that time, the HR offiee is notified of these employees who have been randomiy selected for
testing,

C. 'The City HR will provide notice to the employes who has beon selected for a tandotn test advising
them o teport {0 the te Sucikity to provido n urine picaallvn senple, Rendom tostins

slderadveonnengable:Bim:

s i .~
Ll oL il “todling; These-employess-who-heve-been
soloptod swill have 24-hours-afferrecoiving notificnton to-repert-for-tosting: Whenthey-report-to
the-tosting faciity-they-willbovequired-to-show-the-netive-aud-phote-identifiention-te-onsure-that

iy

AT
it
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they-are-the-porson-whese-name-has-been-drawn, In-addidon;-they-will-be-reguived-to-provides
pheone-number(s)-where-they-ean-be-contnetedIf thoy-fail-to-apponr-within-the-24-hourtesting
poried-HR-willbenetifled: Testingshallbo-vondusted-enCity paidiime: (bargalning note; Sample
provided is done at City facility)

D. The sample Is handled under striot chain-of-custody requirements and is sent to an independent
laboratory for aualysis using n Gas Chromatography Spectrometry (G.C./M.8) testing process (the
laboratory that is used is certified by the Pederal Substance Abuse and Mental Health Services

Administration (SAMHSA). If the test is pegative, *negative;” the laboratory notifies the festing
faciiity who in turn notifies the City of the negative results.

B. Same sconatio as D, except the laboratory detects a questionable substance. The laboratoty sends
the sample to a Medical Review Officer (MRO), AnMRO is defined s, a person who is a ficensed
physician (Dootor of Medicine) and who is responsible for receiving and reviewlng faboratory
resulls generated by an employet’s drug testing program and evaluating medieal explanations for
certain drug test yesults, The MRO acts as an independent and impartial “gatekeeper,” The MRO
He-or-she is an advocate for the accuracy and infegtity of the drug testing process, The MRO
sontaots the employse and discusses the test, If the employes is for instance, taking a presoription
medication, the MRO will obtain the name of the prescribing physician and verify the prescription.
Upon verlfication, the testing facility is advised of a “negative” test result, The City does not know

any more that the fact that a “negative” result was obtained, (editlng note: " will be removed from
words gatekeeper and negative)

F. Same scenario as D, except employes does not have a valid reason for the substance (j.e, took
spouse’s pain medication or. , ), After the MRO has or repeatedly fried to contact the employee,

the MRO will notify the City’s deslgnated representative that this employee has tested positive for
substance,

G. A confirmatory test can be done- same sample —nof a different one. In additlon to the vonfirmatory
test, if there is enough sample, 1t is possible for the testing faollity to send a portion of the sample
to another independent Jab for testing, The City will pay for the initlal sereening test and one (1)
required confirmation test. If an employee wants additlonal verifioation test conducted, the
omployee iy responsible for payment of all associated costs, Should the employee-ordered
verification test produce a false positive, the employee will be reimbursed for the cost of said test,
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' , Confivinatory
Initia) Test Analyte In(i;:::: cgft: 3;::0& Conﬁx:glt o:z Test ) “rpest Cutoff
' " y Concentiation
Marijuana metabolites (THCA) 50 ng/mL THCA, 15 ng/ml.
Cocalne metabolites
(Benzoyleogoning) 150 ng/ml, Benzoylecgonine 100 ng/mL
, Codeine 2000 ng/mL
Codeine/Morphine 2000 ng/mL Morphine 2000 g/l
_ Hydrocodone 100 ng/mlL
Hydrocodone & Hydromorphone 300 ng/mL Hydromorphotie 100 g/l
Oxycodone 100 ng/ml
Oxycodone/Oxymorphone 100 ngfmL Oxymarphone 100 ng/m.
-Acetylmorphine 10 ng/mL 6~Acetylmorphine 10 ngfmlL
Phencyclidine 25 ng/ml Phencyclidine 25 ngall
Amphetamine/ 500 ng/im, Amphetamine 250 ng/mlL
Methamphetamines Methatnphetamine 250 ng/mL
MDMA 250 ng/mL
MDMA/MDA 500 ng/ml. MDA 250 gl
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Buy fresh, buy local

Farmers Market

Say hello to Summer! Enjoy seme fresh fruits and vegetables at your local
farmers market. If you would like to know the times and locations, leam
more at salemcommunitymarkets.com

ioin our health educators at the Thursday West Salem Market on July 13.
You'll get the opportunity to sample some fresh salsa to enjoy.

Time: 3 to 7 p.m.

Location: 1260 Edgewater St NW, Satem, OR

Greenway between Gerth St & Kingwood Ave

Double Up Food Bucks!

Double up Food Bucks program is here for SNAP shoppers! Stretch your
food dollars by getting dcllar-for-doliar matches to buy additional fruits
and vegetables at our Satem Community Markets. For example, if you
spend $2o0 of your SNAP dollars at & participating farmers market, they will
give you another $20 to buy more locally grown fruits and vegetables.

Learn more at salemhealth.org/chec
or call us at 503-814-2432.




Register for all classes at salemhealth.org/chec

or by calling 503-814-2432.

Programa de Manejo Personal de la Diabetes

Date: Wednesday, June 7
Time: 5:30t0 8 p.m.
Location: CHEC Wellness Kitchen
Cost: Free

Este taller estd disefiado para ayudar a los adultos con
diabetes tipo 2 o prediabetes a aumentan su confianza en
el manejo de su diabetes. El taller se redne durante 2
horas y media una vez a la semana durante sels semanas.

:Quién deberfa asistir al taller?
* Adultos con diabetes tipo 2
* Adultos con prediabetes
* Adultos que viven con alguien que tiene diabetes

Diabetes & Cholesterol Screening

Date: Saturday, june 24
Time: 8to10 a.m.
Location: Salem Free Clinics
Cost: Free

Screening fests available include Ai1c, cholesterol
and blood pressure. Health educators will he
available at the screening to help you understand
your results and what the information means for your
health.

IMPORTANT: Please do not eat any food or drink any
beverages other than water ("fast") for 9 hours prior
to your appointment for more accurate biometric
numbers.

Sepsis and its Long Term Implications

Date: Thursday, June 15

Time: 6 to 7'p.m. ‘

Location: CHEC Class room #1 OR Virtually
Cost: Free

Sepsis is an emergency. Every 2.3 seconds someaone dies of
sepsis. And for others, it can have life-long effects,
Sepsis can affect everyone at any age.
This presentation will help you:
* Discuss what sepsis is and why it is an emergency,
* Understand the importance of early intervention.
* Learn about the long-term effects of sepsis,
* (Compare the pros and cons of antiblotics.
* Hear how Salem Health can help treat and help you
recover from sepsis.

Empowered Relief

Dates:  Thursday, June 29
Time: 5:30 to 7:30 p.m,
Location: CHEC Classroom #1
Cost: Free

Coping with chronic pain can be extraordinarily
challenging. Empowered Relief is an evidence-
based, single-session pain class that rapidly
equips patients with pain management skitls,
In this group, you witl learn:

* How paln is processed in the brain and how

best to manage it
* Simple skills you can use every day .

* How to create your personalized plan for long-
term relief.




Fechas para 2023: Los examenes de deteccion
disponibles incluyen A1C,

colesterol, glucosa, y presién
arterial.

e Sabado, marzo 25

¢ Sabado, junio 24

¢ Sabado, septiembre 23
e Sabado, noviembre 11

Atencidén: asegurese de haber
Horario: 8:00 - 10:00 am.

estado en ayunas durante un

Ubicacién: Clinica gratuita de Salem minimo de 9 horas.
1300 Broadway St NE Suite 104,

Salem, OR 97301 Solo con cita.
Cost: Free

Para registrarse escanee el codigo QR o llamenos:

Centro Educacional de la Salud Comunitaria
503-814-2432

SALEM Salem Health®
‘{lh FREE CLINICS i Hospitals & Clinics




Dates:

¢ Saturday, March 25th
¢ Saturday, June 24th
® Saturday, September 23rd

Time; 8:00 to 10:00 a.m.
Location: Salem Free Clinic
1300 Broadway St NE Suite 104,
Salem, OR 97301

Cost: Free

Screening tests available include
A1C, cholesterol, glucose, and blood
pressure.

Attention: Please make sure you
have been fasting for a minimum

of 9 hours.

By Appointment only,

To Register scan the QR code or give us a call:

Community Health Education Center
503-814-2432

f{’}.’l SALEM

FREE CLINICS

ﬂ_ [
% 5 Salem Health

Hospitals & Clinics



Youth Mental health and
suicide prevention

Satya Chandragiri MD

chandrasclinic@me.com

Chandragiri_satya@salkeiz.k12.or.us


mailto:chandrasclinic@me.com

o
National Response to COVID-19

MENTAL HEALTH &
SUICIDE PREVENTION

NATIONAL RESPONSE
TO COVID-19

An initiative of the National Action Alliance for Suicide Prevention

visit NationalMentalHealthResponse.org




Americans Say COVID-19
Hurting Mental Health Most

BY MEGAN BRENAN




WARNING SIGNS OF SUICIDE:

The behaviors listed below may be some of the signs that
someone is thinking about suicide.

TALKING ABOUT: FEELING:

® o ® > Wanting to die > Empty, hopeless, trapped, or having no
q ? > Great guilt or shame reason to live
|"l I l"l > Being a burden > Extremely sad, more anxious, agitated,
to others or full of rage

> Unbearable emotional or physical pain

CHANGING BEHAVIOR, SUCH AS:

W W > Making a plan or researching > Taking dangerous risks such as
. ways to die driving extremely fast
V > Withdrawing from friends, saying > Displaying extreme mood swings
goodbye, giving away important

> Eating or sleeping more or less

items, or making a will .
g > Using drugs or alcohol more often

If these warning signs apply to you or someone you know, get help as soon
as possible, particularly if the behavior is new or has increased recently.

988 Suicide & Crisis Lifeline Crisis Text Line
Call or text 988 Text “HELLO” to 741741
Chat at 988lifeline.org

S
« )L‘fﬁ:‘;‘::;]'ﬁ;‘;.";:’ nimh.nih.gov/suicideprevention
ﬁ'bb.\m



The Surgeon General's Call to Action
TO IMPLEMENT THE NATIONAL STRATEGY
FO ICIDE PREVENTION

Strategic Directions and Actions
Strategic Direction 1: Healthy and
Empowered Individuals, Families, and

Communities

® Action 1: Activate a broad-based public
health response to suicide

® Action 2: Address upstream factors
that impact suicide

Strategic Direction 2: Clinical and
Community Preventive Services

® Action 3: Ensure lethal means safety

Strategic Direction 3: Treatment and
Support Services

Action 4: Support adoption of
evidence-based care for suicide risk

Action 5: Enhance crisis care and

care transitions

Strategic Direction 4: Surveillance,
Research, and Evaluation

® Action 6: Improve the quality, timeliness,
and use of suicide-related data

The Surgeon General’s Call to Action
TO IMPLEMENT THE NATIONAL STRATEGY
FOR SUICIDE PREVENTION

General and of the
for Suicide Prevention
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Division of Injury Prevention
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We look forward to

working with you!

afsp.org/oregon
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Educational Programs:

Talk Saves Lives
Talk Saves Lives Workplace
Talk Saves Lives for LGBT+
Talk Saves Lives Older Adults
Talk Saves Lives for Fire Arm Owners

Talk Saves Lives LatinX

It's Real: Teens

It's Real: College
Supporting Those At Risk Supporting Those at Risk
Finding Hope

8= Arinayl
Brican
Foundation
for Suicide
afsp.org Prevention
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STRATEGIES AND APPROACHES

to achieve and sustain substantial reductions in suicide

STRATEGY

APPROACH

&)

@ Strengthen
Economic Supports

@ Create Protective
Environments

® Improve Access
and Delivery of
Suicide Care

O Promote Healthy
Connections

O Teach Coping and
Problem-Solving Skills

0 Identify and Support
People at Risk

@ Lessen Harms and
Prevent Future Risk

« Improve household financial security
- Stabilize housing

* Reduce access to lethal means among persons
at risk of suicide
« Create healthy organizational policies and culture
* Reduce substance use through community-based
policies and practices

+ Cover mental health conditions in health
insurance policies

* Increase provider availability in underserved areas

* Provide rapid and remote access to help

- Create safer suicide care through systems change

* Promote healthy peer norms
« Engage community members in shared activities

* Support social-emotional learning programs
« Teach parenting skills to improve family relationships
- Support resilience through education programs

* Train gatekeepers

» Respond to crises

« Plan for safety and follow-up after an attempt
- Provide therapeutic approaches

* Intervene after a suicide (postvention)
* Report and message about suicide safely
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ADMINISTRATIVE POLICY
Suicide Prevention & Intervention
QUALITY ASSURANCE MODEL INS-A038

SALEM-KEIZER SCHOOL DISTRICT

Policies are periodically revised. For the most recent version, please visit https://salkeiz.sharepoint.com/qgam/SitePages/Home.aspx

1. Salem-Keizer School District is committed to health and safety of all members in our school
community. This policy covers actions that take place in the school, on school property, at school-
sponsored functions and activities, on school buses or vehicles and at bus stops, and at school
sponsored out-of-school events where school staff are present. This policy applies to the entire
school community, including educators, school and district staff, students, and parents/guardians.
Volunteers will be directed by school or district staff as it pertains to this policy. This policy will also
cover appropriate school responses to suicidal or high-risk behaviors that take place outside of the
school environment when notified.

2. Prevention

2.1. District Policy Implementation — A district-level suicide prevention coordinator shall be
designated by the Superintendent or their designee. This may be an existing staff person.
The district suicide prevention coordinator will be responsible for planning and coordinating
implementation of this policy for the school district.

2.2. Each school administrator shall designate a school employee to act as a point of contact in
each school for issues relating to suicide prevention and policy implementation. This may be
an existing staff person.

2.3. All staff members shall report the names of students they believe to be at elevated risk for
suicide to the administrator and/or designated building staff.

2.4. School employees act only within the authorization and scope of their credentials or licenses.
This policy does not authorize or encourage a school employee to diagnose or treat mental
illness unless the employee is specifically licensed and employed to do so.

2.4.1. For in-school suicide attempts staff must follow the steps in INS-W054-InSchool Suicide
Attempts and for out-of-school suicide attempts staff must follow INS-W055-Out-Of-
School Suicide Attempts.

2.5. Staff Professional Development — All staff will receive a minimum of an initial two-hour, in-
person training in suicide prevention.

2.6. After the initial training, subsequent annual professional development on risk factors, warning
signs, protective factors, response procedures, referrals, postvention, and resources
regarding youth suicide prevention will be offered. The professional development may include
additional information regarding groups of students at elevated risk for suicide, including
those living with mental and/or substance use disorders, those who engage in self-harm or
have attempted suicide, those in out-of-home settings, those experiencing homelessness,
American Indian/Alaska Native students, LGBTQ (lesbian, gay, bisexual, transgender, and
guestioning) students, students bereaved by suicide, and those with medical conditions or
certain types of disabilities.

2.6.1.Additional professional development in prevention protocols and crisis intervention will
be provided to designated school suicide prevention points of contact.

2.7. Youth Suicide Prevention Programming — Developmentally appropriate, student-centered
education materials will be integrated into the K-12 curriculum. The content of these age-
appropriate materials will include: 1) the importance of safe and healthy choices and coping
strategies, 2) how to recognize risk factors and warning signs of mental disorders and suicide
in oneself and others, 3) help-seeking strategies for oneself or others, including how to

Revised Date: 10/21/21 DOCH#: INS-A038 Page 1 of 3




ADMINISTRATIVE POLICY

Suicide Prevention & Intervention
QUALITY ASSURANCE MODEL INS-A038

SALEM-KEIZER SCHOOL DISTRICT

engage school resources and refer friends for help. In addition, schools may provide
supplemental small-group suicide prevention programming for students.

2.8. Publication and Distribution — This policy will be distributed annually and included in all
student and teacher handbooks and on the school and district websites.

3. Assessment and Referral

3.1. When a student is identified by a staff person as potentially suicidal, i.e., verbalizes about
suicide, presents overt risk factors such as agitation or intoxication, the act of self-harm
occurs, or a student self-refers, the student will be seen by the administrator or designated
school employee to implement the Suicide Prevention Protocol (SPP).

3.2. For youth at imminent risk of suicide or self-harm:
3.2.1.School staff will continuously supervise the student to ensure their safety.

3.2.2.The principal and school suicide prevention coordinator will be made aware of the
situation as soon as reasonably possible.

3.2.3.The designated school employee or administrator will contact the student’s parent or
guardian, as described in the Parental Notification and Involvement section.

3.2.4.The Parent/Guardian Interview Form will be completed, and the family will be assisted
with safety planning based on the information gathered throughout the Suicide
Prevention Protocol (SPP). When appropriate, this may include calling emergency
services, bringing the student to the local emergency department, or utilizing
partnerships with county mental health agencies to complete a Level 2 Suicide Risk
Assessment (SRA) onsite.

3.2.5.Staff will ask the student’s parent or guardian for written permission to discuss the
student’s health with outside care, if appropriate.

4. Re-Entry Procedure After Mental Health Crisis

4.1. For students returning to school after a mental health crisis (e.g., suicide attempt or
psychiatric hospitalization), an administrator and designated school employee will meet with
the student’s parent or guardian, and if appropriate, meet with the student to complete the
safety planning process and develop the student’s safety and support plan with school staff.

4.1.1.An administrator or designated school staff will be identified to coordinate re-entry with
the student or their parent or guardian. The designated school staff and/or administrator
will seek authorization to coordinate with any outside mental healthcare providers.

4.1.2.The school or district will request that the parent or guardian volunteer documentation
from a mental health care provider that the student has undergone examination and
provide updated information regarding suicidal ideation and/or behavior.

4.1.3.Confidentiality is critical in protecting the student and enabling school personnel to
render assistance. The administrator and/or designated school employee will discuss
with the student and parent or guardian the information that identified staff need to know
to support the student’s academic, social, emotional, and physical needs.

4.1.4.The designated staff person will periodically check in with student and parent or guardian
to help the student readjust to the school community and address any ongoing concerns

4.2. Students bereaved by suicide attempts will be supported by the school’s administrator and/or
counseling staff.

Revised Date: 10/21/21 DOCH#: INS-A038 Page 2 of 3



ADMINISTRATIVE POLICY
Suicide Prevention & Intervention
QUALITY ASSURANCE MODEL INS-A038

SALEM-KEIZER SCHOOL DISTRICT

Parent Notification and Involvement

4.3. In situations where there is a concern regarding suicide for a student or there has been a
suicide attempt, the student’s parent or guardian will be informed by the administrator,
designee, or mental health professional unless the exceptions in section 4.6 apply.

4.4. If the student has exhibited any kind of suicidal behavior, the parent or guardian should be
counseled on “means restriction,” limiting the child’s access to mechanisms for carrying out a
suicide attempt.

4.5. Staff will also seek parental permission to communicate with outside mental health care
providers regarding their child.

4.6. Through discussion with the student, the administrator or designated staff will assess whether
there is further risk of harm due to parent or guardian notification. If the administrator,
designee, or mental health professional believes, in their professional capacity, that
contacting the parent or guardian would endanger the health or well-being of the student,
they may delay such contact as appropriate. If contact is delayed, the reasons for the delay
will be documented. If necessary, the appropriate authorities will be contacted.

5. Postvention in the Event of a Death by Suicide

5.1. Immediately following a student’s death by suicide, the administrator and crisis team will
develop an action plan to guide the school’s response according to the Crisis Team Manual.
The action plan may include, but is not limited to:

5.1.1.Administrator will contact the family of the deceased to provide support.

5.1.2.Administrator will contact the Office of Community Relations and Communications to
notify appropriate offices and determine crisis team response.

5.1.3.The administrator, Office of Community Relations and Communications, and crisis team
will assess the situation to determine postvention supports.

5.1.4.Designated staff will collaborate with Local Mental Health Agency (LMHA) and
administrators to initiate community support services for the impacted school(s).

6. Review of Suicide Intervention Actions

6.1. Persons may request a school district to review the actions of a school in responding to
suicidal concerns by contacting the appropriate level director.

6.2. Any review would be reflective of a student’s state and federal rights including those under
HIPAA and FERPA as well as employee confidentiality laws.

Revision History:

Date Description

9/23/19 New policy

9/30/19 See archive for more revision history

10/21/21 Changed Suicide Risk Assessment to Suicide Prevention
Protocols and minor updates throughout.

Approved By: Cabinet
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PROCEDURE
Suicide Prevention Protocol Preface
QUALITY ASSURANCE MODEL INS-P037

SALEM-KEIZER SCHOOL DISTRICT

Procedures are continually revised and improved. For the most recent version, please visit https://salkeiz.sharepoint.com/gam/SitePages/Home.aspx

1.0 SCOPE:
1.1 This procedure is a preface to the Suicide Prevention and Intervention Protocols.
2.0 PROCEDURE:

2.1 Salem-Keizer Public Schools (SKPS) values every students’ social-emotional health and wellbeing as well
as their academic success. The Suicide Prevention Protocol (SPP) process focusses on prevention,
intervention, and postvention supports for students who are experiencing suicidal thoughts or behaviors.
The purpose of the SPP is to provide training, guidance, support to school staff members, increase
student safety by collaborating with students and families, assist in safety planning, and provide linkages
to community resources when necessary.

2.2 SKPS aims to partner with students and families when we are notified of a student concern regarding
suicidal ideation and behaviors. It is our desire to collaborate and ensure a safe and positive school
experience for your student. The administrator, school counselor, and other members of the school’s
support team will implement the SPP process and coordinate with the student’s parent or guardian
regarding community referrals and supports.

2.3 Please refer to the Administrative Policy INS-A038-Suicide Prevention and Intervention (available in
multiple languages), and Work Instructions INS-W054-In-School Suicide Attempts and INS-W055-Out of
School Suicide Attempts.

2.4 If you have questions or concerns, please contact the school counselor. Below are community
organizations that provide crisis mental health and suicide prevention supports. If your student is
experiencing an emergency, please call 911.

2.4.1  Marion County Youth and Family Crisis
2.4.1.1 (503) 576-4673
2.4.2  Psychiatric Crisis Center
2.4.2.1 (503) 585-4949
2.4.3 Polk County Mental Health
2.4.3.1 (503) 623-9289 and after-hours phone number 1(800) 560 - 5535
2.4.4 National Suicide Prevention Lifeline/Lines for Life:
2.4.4.1 1-800-273-8255
2.45 Red Nacional de Prevencion del suicidio:
2.4.5.1 1-888-628-9454
2.4.6 Deaf and Hard of Hearing:
2.4.6.1 1-800-799-4889

2.4.7 Oregon YouthLine:

Revised Date: 9/20/21 DOC#: INS-P037 Page 1 of 2
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PROCEDURE

Suicide Prevention Protocol Preface
QUALITY ASSURANCE MODEL INS-P037

SALEM-KEIZER SCHOOL DISTRICT

2.4.7.1 877-968-8491 or Text ‘teen2teen’ to 839863 - Teens are available to help daily from 4-10pm
Pacific Time (adults are available by phone at all other times). YouthLine is a free,
confidential teen-to-teen crisis and help line.

2.4.8 Trevor Project:
2.4.8.1 Trevor Project: 866-488-7386 (available 24/7) or Text START to 678678 (Mon.-Fri 12-7pm)
3.0 ASSOCIATED DOCUMENTS:

3.1 INS-A038-Suicide Prevention and Intervention (available in multiple languages),

3.2 INS-WO054-In-School Suicide Attempts

3.3 INS-W055-0Out of School Suicide Attempts.

4.0 REVISION HISTORY:

Date Description

9/20/21 New procedure

5.0 APPROVAL AUTHORITY:

5.1 Assistant Superintendent

Signature Date

Revised Date: 9/20/21 DOC#: INS-P037 Page 2 of 2
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SUGGESTED CITATION:

CDC. (2022). Suicide Prevention Resource for Action: A
Compilation of the Best Available Evidence. Atlanta, GA:
National Center for Injury Prevention and Control,
Centers for Disease Control and Prevention.




Suicide
Prevention

RESOURCE FOR ACTION

A Compilation of the Best Available Evidence

2022

Division of Injury Prevention
National Center for Injury Prevention and Control
Centers for Disease Control and Prevention

Centers for Disease Control and Prevention
Rochelle P. Walensky, MD, MPH
DIRECTOR

National Center for Injury Prevention and Control
Christopher M. Jones, PharmD, DrPH, MPH
ACTING DIRECTOR

Division of Injury Prevention
Judith R. Qualters, PhD, MPH
DIRECTOR






contents

OVEIVIBW ... e 10
About the Suicide Prevention Resource for Action .............. 11
Preventing Suicide Is a Priority..........coooviiiiiiiiiiiiiiinns 12
Contextual and Cross-Cutting Themes..........c.ccovvviiiininnn.. 17
Assessing the Evidence .........cooiiiiiiiiiiiiiie 20

Strengthen Economic SUPPOrts .........covviiiiiiiiiiiiiiiinns 22

Create Protective Environments ...t 28

Improve Access and Delivery of Suicide Care........................ 36

Promote Healthy Connections................cooooiiiiiiiiiiiiin., 42

Teach Coping and Problem-Solving Skills ............................. 48

Identify and Support People at Risk..................oooiiiiiinnnn. 56

Lessen Harms and Prevent Future Risk .............................. 68

Collaboration and Partnerships................cooooiiiiiiiiiin, 74

Monitoring and Evaluation ..................coooiiiiiiiiiiiii 78

CONCIUSION ...t 82

ReferenCes. ... .o 84

Appendix: Summary of Strategies and
Approaches to Prevent Suicide...............coooiiiiiiiiiiinnn., 100



Contributors

The 2022 Suicide Prevention Resource for Action (Prevention Resource, for short) is an update to the 2017 Preventing
Suicide: A Technical Package of Policy, Programs, and Practices. It was a collaborative effort between the National
Center for Injury Prevention and Control/Division of Injury Prevention and the Prevention Institute (Cooperative
Agreement #NU380T000305). We thank the following individuals who contributed to the development or design
of this new Prevention Resource (listed in alphabetical order):

2022 Update Contributors

Adam Miller, PhD, RTI International

Alexis Captanian, MUP, Prevention Institute

Alisha Somji, MPH, Prevention Institute

Anna Yaros, PhD, RTI International

Becky Durocher, BA, RTI International

Carmen Goman, PhD, Centers for Disease Control and Prevention
Deb Stone, ScD, MSW, MPH, Centers for Disease Control and Prevention
Elizabeth Gaylor, MPH, Centers for Disease Control and Prevention
Jing Wang, MD, Centers for Disease Control and Prevention

John Richardson, PhD, RTI International

Julie Seibert, PhD, RTI International

Karin Mack, PhD, Centers for Disease Control and Prevention
Kesha Hudson, PhD, RTI International

Laura Welder, DrPH, Centers for Disease Control and Prevention
Leslie Dorigo, MA, Centers for Disease Control and Prevention
Lisa Hines, MPH, Centers for Disease Control and Prevention
Melissa Brown, DrPH, Centers for Disease Control and Prevention
Natalie Lennon, MPH, Centers for Disease Control and Prevention
Nia West-Bey, PhD, Center for Law and Social Policy

Paul Geiger, PhD, RTI International

Sara Hairgrove, BA, RTI International

Sheila Savannah, MA, Prevention Institute

2017 Authors

(Centers for Disease Control and Prevention)

Deb Stone, ScD, MSW, MPH
Kristin Holland, PhD, MPH
Brad Bartholow, PhD

Alex Crosby, MD, MPH
Shane Davis, PhD

Natalie Wilkins, PhD



2022 External Reviewers

Adam Chu, Education Development Center, Inc.,
Suicide Prevention Resource Center and Zero
Suicide Institute

Allison Foust, Utah Department of Human Services

Anna Goday, Center on Wage and Employment
Dynamics, Institute for Research on Labor and
Employment, University of California, Berkeley

Anthony Spirito, Alpert Medical School of Brown
University

Benjamin F. Miller, Well Being Trust

Brian Ahmedani, Center for Health Policy & Health
Services Research, Behavioral Health Services,
Henry Ford Health System

Carol Ruddell, Utah Division of Substance Abuse and
Mental Health

Colleen Carr, Education Development Center, Inc.,
National Action Alliance for Suicide Prevention

Dana Richardson, Community Health Improvement
Partners / San Diego County Suicide Prevention
Council

David Jobes, Suicide Prevention Laboratory, The
Catholic University of America

Doreen Marshall, American Foundation for Suicide
Prevention

Elaine de Mello, National Alliance on Mental Iliness
New Hampshire

Elaine Frank, Dartmouth College

Elly Stout, Education Development Center, Inc., Suicide

Prevention Resource Center
Isha Weerasinghe, Center for Law and Social Policy

Jamie Freeny, Mental Health America of Greater
Houston

Jei Africa, Behavioral Health and Recovery Services,
Marin County

Jennifer Hughes, Center for Depression Research and
Clinical Care, UT Southwestern Medical Center

Jerry Tello, National Compadres Network

Jill Harkavy-Friedman, American Foundation for

Suicide Prevention

Joan Asarnow, UCLA Youth Stress & Mood Program

and SAMHSA Center for Trauma-Informed
Adolescent Suicide, Self-Harm & Substance Abuse
Treatment & Prevention

Joel Dubenitz, Division of Behavioral Health Policy,

Office of Behavioral Health, Disability, and Aging
Policy, Office of the Assistant Secretary for Planning
and Evaluation, U.S. Department of Health and
Human Services

Kurt Michael, Appalachian State University and
Journal of Rural Mental Health

Lisa Horowitz, National Institute of Mental Health, NIH
Nzinga Khalid, Prevention Institute

Peter Wyman, Child and Adolescent Psychiatry
Division, University of Rochester School of Medicine

Quinn R. Lewandowski, University of Nebraska Public
Policy Center, Nebraska State Suicide Prevention
Coalition

Richard McKeon, Suicide Prevention Branch,
Substance Abuse and Mental Health Services
Administration

Ruben Cantu, Prevention Institute
Shelina Davis, Louisiana Public Health Institute
Shelli Stephens-Stidham, Safe States Alliance

Stephen O’Connor, Suicide Prevention Research
Program, Division of Services and Intervention
Research, National Institute of Mental Health, NIH

* The experts above are listed with their affiliations at the
time this document was reviewed.



Overview




This resource is
intended to help
communities

and states learn
about the best
available evidence
for suicide
prevention.

Suicide Can Be Prevented

Like most public health problems, suicide is preventable.’ The National Center
for Injury Prevention and Control's vision of “No lives lost to suicide” relies on
implementing a comprehensive public health approach to prevention. These
efforts rely on timely data and evidence, prompting an update of the 2017
Preventing Suicide: A Technical Package of Policy, Programs, and Practices. This
2022 version, now called the Suicide Prevention Resource for Action (or Prevention
Resource, for short), weaves in new evidence that can be implemented and
adapted for the community-specific context.

About the Suicide Prevention
Resource for Action

The Suicide Prevention Resource for Action maintains the features of the 2017
Preventing Suicide: A Technical Package of Policy, Programs, and Practices. It lays
out a core set of strategies to achieve and sustain substantial reductions in a
specific risk factor or outcome, such as suicide.* This resource is intended to

help communities and states learn about the best available evidence for suicide
prevention. Communities and states can pair this information with their local
context and experience to prioritize prevention activities. This resource has three
components. The first component is the strategy or the preventive actions to
achieve the goal of preventing suicide. The second component is the approach
or the specific ways to advance the strategy. This can be accomplished through
policy, programs, and practices, which are the third component and are based on
the evidence for each of the approaches in preventing suicide or its associated
risk factors.

This Prevention Resource represents a select group of strategies based on the
best available evidence to help communities and states focus on prevention
activities with the greatest potential to prevent suicide. These strategies include:

» Strengthen economic supports

» Create protective environments

» Improve access and delivery of suicide care
» Promote healthy connections

» Teach coping and problem-solving skills

» Identify and support people at risk

» Lessen harms and prevent future risk

OVERVIEW 11



Preventing Suicide
Is a Priority

Suicide is a critical public health problem in the
United States (U.S.).>

SUICIDE is a death caused by injuring oneself
with the intent to die.

SUICIDE ATTEMPT is defined as a nonfatal act
when someone harms themselves with any
intent to end their life but does not die as a
result of their actions. A suicide attempt may
or may not result in injury.

In recent years, the urgency to prevent suicide has
heightened as millions of Americans were impacted
by the coronavirus disease 2019 (COVID-19)
pandemic and the overdose epidemic. These two
major crises have taken a mental, emotional,
physical, and economic toll on individuals, families,
and communities.?

Suicide is not caused by any single factor and suicide
prevention will not be achieved by any single strategy
or approach."?®¢ The public health strategies in this
resource focus on preventing the risk of suicide in the
first place and lessening the immediate and long-term
harms of suicidal behavior by helping those in times
of crisis get the services and support they need. These
strategies support the goals and objectives of the
National Strategy for Suicide Prevention, The Surgeon
General’s Call to Action to Implement the National
Strategy for Suicide Prevention, the Action Alliance’s
priority to strengthen community-based prevention,
and the Centers for Disease Control and Prevention’s
(CDC) comprehensive suicide prevention approach.

Partnering across sectors to leverage expertise and
implementing multiple strategies and approaches
that are tailored to cultural needs and strengths

can address the multiple factors associated with
suicide. Commitment, cooperation, and leadership
from public health, mental health, education, justice,
healthcare, social services, business, labor, and
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government, among others, can drive significant
improvements in suicide prevention.

Suicide is highly prevalent

Suicide presents a major challenge to public health in
the U.S. and worldwide. It contributes to premature
death, morbidity, lost productivity, and healthcare
costs."® Suicide was responsible for nearly 46,000
deaths in the U.S. in 2020.” This is about 1 suicide
every 11 minutes.? Suicide is a leading cause of death
for people ages 10-64 years.® Suicide rates rose 30%
from 2000 to 2020, including small declines in 2019
and 2020.71°

Suicide rates vary by age, race/ethnicity, and other
socio-demographic characteristics. In 2020, suicide
was the second leading cause of death for people
ages 10-14 years and 25-34 years, the third leading
cause for people ages 15-24 years, the fourth
leading cause for people ages 34-44 years, the
seventh leading cause for people ages 45-54 years,
and the ninth leading cause for people ages 55-64
years.® Non-Hispanic American Indian or Alaska
Native (AlI/AN) people have the highest suicide
rates, followed by non-Hispanic White people.™
Racism, historical trauma, and long-lasting inequities
such as disproportionate exposure to poverty

have contributed to higher suicide rates among
non-Hispanic Al/AN youth and other groups who
have been marginalized."

Some other population groups disproportionately
impacted by higher-than-average suicide rates include
veterans, people who live in rural areas, and workers
in certain industries and occupations.’'* Transition
periods are also associated with higher risk of suicide.
This includes transitions from work into retirement,
from active-duty military status to civilian status,

from high school to college, and between levels of
healthcare such as from an inpatient psychiatric
hospitalization to outpatient care.’™®

Suicides reflect only a portion of the problem.?°
Substantially more people are hospitalized or treated
in ambulatory settings like emergency departments
for nonfatal self-harm such as suicide attempts or



Suicide is not caused by any
single factor and suicide prevention
will not be achieved by any single
strategy or approach.

not treated at all.* In 2020, 12.2 million American
adults seriously thought about suicide, 3.2 million
planned a suicide, and 1.2 million attempted suicide.?!
According to recent research, between 1991 and
2017, trends in suicidal ideation and planning among
high school students decreased among all sex and
racial and ethnic groups except non-Hispanic students
of multiple races.?? Another recent study found that
trends in suicide attempts among adolescents from
2009-2019 increased overall, and Black students,
both male and female, had the highest prevalence
estimates for suicide attempts.? Disparities in access
to mental health treatment and other factors such

as poverty, historical trauma, and adverse childhood
experiences (ACEs) may contribute to differences

in suicide attempt rates among Black youth.?2 In
addition, young people who identify as lesbian, gay,
or bisexual have a higher rate of suicidal ideation as
compared to their peers who identify as straight. In

2019, suicide attempts were more prevalent among
students who reported having sex with persons of
the same sex or with both sexes (30%) and students
who identified as lesbian, gay, or bisexual (23%).%
Transgender adolescents are at high risk of suicidal
ideation and behavior compared to cisgender
adolescents.*

Suicide is associated with multiple
risk and protective factors

Research indicates that suicide risk varies as a

result of the number and intensity of key risk and
protective factors experienced.?® Suicide occurs

in response to multiple biological, psychological,
interpersonal, environmental, and societal influences
that interact with one another, often over time.32627
The social-ecological model encompasses multiple

levels of focus and considers the complex interplay
between individual, relationship, community, and
societal factors. Characteristics that may increase the
likelihood of suicide across populations include:

OVERVIEW 13


https://www.cdc.gov/violenceprevention/about/social-ecologicalmodel.html

Belonging, safety, dignity, and
hope can support resilience
and healing for individuals
and communities, and protect
against suicide.

» Individual risk factors: Previous suicide attempt,
history of depression and other mental illnesses,
serious illness such as chronic pain, criminal/legal
problems, job/financial problems or loss, impulsive
or aggressive tendencies, substance misuse, current
or prior history of adverse childhood experiences,
sense of hopelessness, violence victimization and/or
perpetration

» Relationship risk factors: Bullying, family/loved
one’s history of suicide, loss of relationships, high
conflict or violent relationships, social isolation

» Community risk factors: Lack of access to
healthcare, suicide cluster in the community, stress
of acculturation, community violence, historical
trauma, discrimination

14 SUICIDE PREVENTION RESOURCE FOR ACTION

» Societal risk factors: Stigma associated with
help-seeking and mental illness, easy access to
lethal means of suicide among people at risk,
unsafe media portrayals of suicide

The presence of risk factors does not predict suicide
or suicide attempts for any given person. Most
individuals who experience risk factors or who
attempt suicide do not die by suicide. The cumulative
effect of several risk factors may serve to increase

an individual's vulnerability to suicidal behaviors.

The relevance of any given risk factor can vary by
age, race, gender, sexual orientation, residential
geography, and socio-cultural and economic
status.3%:28

Protective factors, or those influences that buffer
against the risk for suicide and promote resilience,
can also be found across the levels of the social-
ecological model. Protective factors that improve
resilience include:>2728



» Individual protective factors: Effective coping
and problem-solving skills, reasons for living (for
example, family, friends, pets, etc.), strong sense of
cultural identity

» Relationship protective factors: Support from
partners, friends, and family, feeling connected
to others

» Community protective factors: Feeling connected
to school, community, and other social institutions,
availability of consistent and high quality physical
and behavioral healthcare

» Societal protective factors: Reduced access to
lethal means of suicide among people at risk,
cultural, religious, or moral objections to suicide

These protective factors can either counter a
specific risk factor or buffer against multiple risks
associated with suicide. Belonging, safety, dignity,
and hope can support resilience and healing

for individuals and communities, and protect
against suicide.?

Suicide, ACEs, and substance use
are connected

Exposure to violence is associated with increased risk
of depression, post-traumatic stress disorder, anxiety,
suicide attempts, and suicide. Types of violence could
include child abuse and neglect, bullying, peer violence,
dating violence, sexual violence, and intimate partner
violence.**37 ACEs, such as physical, sexual, and
emotional abuse, or living in homes with violence,
mental illnesses, or substance misuse, are also
associated with increased risk for suicide attempts and
suicide.?33® The effects of ACEs are often cumulative.
Experiencing more ACEs is associated with greater risk
for future poor outcomes when compared to people
with fewer ACEs.*

Unemployment, poverty, and lower educational
attainment are overlapping risk factors for ACEs,
substance misuse, and multiple forms of violence
and suicide,*4! which suggests that efforts to prevent

these related issues may also prove beneficial in
preventing suicide.*>** Similarly, many protective
factors overlap and may be shared. Connectedness to
one's community,* school,* family,*” caring adults,*%4°
and pro-social peers® can enhance resilience and help
reduce risk for suicide and different forms of violence.

Substance use disorders and suicide risk are
associated.”*? For example, in a study using the
National Death Index data and treatment data from
electronic health records of 5 million veterans,
researchers found diagnosis of substance use
disorder was associated with increased suicide risk.>
Drinking alcohol at an early age, heavy drinking, and
mild to severe alcohol use disorder can all lead to
increases in suicidal ideation.>* The relationship is
also cyclical. Losing a loved one to overdose or suicide
during childhood can increase the risk for overdose
or suicide later in life.>

Suicide has far-reaching impacts

Suicide and suicide attempts can contribute to lasting
impacts on individuals, families, and communities.>®>°
Studies estimate that the number of individuals
impacted by a single suicide attempt ranges from
135-456 individuals.®*¢' Other studies have found that
48-58% of adults in the U.S. know at least one person
over their lifetime who died by suicide.®%2 Research
also indicates that people with lived experience, such
as having attempted suicide, having suicidal thoughts,
or having experienced the loss of a friend or family
member to suicide, may suffer long-term health and
mental health consequences, such as anger, guilt, and
physical impairment.®>¢ Survivors of a loved one’s
suicide may experience ongoing pain and suffering
including complicated grief,”-%° stigma, depression,
anxiety, post-traumatic stress disorder, and increased
risk of suicidal ideation and suicide.®*’*72 The economic
toll of suicide on society is immense as well. Suicide
cost the U.S. more than $460 billion and self-harm
$26 billion in 2019.7274
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STRATEGIES AND APPROACHES

to achieve and sustain substantial reductions in suicide

STRATEGY

APPROACH

©

®
®6

&jullll

(&

O Strengthen
Economic Supports

@ Create Protective
Environments

© Improve Access
and Delivery of
Suicide Care

O Promote Healthy
Connections

0@ Teach Coping and
Problem-Solving Skills

0 Identify and Support
People at Risk

@ Lessen Harms and
Prevent Future Risk

* Improve household financial security
* Stabilize housing

* Reduce access to lethal means among persons
at risk of suicide
* Create healthy organizational policies and culture
* Reduce substance use through community-based
policies and practices

+ Cover mental health conditions in health
insurance policies

* Increase provider availability in underserved areas

* Provide rapid and remote access to help

* Create safer suicide care through systems change

* Promote healthy peer norms
+ Engage community members in shared activities

* Support social-emotional learning programs
* Teach parenting skills to improve family relationships
* Support resilience through education programs

* Train gatekeepers

* Respond to crises

* Plan for safety and follow-up after an attempt
* Provide therapeutic approaches

* Intervene after a suicide (postvention)
* Report and message about suicide safely
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Contextual and
Cross-Cutting Themes

Synergistic strategies and approaches

The strategies and approaches in this resource can
have complementary and synergistic impacts. They
are intended to impact community and societal levels
as well as individual and relationship levels. They

can work in combination and reinforce each other

to prevent suicide (see summary box at left).

Each strategy has a specific focus, but the strategies
are not mutually exclusive. For instance, some
programs that teach skills like emotional regulation
and conflict resolution fall under the Teach Coping

and Problem-Solving Skills strategy but also include
components to change peer norms, which falls under
the Promote Healthy Connections strategy. However, the
primary focus of these programs is to provide children
and youth with coping and problem-solving skills

to resolve problems in relationships, in school, and
with peers and to help youth address other negative
influences such as substance use.

Comprehensive action

The overarching goal of this resource is to stress

the importance of comprehensive prevention

efforts. Comprehensive suicide prevention includes
preventing suicide risk, supporting those at increased
risk of suicide, preventing reattempts, and supporting
survivors of suicide loss. Programs, practices, and
policies that span multiple sectors and influence
multiple levels of the social ecology are more likely to
have a greater effect on the overall burden of suicide.

Assessing local context, needs,
and strengths

The effectiveness of the programs, policies, and
practices identified here will depend on how well they
are implemented and the level of participation from
partners and communities. Practitioners in the field
and community members are valuable resources for
assessing needs and strengths and making decisions
about the combination of approaches that are best
suited to their community context. Community
members can also advance health equity by including
and amplifying the voices of underserved populations
and assisting with cultural adaptations of prevention

OVERVIEW 17



Practitioners in the field and
community members are
valuable resources for assessing
needs and strengths and making
decisions.

strategies and approaches that may increase
acceptability and effectiveness. Multiple strategies
and approaches tailored to the social, economic,
cultural, and environmental context will increase the
likelihood of developing individual and community
resilience and removing barriers to supportive and
effective care.?

Data-driven strategic planning with engagement from
multi-sectoral partners can help communities with
decision-making.”>7” This planning process guides its
members through activities designed to address the
range of risk and protective factors specific to the
community using programs, practices, and policies
with the best available evidence. Strategic planning
can also be used to monitor implementation, track
outcomes, and adjust as indicated by the data.

The community's readiness to plan, implement,

and evaluate prevention efforts can also influence

18 SUICIDE PREVENTION RESOURCE FOR ACTION

program effects. Implementation guidance to assist
practitioners, organizations, and communities is
available through the Action Alliance’s Transforming
Communities: Key Elements for the Implementation of

Comprehensive Community-Based Suicide Prevention

and the Suicide Prevention Resource Center.”®”® The

Prevention Institute’s Suicide Prevention Modules®

offer specific guidance for suicide prevention planning
in the context of catastrophic events.

Collaboration

A comprehensive approach to suicide prevention
includes multi-sectoral partnerships as no agency
or sector can accomplish suicide prevention on its
own. Such partnerships include allies in the public
and private sectors like public health, mental health,
healthcare, education, employment/labor, housing,
social services, business, and others. Public health
agencies are well-positioned to bring leadership and
resources to implement strategies. The role of other
sectors in implementation is described in the section
on Collaboration and Partnerships.


https://theactionalliance.org/resource/transforming-communities-key-elements-implementation-comprehensive-community-based-suicide
https://theactionalliance.org/resource/transforming-communities-key-elements-implementation-comprehensive-community-based-suicide
https://theactionalliance.org/resource/transforming-communities-key-elements-implementation-comprehensive-community-based-suicide
https://sprc.org/effective-prevention/strategic-planning
https://preventioninstitute.org/suicide-prevention/modules

The COVID-19 Pandemic
and Suicide Prevention

The COVID-19 pandemic created

unprecedented challenges for communities.

Some experts noted that COVID-19 created

the “perfect storm” for increased suicide

risk due to the consequences of physical/

social distancing, increases in economic

stressors, decreased access to mental health

treatment, and decreased access to typical

routines and support systems.®"83 Prior

public health crises were associated with

increased suicide risk among some populations. Studies suggest increased suicide rates during the
1918-1920 influenza pandemic in the U.S. and in Taiwan and among older adults in Hong Kong during
the 2003 severe acute respiratory syndrome pandemic.842¢

At the time of this writing (while the world is deeply embedded in the COVID-19 pandemic), it is too
early to assess the full impact of the COVID-19 pandemic on suicide. While overall suicide rates declined
in 2019 and 2020, they increased among some populations.” Studies showed increases in mental
distress and substance use for some populations during the pandemic.8”8° A CDC study conducted in
June 2020 indicated that U.S. adults reported significant mental health distress related to COVID-19.%
The study also showed that specific sub-populations, including younger adults, people from racial

and ethnic minority groups, essential workers, and unpaid adult caregivers, reported experiencing
disproportionately worse mental health outcomes, increased substance use, and increased suicidal
ideation. Early evidence among older adults paints a different picture. A qualitative study of older
adults with pre-existing depression showed no difference in depression, anxiety, and suicidal ideation
symptom scores. Instead, older adults exhibited resilience and increased use of technology to connect
virtually with social supports.?®

Organizations are developing strategies to respond to the potential risk presented by COVID-19. For
example, telehealth is being used to identify, assess, and treat individuals who are at risk for suicide.
Evidence-based suicide prevention programs, such as Collaborative Assessment and Management of
Suicidality, have been adapted for use with telehealth to support higher demand for mental health
services.” The effectiveness of telehealth as a treatment modality has been deemed as equivalent to
in-person treatment for many mental health diagnoses, including post-traumatic stress disorder and
depression, but the effectiveness for specific suicide interventions is less clear at this time.>94 The
effectiveness of using telehealth alongside existing suicide prevention strategies is a new area of study,
as is consideration for access to technology among people who are at increased risk for suicide.

The Action Alliance has convened diverse sectors to coordinate the Mental Health and Suicide

Prevention National Response to COVID-19 to create sustainable and comprehensive solutions to the
mental health impacts of the COVID-19 pandemic. The National Response is a public-private partnership
engaging leaders from academia, business, government, nonprofits, non-governmental organizations,

healthcare, public safety, and media and entertainment.>>°
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Assessing the Evidence

This Suicide Prevention Resource for Action includes
policies, programs, and practices with evidence

of impact on suicide, suicide attempts, or risk or
protective factors. It has been updated from the
original 2017 Preventing Suicide: A Technical Package
of Policy, Programs, and Practices through a review of
suicide-related literature published from 2016-2020
and with input from subject matter experts and state
and community leaders. Evidence for inclusion had to
meet at least one of the following criteria:

» meta-analysis or systematic review showing
impact on suicide,

» evidence from at least one rigorous evaluation
study (e.g., randomized controlled trial or quasi-
experimental design with a control group or
multiple pre- and post-assessments) that found
significant preventive effects on suicide,

» meta-analysis or systematic review showing impact
on risk or protective factors against suicide, or

» evidence from at least one rigorous evaluation
study that found significant impacts on risk or
protective factors against suicide. International
studies were included if they were written in English
and could potentially be implemented in the U.S.
context. In evidence sections below, the study
locations are listed for studies conducted outside
the U.S.

Some approaches do not yet have research evidence
demonstrating impact on suicide rates but are
supported by evidence indicating impacts on risk or
protective factors against suicide. Programs that have
demonstrated effects on suicide or suicide attempts
provide a higher level of evidence, but the evidence
base is not that strong in all areas. For instance,

20 SUICIDE PREVENTION RESOURCE FOR ACTION

less evaluation has been done on the effects of the
community engagement and family programs on
suicidal behavior. The approaches provided in this
resource that have effects on risk or protective factors
related to suicidal behaviors reflect the developing
nature of the evidence base and use of the best
available evidence at a given time.

Importantly, significant heterogeneity in the nature
and quality of the available evidence often exists
among the policies, programs, or practices in a given
strategy or approach. Not all policies, programs, or
practices that utilize the same approach are equally
effective, and even those that are effective may not
work across all populations. Tailoring programs for
specific populations that are culturally relevant and
conducting more evaluations may be necessary to
address different population groups. The policies,
programs, and practices included in the resource

are not intended to be a comprehensive list for each
approach but rather serve as examples that have shown
impact on suicide or suicide risk or protective factors.
Learning modules from the Prevention Institute are
available to guide state and community leaders in
adapting and applying the evidence to meet local
community needs.

Each chapter shares evidence from published
literature that was confirmed by experts for each of
the seven suicide prevention strategies. They include
the rationale for the strategy, an overview of the broad
approaches, potential outcomes resulting from the
strategy and approaches, and evidence citations for
each of the approaches. Finally, a section on future
directions describes where additional studies are
being conducted or need to be conducted to expand
the evidence and identify additional approaches.


https://preventioninstitute.org/suicide-prevention/modules

Informing Policy

Policies have the potential to influence conditions
and behaviors related to suicide. Informing policy is a
nuanced process and steps may differ depending on
what sector the policy will target (e.g., organizational,
public, state, local). Certain restrictions may apply

to use of federal and other funding sources. Always
seek the advice of a qualified professional with any
questions pertaining to your specific organization or
governmental entity.

This Prevention Resource is provided for informational
purposes. Note that certain restrictions apply to the
use of CDC funds for impermissible lobbying or
attempts to influence policy. For more information
concerning such restrictions, see the Anti-Lobbying
Restrictions for CDC Grantees.
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Strengthen

ECconomic SUpports




Providing
economic support
may reduce stress,
anxiety, and the
potential for a
crisis, thereby
preventing risk

of suicide.

Rationale

Historical trends in the U.S. indicate that suicide rates increase during economic
recessions marked by high unemployment rates, job losses, and economic
instability and decrease during economic expansions and periods marked by
low unemployment rates, particularly for working-age individuals 25-64 years
old.””*71% Economic and financial strain may increase an individual's risk for
suicide or may indirectly increase risk by exacerbating existing physical and/

or mental illnesses.'?"% Financial strains could include job loss, long periods of
unemployment, poverty, reduced income, difficulty covering medical, food, and
housing expenses, and even the anticipation of such financial stress. Evictions
and homelessness are also related to suicide.””' Reducing these stressors can
potentially buffer suicide risk. For example, strengthening economic support
systems can help people stay in their homes or obtain affordable housing. They
may also pay for necessities such as food and medical care, job training, childcare,
and other expenses required for daily living. Providing economic support may
reduce stress, anxiety, and the potential for a crisis, thereby preventing risk

of suicide. More research is needed on how economic factors interact with
other factors to increase suicide risk, but the available evidence suggests that
strengthening economic supports may be one opportunity to buffer suicide risk.

Approaches

Economic supports for individuals and families can be strengthened by increasing
household financial security and ensuring stability in housing during periods of
economic stress.

Improve household financial security

This approach can buffer the risk of suicide by providing individuals with the
financial means to lessen the stress and hardship associated with a job loss or
other unanticipated financial problems. The provision of unemployment benefits
and other forms of temporary assistance, livable wages, medical benefits, and
retirement and disability insurance to help cover the cost of necessities or to
offset costs in the event of disability are examples of ways to strengthen
household financial security.

Stabilize housing

This approach seeks to keep people in their homes and provides housing options
for those in need during times of financial insecurity. Housing stabilization

may occur through programs that provide affordable housing to those who

are experiencing homelessness or are at risk of homelessness. It could happen
through government subsidies, loan modification programs, and financial
counseling services to help minimize the risk or impact of foreclosures and eviction.
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Potential Outcomes

Potential outcomes include
reductions in:

» Financial stress

» Emotional distress

» Poverty

» Foreclosure and eviction rates
» Suicide

Evidence

Evidence suggests that strengthening household
financial security and stabilizing housing can reduce
suicide risk.

Improve household financial security

Some studies have shown that unemployment
insurance benefits may offset the relationship
between unemployment and suicide. One study found
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that an increase in the maximum benefits allowed
through unemployment insurance was protective
against increasing suicide rates during times of
increased unemployment.'® This was particularly
the case among those ages 20-34. Another study in
the U.S. examined recipiency rates (the percentage
of unemployed individuals receiving unemployment
insurance benefits) by state over time and found that
this was also related to reduced suicide rates but
only among men, non-Hispanic White Americans,
and those ages 45-64 years.'%

Other unemployment support practices.
Government municipalities in Japan implemented

a broad community-based intervention that
provided both financial and non-financial support to
unemployed individuals, such as consultations about
unemployment, bankruptcy, debt problems, and
human resource training.’® Researchers found that
this comprehensive intervention reduced suicide rates
among older males. A meta-analysis of the impact

of unemployment support practices (in studies from
the U.S., the United Kingdom, Spain, Australia, and


https://www.benefits.gov/benefit/91
https://www.benefits.gov/benefit/91

Finland) found that job skills training or group support
interventions reduced levels of depressive symptoms,
a suicide risk factor, particularly among those at
highest risk for clinical depression.’””

Other household financial security measures.
One study in the U.S. found that state suicide rates
decreased as per capita spending increased on
total transfer payments, medical benefits, and

family assistance such as Temporary Assistance for

Needy Families.'® Researchers estimated 3,000
fewer suicides would occur nationally per year if
every state increased its per capita spending on
these types of assistance by $45 per year.'%

A more rigorous evaluation was carried out in
Indonesia examining the impact of cash transfer
payments on suicide rates.'” The program offered
conditional cash transfers of 10% of the household'’s
annual consumption for six consecutive years in
subdistricts with high levels of poverty. Results

indicated that the cash transfers reduced annual
suicide rates by 18% in the participating subdistricts.

Other household benefits that may impact suicide
rates in the U.S. are state supplements to federal
earned income tax credits, Supplemental
Nutrition Assistance Program (SNAP) participation,
and Social Security early retirement benefits."'%""3
Two independent studies found that states that

supplemented the federal earned income tax credit at
10% or more had a 3-4% reduction in suicide rates
compared to states with no state supplement.'"2
Another study estimated that a 1% increase in SNAP
participation could result in approximately 7,000
fewer suicide deaths."3 A fourth study indicated that
early access to Social Security benefits reduced suicide
rates by 7-8% among those turning 62 years of age.""°

Finally, there is growing evidence that increasing
minimum wages may reduce suicide rates. One
study in the U.S. estimated that a $1 increase in
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Programs offering support for

individuals and families threatened
by potential eviction or foreclosure
may help prevent suicide.



minimum wages was associated with a 2% decrease
in annual suicide rates."* Two other studies examined
the impact among those with a high school education
or less. The first study found that a 10% increase in
minimum wages was related to a 2.7% decrease in
non-drug suicide deaths among those with a high
school education or less.'? A second study indicated
that a $1 increase in minimum wages was associated
with a 6% decrease in suicide rates.""® Increasing
minimum wages can help minimize the disparities
between increased suicide rates among those of
lower versus higher socioeconomic status.'®

Stabilize housing

A longitudinal analysis of the association between
suicides and foreclosures demonstrated that as the
proportion of foreclosed properties increased, so did
the state suicide rate, particularly among working-
aged adults.”” Another study analyzing data from

16 U.S. states found that suicides associated with
home foreclosures and evictions increased more

than 100% from before the housing crisis began in
2005 to after it peaked in 2010.%7 Most of the suicides
occurred prior to the actual loss of the person’s home.
Programs offering support for individuals and families
threatened by potential eviction or foreclosure may
help prevent suicide.

A particularly understudied area is the impact of
financial assistance and eviction support on suicide
risk for individuals with lower incomes who rent
rather than own a home. Studies have not found

that rent assistance can reduce suicide, but there is
an association between financial assistance programs
for renters with lower incomes in the U.S. and United
Kingdom and self-reported depression, a suicide

risk factor.118119

Programs that offer low-barrier housing for
individuals experiencing chronic homelessness
may also help reduce suicide. Housing First is

one such program.'? One study in Canada found
individuals with alcohol problems who entered
Housing First experienced a 43% reduction in severity

of suicidal ideation after two years.' A more rigorous
randomized controlled trial done in Canada among
individuals experiencing homelessness with major
mental health illnesses also observed decreases in
suicidal ideation over two years. However, this impact
was not substantially different from a control group
who were referred to existing community supports.'??

The Veterans Health Administration’s programs
for homeless veterans significantly reduced both
all-cause and suicide mortality among veterans
self-reporting housing instability. These programs
included:

» Emergency housing services such as Health Care
for Homeless Veterans and Safe Haven programs
» Rapid rehousing and homelessness prevention
programs such as Supportive Services for Veteran
Families
» Permanent supportive housing programs such
as the U.S. Department of Housing and Urban
Development-Veterans Affairs Supportive Housing
» Transitional housing'

Future Directions

Evidence is still accumulating around many
approaches for strengthening economic supports
and their relationship with suicide. Many studies
show promising correlations between the
interventions and the outcomes at the population
level. This evidence can be strengthened as states
and communities continue to monitor changes
and impacts using rigorous study designs.
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Create Protective

Environments




Rationale

Prevention efforts that focus on changes to the environment can increase the
likelihood of positive behavioral and health outcomes.'? Creating environments
that address risk and protective factors where individuals live, work, and play can
help prevent suicide."'?> Suicide rates are high among middle-aged adults who
comprise about 43% of the workforce;'? among certain occupational groups;'>'%
and among people in detention facilities such as jails or prisons.'?® Settings
where these populations work and reside are ideal for implementing policies,
programs, and practices to buffer against suicide. Implementing supportive
policies can change organizational culture by changing social norms, encouraging
help-seeking, and demonstrating that health and mental health are valued.'?*%0
Modifying characteristics of the physical environment such as access to lethal
means among people at risk can prevent harmful behavior and reduce suicide
Creating rates, particularly in times of crisis or transition.!313¢

environments
that address risk Approaches
and protective

The current evidence suggests three potential approaches for creating
factors where environments that protect against suicide.

individuals live,
Reduce access to lethal means among persons

work, and play at risk of suicide
can help prevent Means of suicide such as firearms, hanging or suffocation, or jumping from
suicide heights provide little opportunity for rescue. These means have high case-fatality

rates. Almost 90% of people who use a firearm in a suicide attempt die from
their injury.’®” Research also indicates that the interval between deciding to act
and attempting suicide can be as short as 5 or 10 minutes'®1% and people tend
not to substitute a different method when a highly lethal method is unavailable
or difficult to access.™*'“2 Reducing access to lethal means among people at risk
and increasing the time interval between deciding to act and the suicide attempt
can be lifesaving. The following are examples of approaches intended to reduce
access to lethal or available environmental means for persons at risk of suicide:

» Interventions to reduce readily accessible environmental means. A person’s
environment can significantly influence the accessibility of lethal suicide means.
Places where suicides may take place relatively easily include tall structures (such
as bridges, cliffs, balconies, and rooftops), railway tracks, or isolated areas.
Efforts to prevent suicide at these locations include erecting barriers or limiting
access to prevent jumping and installing signs and telephones to encourage
individuals who are considering suicide to seek help.'3147

» Safe storage practices and policies. Safe storage of medications, firearms,
and other household products can reduce the risk for suicide by separating
individuals at elevated risk of suicide from easy access to lethal means. Such
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practices may include storing firearms in a gun
safe or lock box, unloaded and separate from the
ammunition, and keeping medicines in a locked
box or other secure location. The provision of a
safe storage device may also be combined with
education and counseling about access to lethal
means to enhance safe storage practices.'® Finally,
approaches that effectively limit children’s access
to firearms in the home by enhancing safe storage
practices may help prevent youth suicide.

» Approaches to put time and space between
lethal means and suicidal individuals may help
save lives. Mandatory waiting periods are laws that
delay the possession of firearms for a period of time
after purchase. These laws may help insert time and
space between an individual's impulse or decision
to attempt suicide and an actual suicide attempt.'8

Create healthy organizational policies
and culture

Protective environments that promote positive
behaviors and norms may be implemented in places
of employment, detention facilities, and other
secured environments such as residential settings.
Such policies and cultural values include strong
leadership support of policies and programs and
promote pro-social behavior (such as asking for help),
skill building, and positive social norms among all
people in the organization or setting. These policies
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can also improve access to assessments, referrals,
and helping services such as mental health treatment,
substance misuse treatment, and financial counseling.
Crisis response plans, postvention, and other measures
can also foster a safe physical environment. These
policies and cultural shifts can positively impact
organizational climate and morale to help prevent
suicide and its related risk factors such as depression
and social isolation.130149

Reduce substance use through
community-based policies and
practices

Research studies in the U.S. have found that

greater alcohol availability is positively associated
with alcohol-involved suicides.'™'>2 A review of

the literature found that acute alcohol use was
associated with more than one-third of suicides and
approximately 40% of suicide attempts.’>3 Policies to
reduce excessive alcohol use include zoning to limit
the location and density of alcohol outlets, taxes on
alcohol, and bans on the sale of alcohol for individuals
under the legal drinking age.' Studies have also
revealed a connection between suicide attempts

and other substance misuse, such as opioids.>"'>*
One analysis revealed a dose-response relationship
between suicide and opioids prescribed for pain,
depicting higher suicide rates among those with
higher dose prescriptions.™

Potential Outcomes

Potential outcomes include
increases in:

» safe storage of lethal means, and
> access points to low and no cost help-seeking.

Potential outcomes also include

reductions in:

» stigma associated with mental illness and
suicide-related outcomes,

» suicide, and

» substance-related suicide deaths.



Crisis response plans, postvention,

and other measures can also
foster a safe physical environment.
These policies can positively
impact organizational climate.

Evidence

The evidence suggests that creating protective
environments can reduce suicide and suicide
attempts by increasing the time and space between

a suicidal individual's decision to act and an actual
suicide attempt. As with other strategies, the evidence
is continually evolving. People using this Prevention
Resource may wish to seek out the latest evidence
since release of this publication.

Reduce access to lethal means among
persons at risk of suicide

Interventions to reduce readily accessible
environmental means. Erecting a barrier on the
Jacques-Cartier Bridge in Montreal, Canada, reduced
the suicide rate from people jumping off the bridge

from about 10 suicide deaths per year to about

3 deaths per year."> The reduction in suicides by
jumping was sustained even when all bridges and
nearby sites were considered. This suggests little to
no displacement of suicide deaths to other jumping
sites.’> Similar results were seen at the Bloor Street
Viaduct in Toronto, Canada. Installing a barrier
decreased the average annual deaths by suicide at
the viaduct from 9 to 0.1, with only 1 suicide death
over the 11 years following its installation.'

Safe storage. In a case-control study of firearm-
related events in 37 counties in Missouri, Oregon, and
Washington, and five trauma centers in Washington
and Missouri, researchers found that firearms being
stored unloaded, separate from ammunition, and in
a locked place (or secured with a safety device) was
protective of suicide attempts among adolescents.’*
The Israeli Defense Forces administration enacted a
prevention strategy that included mandatory storage
of soldiers’ firearms on base when soldiers went
home for the weekends. This effort resulted in a
40%-50% decrease in suicide rates of soldiers over
the weekends.™7158
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Counseling on Access to Lethal Means (CALM) is a
suicide prevention program designed to reduce access
to lethal means in times of crisis.’®> CALM was initially
developed for use by mental health providers but

has been tailored for use in emergency departments.

The Emergency Department Counseling on Access to
Lethal Means (ED CALM) was used to train psychiatric
emergency clinicians in a large children’s hospital to
provide lethal means counseling and safe storage
boxes to parents of patients under age 18 receiving
care for suicidal behavior. In a pre-post quality
improvement project, Runyan and colleagues found
that 76% of the 55% of parents who were followed
up with (n = 114) reported that all medications in

the home were locked as compared with fewer than
10% at the time of the initial emergency department
visit.'® Among parents who indicated the presence
of guns in the home at pre-test (67%), all (100%)
reported guns were currently locked at post-test.'!

Another study evaluated a CALM implementation
program with case managers to understand the
impact of the training on service providers. Case
managers reported that most beliefs, attitudes, and
behavioral intentions about counseling clients and
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families on lethal means improved after the training.
Most participating providers believed CALM provided
them with concrete ideas to use in their work (78%),
and it addressed an important, often overlooked
aspect of suicide prevention (77%)."°

A CALM online training is available to the public on
the Suicide Prevention Resource Center (SPRC; listed
under Resources and Programs). This video describes

a CALM partnership between National Center for
Injury Prevention and Control's Core State Violence
and Injury Prevention Program and Injury Control
Research Centers.

Approaches to put time and space between lethal
means and suicidal individuals. A review of child
access prevention laws concluded that they have
been associated with lower rates of youth firearm
self-injury and suicide.'* These laws, called CAP laws,
are intended to limit a child’s access to firearms within
the home. Two types of CAP laws exist: those that
hold the firearm owner liable for directly providing the
firearm to a minor (recklessness laws) and those that
hold the firearm owner liable for the unsafe storage of
the firearm (negligence laws). In a study of state-level


https://www.sprc.org/resources-programs/calm-counseling-access-lethal-means
https://sprc.org/resources-programs
https://www.youtube.com/watch?v=0zoFy9RK4VU

CAP firearm laws throughout the U.S. between
1991-2016, negligence CAP laws were associated with
a 12% relative reduction in firearm suicides among
children and youth under 15 years old.'®® However,
authors acknowledge that due to the study design,
the results cannot be used to indicate causality and
that residents’ awareness of these laws in a particular
state is unknown. Some research suggests that gun
owners are often not aware of negligent storage CAP
laws in their state and that the presence of the law is
not associated with a significant difference in storage
practices.' Lastly, the results do not account for
differences between states, misclassification in the
data, or enforcement of CAP laws.™®°

Other policies to put time and space between lethal
means and people with suicidal thoughts or intent
include mandatory waiting periods. A systematic
review concluded that there is “moderate” evidence
(i.e., two or more studies found significant effects in
the same direction and no contradictory evidence was
found in other studies with stronger methods) that
mandatory waiting periods are associated with lower
firearm suicide rates.’*® As above, causality cannot

be inferred due to the correlational nature of the
study design, and the extent to which laws impacted
individuals directly is unknown. Also, the effects of
waiting periods can be limited because they are likely
to only have protective benefits for those who do not
already own a firearm, and the possibility remains
that waiting periods might only delay suicide for some
individuals.'®

Create healthy organizational policies
and culture
The United States Air Force Suicide Prevention

Program is an example of healthy organizational
policies and culture.'s The program includes 11

policy and education initiatives and was designed to
change the culture within the Air Force surrounding
suicide. The program uses leaders as role models
and agents of change, establishes expectations

for behavior related to awareness of suicide risk,
develops skills and knowledge in the population

through education and training, and investigates
every suicide to understand what contributed to the
death.'®3 Researchers using a time-series design found
the program was associated with a 33% relative risk
reduction in suicide.’®® A longitudinal assessment of
the program over the period 1981-2008 (16 years
before the 1997 launch of the program and 11 years
after the launch) found significantly lower suicide
rates after the program was launched than before.?
These effects were sustained over time, except in
2004, which the authors found was associated with
less rigorous implementation of the program.'®

Together for Life is a workplace program the
Montreal Police Force implemented to address suicide
among officers. Policy and program components
were designed to foster an organizational culture that
promoted mutual support and solidarity among all
members of the force. The program included training
for supervisors, managers, and all units to improve
competencies in identifying suicide risk and use

and awareness of existing resources. The program
also included an education campaign to improve
awareness and help-seeking.'®* Police suicides were
tracked over 12 years and compared to rates in

the control city of Quebec. The suicide rate in the
intervention group decreased significantly by 79%

to a rate of 6.4 suicides per 100,000 population per
year compared to an 11% increase in the control city
(29 per 100,000)."s4 Suicide decreases were evaluated
10 years later in a follow-up study. Results indicated
that the decrease in suicides observed 12 years

after initiation of the Together for Life program were
sustained in the following 10 years of program'’s
operation.'®®

Primary and secondary school-based organizational
initiatives have also demonstrated effectiveness in
improving staff knowledge and confidence recognizing
and properly addressing student self-injury and
suicidality. Strong Schools Against Suicidality and
Self-Injury depicted such results immediately after
implementation of two-day workshops and at six-
month follow-up evaluations (U.S. and Germany).'¢6167
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Correctional suicide prevention that involves
comprehensive policies and practices can reduce
suicide among incarcerated populations through:

» routine suicide prevention training for all staff,

» standardized intake screening and risk assessment,
» provision of shared information between staff
members (especially in transitioning or transferring
of inmates),

varying levels of observation,

safe physical environment,

emergency response protocols,

vV vvyy

notification of suicidal behavior through the chain
of command, and
» critical incident stress debriefing and death review.'#

As a result of this approach, suicide rates among
those incarcerated in 11 state prisons in Louisiana
dropped 46%, from a rate of 23.1 per 100,000 before
the intervention to 12.4 per 100,000 the following
year.'®® Similar programs both in the U.S. and in other
countries have resulted in declines in suicide.’®

Reduce substance use through
community-based policies
and practices

A meta-analysis of over 870,000 participants in cross-
sectional, case-control, and cohort studies identified a
strong relationship between substance use disorders
and suicide-related outcomes, including suicidal
ideation, attempts, and deaths.'”° Several studies
examining reduced alcohol outlet density in the

34 SUICIDE PREVENTION RESOURCE FOR ACTION

U.S., Canada, Denmark, Lithuania, Russia, Slovenia,
Switzerland, Sweden, the United Kingdom, and

the Soviet Union'''75> suggest that such measures
can potentially reduce alcohol-involved suicides.
Additionally, a longitudinal analysis of alcohol outlet
density, suicide mortality, and hospitalizations for
suicide attempts over six years in 581 California

ZIP codes indicated that greater density of bars,
specifically, was related to greater suicide and suicide
attempts, particularly in rural areas.”® Although
correlational, researchers discovered a positive effect
on suicide rates from prescription drug supply
restrictions (as measured by the implementation of
Prescription Drug Monitoring Programs) in locations
with a strong presence of drug treatment facilities and
prescribing of medication-assisted therapy.'”’

Future Directions

Research on how to create protective environments
is ongoing and continually evolving, with evaluations
underway. For example, the Gun Shop Project is
currently active in many states and communities. This
program educates gun shop owners and customers
about how to identify and respond to a customer who
is potentially at risk of suicide.’”®'”® This program was

created by community members, a gun shop owner,
behavioral health and suicide prevention organization
representatives, and public health researchers. Work
is underway to evaluate this program and other
similar programs.

Additional research is needed to replicate and extend
prior studies related to approaches to reduce access
to firearms among persons at risk for suicide. This
research could include evaluations of strategies to
promote and incentivize safe storage practices and to
enhance awareness of relevant laws and programs to
encourage and sustain consistent safe storage. Future
research could also address the evidence limitations
of CAP laws, mandatory waiting periods, and other
policies that are implemented to prevent firearm
suicide but could benefit from additional research

on their effects.™®


https://www.ruralhealthinfo.org/toolkits/suicide/3/new-hampshire-firearm-safety-coalition

Primary and secondary school-

based initiatives have shown
some promising methods for
improving schools’ suicide safety.

There is ongoing research related to the impact of
discrimination on suicide and the effects of creating
healthy organizational cultures and policies. Some
evidence suggests the implementation of same-sex
marriage policies is associated with reduced
numbers of suicide attempts among adolescents
who identify as sexual minorities.'® Similarly, state-
level nondiscrimination policies towards LGBTQ+
communities has been associated with decreased
suicide-related hospitalizations.'" A third study
including more than 200,000 middle and secondary
school-aged youth found that the presence of a
gay-straight alliance club on a school’s campus
lessened connections between gay-bias victimization
and suicide attempts through reductions in
hopelessness.'®?

Future research may further solidify the relationship
between discriminatory policies and practices and
suicide to inform prevention efforts moving forward,
particularly amongst those with historical trauma and

adverse social conditions.'® Adaptations for specific
populations could be explored and tested, such as the
recommendations for AI/AN people in the community
prevention manual “To Live To See the Great Day
That Dawns."'® Adaptations for college and university
settings are being explored through programs such
as the 2021 Garrett Lee Smith Campus Suicide
Prevention grant program, which could provide

important lessons for future prevention efforts.

Primary and secondary school-based initiatives

have shown some promising methods for improving
schools’ suicide safety and further work could
strengthen such programs. For example, a Creating
Suicide Safety in Schools workshop demonstrated
increased knowledge about suicide prevention
practices, enhanced beliefs in the importance of
school-based prevention and perceived administrative
support, and greater confidence in the roles staff
play in suicide safety. At the three-month follow-

up, however, school staff experienced barriers to
implementing change, primarily insufficient time

for suicide-focused programming. The authors then
recommended that suicide prevention trainings be
accompanied by broader organizational changes.'®
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Improve Access

and Delivery of
Suicide Care




Over 121 million
Americans live

in areas without
enough mental
health providers to
meet their needs.
This shortage

is particularly
severe among
low-income
urban and rural
communities.

Rationale

Most people with mental health conditions never attempt or die by suicide,'8%'87
but these disorders are important risk factors for suicide.>'® Findings from the
2020 National Survey on Drug Use and Health (NSDUH) indicate that less than half
(46%) of adults in the U.S. with mental health disorders received treatment for
those conditions.?! Lack of access to mental healthcare is one of the contributing
factors related to the underuse of mental health services. This may be particularly

pertinent for people with serious mental illness, people from racial and ethnic
minority groups, underserved communities, those living in rural communities,
and people who are uninsured.’®! The intersection of ethnicity with underuse
of mental health services is associated with poverty. It may also be explained

by a combination of factors including social stigma, mistrust of the behavioral
health system, and lack of cultural adaptation of interventions. Identifying ways
to improve access to timely, affordable, culturally appropriate, and quality care
for people at risk for suicide is a critical component to prevention.3'921% Research
suggests that services are maximized when health and behavioral healthcare
systems are set up to effectively and efficiently deliver care.'®*

Approaches

Several approaches can be used to improve access and delivery of suicide care.

Cover mental health conditions in health insurance policies

Federal and state laws include provisions for coverage of mental health services
in health insurance plans that is on par with coverage for other health concerns,
called mental health parity.” Benefits and services covered include the number
of visits, co-pays, deductibles, inpatient/outpatient services, prescription drugs,
and hospitalizations. If a state has a stronger mental health parity law than the
federal parity law, then insurance plans regulated by the state must follow the
state parity law. If a state has a weaker parity law than the federal parity law, that
is, includes coverage for some mental health conditions but not others, then the
federal parity law will replace the state law. Equal coverage does not necessarily
imply coverage of quality care, as health insurance plans vary in the extent to
which benefits and services are offered to address various health conditions.

Increase provider availability in underserved areas

Access to effective and state-of-the-art mental healthcare is largely dependent
upon the training and the size of the mental healthcare workforce. Over 121
million Americans live in areas without enough mental health providers to meet
their needs. This shortage is particularly severe among low-income urban and
rural communities.™>% Particular populations that remain underserved include
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veterans and people from racial and ethnic minority
groups.'"%7 Increasing the number and distribution
of mental health providers in underserved areas may
include offering financial incentives through existing
state and federal programs, such as loan repayment
programs, and expanding the reach of health
services through telephone, video, and web-based
technologies such as telehealth. Additionally,
community mental health clinics bring providers
directly into underserved communities. These small,
government-funded clinics focus on mental health
and substance use services. Such approaches can
increase the likelihood that those in need will be able
to access affordable quality care for mental health
disorders, which can reduce risk for suicide. Some
models of care use the existing workforce, such

as collaborative care described in the Identify and
Support People at Risk chapter.

Provide rapid and remote access
to help

Telemental health (TMH) services refer to the use
of telephone, video, and web-based technologies

for providing psychiatric or psychological care at a
distance. TMH may offer improved access to mental
healthcare, and it may also ensure continuity of care.
Technological advances in the delivery of TMH have
also resulted in innovations such as use of transcripts
and recordings of mental health services in identifying
suicide risk. TMH can be used to treat a wide range
of mental health conditions in a variety of settings,
including outpatient clinics, hospitals, and military
treatment facilities. It can also improve access to
care for patients in isolated areas, as well as reduce
travel time and expenses, reduce delays in receiving
care, and improve satisfaction about interacting

with the mental healthcare system. TMH services
increased during the COVID-19 pandemic because
health insurance providers loosened restrictions
around delivery of services via video conference,
telephone, and other telecommunications such as
text-based services.
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Create safer suicide care through
systems change

Access to health and behavioral healthcare services
is critical for people at risk of suicide. Care that is
delivered efficiently and effectively can help reduce
risk of suicide. For example, systems will see benefits
when suicide prevention and patient safety are
supported through strong leadership, workforce
training, systematic identification and assessment
of suicide risk, implementation of evidence-based
treatments (see Identify and Support People at
Risk), continuity of care, and continuous quality
improvement.'® 1% Care that is patient-centered
and promotes equity for all patients is also critically
important.’®®

Potential Outcomes

Potential outcomes include
increases in:

» use of a variety of clinical services,

» consistent and improved risk detection
across a variety of healthcare settings, and

» support for help-seeking.

Outcomes may also include
reductions in:

» rates of treatment attrition,

» symptoms of mental health disorders,

> suicide attempt rates among individuals
engaged in clinical care, and

» suicide rates among individuals engaged
in clinical care.

Evidence

The following evidence suggests that coverage of
mental health conditions in health insurance policies
and improved access to and delivery of quality suicide
care can reduce risk factors associated with suicide
and may directly impact suicide rates.



Access to health and behavioral
healthcare services is critical for
people at risk of suicide. Care
that is delivered efficiently and
effectively can help reduce risk
of suicide.

Cover mental health conditions in
health insurance policies

NSDUH is a nationally representative survey of the
U.S. population that provides data on substance use,
mental health conditions, and service utilization.’®
Harris, Carpenter, and Bao used data from this
survey and found that 12 months after states enacted
mental health parity laws, the self-reported use of
mental healthcare services significantly increased,
which is a protective factor against suicide.200-202
Similarly, a recent review of the literature suggested
that overall mental healthcare utilization was
associated with the presence of mental health parity
laws, including among children and adolescents living
in households with incomes below the federal poverty
level.22 An early study found no effects on state
suicide outcomes.? However, a later study by Lang
examined state mental health laws and suicide rates

between 1990 and 2004 and found that mental health
parity laws, specifically, were associated with about a
5% reduction in suicide rates. This reduction equated
to the prevention of 592 suicides per year in the 29
states with parity laws.?%4

Increase provider availability in
underserved areas

Incentive programs such as the National Health
Service Corps (NHSC) encourage individuals to

work in the mental health profession in locations
designated as Health Professional Shortage

Areas (HPSAs) in exchange for student loan debt
repayment.2®> One study suggested that NHSC
providers accounted for the majority of significant
increases in behavioral healthcare providers in rural
areas of the country between 2013 and 2017 and that
61% of mental and behavioral healthcare providers
continued to practice in designated HPSAs after their
four-year NHSC commitment.2® This program has not
been evaluated for impact on suicide, but it addresses
access to care, which is a critical component and
protective factor for suicide prevention.
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Internet-delivered cognitive
behavior therapy between a
patient and therapist has been
shown to significantly decrease
suicidal ideation among patients
with severe depression.

Increasing provider availability in underserved areas
using community mental health clinics has also
shown some relationship to preventing suicides in
communities in the U.S. and in international studies.
In a retrospective study examining the availability of
mental health clinics and suicide rates in the U.S., the
number of community mental health clinics decreased
by 14% from 2014 to 2017, while suicides increased
by almost 10%. Statistical models controlling for
other variables suggested that most of the increase
could be attributed to the reduction in community
mental health clinics.?%” Rates of hospitalizations for
suicide attempts decreased, but suicide rates did

not decrease in a study of community mental health
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clinics established to increase service availability
across municipalities in Brazil.2'3

Provide rapid and remote
access to help

A systematic review of TMH services (country locations
not stated) found that services rated as high or

good quality were effective in reducing symptoms

in patients with disorders such as depression,
schizophrenia, and substance use.?®® Mohr and
colleagues conducted a meta-analysis examining

the effect of psychotherapy delivered specifically via
telephone and found that it significantly reduced
depressive symptoms and resulted in lower attrition
rates (country locations not stated).2*®

As part of telemental health, synchronous clinical
video telehealth (CVT) may be increasing. Patients
can receive therapy or medication management via a
variety of video conferencing tools using CVT.2'° CVT
was employed during the COVID-19 pandemic due to



temporary loosening of federal and state regulations.
A meta-analysis of 21 CVT studies specifically for
populations of rural areas showed initial evidence that
it can be used to manage suicide risk by providing
screening, treatment, and safety planning remotely.*

Another growing method of providing rapid and
remote access to services is through mobile
applications (apps) where brief interventions

occur on mobile phones. Evidence in a comparative
effectiveness trial of three mobile apps for depression
showed improvement in symptoms in individuals
with moderate depression.'" Similarly, internet-
delivered cognitive behavior therapy between a
patient and therapist has been shown to significantly
decrease suicidal ideation among patients with severe
depression (U.S. and Ireland).?'"212

Create safer suicide care through
systems change

Zero Suicide seeks to eliminate suicide among
patients engaged with health systems. The Henry
Ford Health System (HFHS) implemented a program
that screened and assessed each behavioral health
patient for suicide risk and implemented coordinated,
continuous follow-up care systemwide.?'* The Zero
Suicide model was derived from the HFHS program
and other models of health systems change to
improve suicide care, as detailed in the Suicide Care
in Systems Framework from the Action Alliance. An

examination of the impact of the program found a
dramatic and statistically significant decrease in the
rate of suicide between the baseline years, 1999 and
2000, and the intervention years, 2002-2009. The
suicide rate fell by 82% during this time period.23214
Specifically, while the rate of suicide in the general
Michigan population increased over the period, the
suicide rate significantly decreased over time among
HFHS members who received mental health specialty
services.?'> Further, the suicide rate increased for HFHS
members who accessed only general medical services
as opposed to specialty mental health services.?®

Based on these results, the Zero Suicide model was
developed, incorporating seven components (lead,
train, identify, engage, treat, transition, improve) of

a quality improvement model, to transform the way
health systems care for people with suicidal thoughts
and behaviors. Studies in Australia and the U.S. have
shown the effectiveness of the Zero Suicide model in
reducing suicide attempts and ideation.?'6217

Future Directions

Access to mental health and substance use disorder
treatment services is critical for suicide prevention.
Unfortunately, many people at risk for suicide do not
meet criteria for these treatments, delay treatment,
or do not seek treatment.?' Suicide prevention efforts
that focus on the above approaches can support
people at risk and help prevent risk in the first place.
Access to care also relies on the cultural relevance of
the care, and additional information is needed on how
cultural adaptations improve access and utilization
of suicide care. Reaching out to people through other
methods, including primary care and community
outreach as described in the /dentify and Support
People at Risk chapter, can also be beneficial. More
methods that utilize existing medical providers in the
service of suicide prevention are also supported in
the literature and growing in practice.
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Promote Healthy

Connections




Connectedness
and social capital
together may
protect against
suicidal behaviors
by decreasing
isolation and
encouraging
adaptive coping
behaviors.

Rationale

Sociologist Emile Durkheim theorized in 1897 that weak social bonds, or lack

of connections, were among the chief causes of suicidality.?'® Connectedness

is the degree to which an individual or group of individuals are socially close

or interrelated or share resources with others. Social connections can be
formed within and between multiple levels of the social ecology, for instance,
between individuals such as peers, neighbors, and co-workers; families; schools;
neighborhoods; workplaces; faith communities; cultural groups; and society

as a whole.' Literature consistently depicts social connection and school
connectedness as protective factors against physical and psychological disorders,
all causes of mortality, and suicidal ideation and attempts.?'*??° Those who are
more socially connected also report greater well-being and life satisfaction.?
The quality of connections and the social norms of the group are important
components to consider. For example, unhealthy social norms within a group
could constrain individual group members’ behaviors, beliefs, and identities.???

Social capital is related to connectedness and refers to a sense of trust in one's
community and neighborhood, social integration, and also the availability of
and participation in social organizations.??*224 Ecological cross-sectional and
longitudinal studies have examined the impact of aspects of social capital on
depression symptoms, depressive disorder, mental health more generally, and
suicide. Existing studies, though limited, suggest a positive association between
social capital (as measured by social trust and community/neighborhood
engagement) and improved mental health.??>226

Connectedness and social capital together may protect against suicidal behaviors
by decreasing isolation; encouraging adaptive coping behaviors; and increasing
belongingness, personal value, and worth to help build resilience in the face of
adversity. Connectedness and social capital can also provide individuals with
better access to formal supports and resources, mobilize communities to meet
the needs of their members, and provide collective primary prevention activities
to the community as a whole.??” Connection to a group in which members
reinforce healthy behaviors may be protective.??® Evidence that some social

ties may increase an individual's risk for suicidal behavior,?? however, is also
consistent with Durkheim'’s formulation that connections and norms within
relationships influence suicide risk in positive and negative ways.

Finally, schools can be especially well-suited to provide connectedness
interventions that reach youth. Rich literature supports the association between
school connectedness and reduced self-report of suicidal ideation or suicide
attempt.?® Increased school connectedness is associated with reduced reports
of suicidal thoughts and behaviors across adolescents, including adolescents who
identify as sexual minorities, as well as other individuals including those residing
in communities with increased risk of suicide and those experiencing physical
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abuse, sexual abuse, and/or bullying.??® The research
suggests that school psychologists and other student
support personnel have an important role to play in
facilitating school connectedness.??

Approaches

Promoting healthy connections among individuals and
within communities through modeling healthy peer
norms and enhancing community engagement may
protect against suicide.

Promote healthy peer norms

This approach seeks to normalize protective factors
for suicide, such as help-seeking, reaching out, and
adaptive coping. Healthy peer norms can be achieved
through leveraging the influence that members

of natural social networks have on each other day

to day and can be used to shift group-level beliefs
and promote positive social and behavioral change.
These approaches typically focus on youth and are
delivered in school settings, but they have also been
implemented in community and military settings.22823°

Peer support programs that connect individuals

with mental health and substance use disorders
with peers that have lived experience can facilitate a
sense of connectedness and belonging. Peer support
is provided by individuals who have demonstrated
success in their recovery process and help others
experiencing similar situations. Peer support workers
help individuals become and stay engaged in the
recovery process through shared understanding,
respect, and mutual empowerment.?"

Engage community members in
shared activities

Community engagement is an aspect of social
capital.?® Community engagement approaches may
involve residents participating in a range of activities,
including religious activities, community clean-up
and greening activities, and group physical exercise.
These activities provide opportunities for residents
to become more involved in the community and to
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connect with other community members,
organizations, and resources. Participation results
in enhanced overall physical health, reduced stress,
and decreased depressive symptoms, thereby
reducing risk of suicide.

Potential Outcomes

Potential outcomes include
increases in:

» healthy coping attitudes and behaviors,
» referrals for youth in distress,
» help-seeking behaviors among youth
and adults, and
» positive perceptions of adult and peer support.

Potential outcomes may also include reductions in
feelings of social isolation.

Evidence

Current evidence suggests several positive benefits
of healthy peer norms and community engagement
activities.

Promote healthy peer norms

Evaluations show that programs such as Sources
of Strength can improve school norms and beliefs
about suicide that are created and disseminated

by student peers. A randomized controlled trial of
Sources of Strength conducted with 18 high schools
(6 metropolitan, 12 rural) found that the program
improved adaptive norms regarding suicide,
connectedness to adults, and school engagement.>
Peer leaders were also more likely than controls

to refer a friend at risk for suicide to an adult.

For students, the program resulted in increased
perceptions of adult support for youth at risk for
suicide, particularly among those with a history of
suicidal ideation, and the acceptability of help-seeking
behaviors. Trained peer leaders also reported a
greater decrease in maladaptive coping attitudes
compared with untrained leaders.*®


https://sourcesofstrength.org
https://sourcesofstrength.org

Peer support programs that

connect individuals with mental
health and substance use
disorders with peers that have
lived experience can facilitate

a sense of connectedness and
belonging.

The Wingman-Connect program is an adaptation

of Sources of Strength as an upstream suicide

and depression prevention program for a general,
non-clinical Air Force population. Wingman-Connect
trains all unit members together to incorporate skills
into unit culture and build cohesion and shared
purpose. Group skill building within the natural
organizational units emphasizes social bonds,
meaning in work, and managing career and personal
stressors. In a cluster randomized clinical trial,
personnel in technical training classes assigned to

Wingman-Connect reported lower suicidal ideation
severity and depression symptoms at one month
post-intervention and lower depression symptoms at
one and six months post-intervention when compared
to a control group that participated in a stress
management program.??® Participants’ perception

of belonging to a more cohesive class with healthier
norms accounted for a significant portion of the
program’s impact on reducing suicidal ideation and
depression symptoms.2%

Engage community members
in shared activities

Community building programs may also have mental
health effects. A vacant lot greening initiative was
undertaken in Philadelphia between 1999 and 2008
where local residents and community members
worked together to clean up and plant flowers and
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trees in 4,436 lots (or 7.8 million square feet) in four
areas of the city.?® Researchers found significant
reductions in community residents’ self-reported level
of stress, a risk factor for suicide, and engagement

in more physical exercise, a protective factor for
suicide, than residents in control vacant lot areas.
There is some evidence for other cross-cutting
benefits including fewer firearm assaults and less
vandalism.z3-2%

Future Directions

Promising practices emphasizing connection with
peers in adult populations may become more
common ways of preventing suicide in the future.
For example, the Peers for Valued Living (PREVAIL)
program incorporates peers with lived experience
to provide support to adults who are at high risk of
suicide immediately after an inpatient psychiatric
hospitalization. Initial research has supported

the acceptability, feasibility, and fidelity of the
intervention.z®
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Men’s Shed presents another promising practice

to promote social connectedness among adult
peers.2¥ Men’s Shed started in Australia and spread
to the United Kingdom and the U.S. It provides a
communal space for older men to socialize, learn new
skills, and engage in practical activities with other
men, such as woodworking. One preliminary study
suggests increased social connectedness, health,

and well-being among men participating in Men’s
Shed.?# Both PREVAIL and Men’s Shed focus on specific
populations. Other population groups may also
benefit from healthy peer norm programs that pay
particular attention to cultural norms and conditions.

The COVID-19 pandemic has presented serious
challenges to healthy connections among all people.
The pandemic has forced people into using novel
formats for engagement and connection, such as
video conferencing, online chat, and mobile apps.
Stack Up is a nonprofit veteran organization whose
goal is to use video games to bring veterans together,
using a virtual space to increase connectedness in

an online peer support program.?° Stack Up created
the Stack Up Overwatch Program (StOP) because



https://usmenssheds.org/
https://www.stackup.org/stop

they recognized a need in the gaming-focused
online community. This suicide prevention and crisis
intervention program is delivered entirely through
the internet by trained peers using a gaming platform
text and voice chat feature. The program combines
elements of virtual gaming communities, veteran
mental health, and community-based peer support
and provides an innovative format for implementing
a suicide prevention program. Another program

by Objective Zero Foundation utilizes mobile
application technology for peer-to-peer support

to enable global connection of service members,
veterans, family members, and caregivers.?%°

The app provides free 24/7 access to online health
and wellness resources, peer-to-peer support, and
volunteer opportunities to users.

Finally, the pandemic has raised concerns about the
mental well-being of children, particularly those

with pre-existing behavioral health conditions.?*
Additional research is warranted regarding strategies
to engage children, help them connect with community
members and community resources, and prevent
suicide.?®2243 There is still a lot to learn about changes
in connectedness during COVID-19 and at other times
of infrastructure disruptions.
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Teach Coping

and Problem-
Solving Skills




Life skills are
importantin
protecting
individuals from
suicidal behaviors
and in reaching
key developmental
milestones

that impact
psychological
health.

Rationale

Building life skills prepares individuals to successfully tackle everyday challenges
and adapt to stress and adversity. These skills encompass many concepts but
most often include coping and problem-solving skills, emotional regulation,
conflict resolution, and critical thinking. Life skills are important in protecting
individuals from suicidal behaviors and in reaching key developmental milestones
that impact psychological health, such as success at school and work.230244
Suicide prevention programs focusing on life skills training are drawn from
social cognitive theories.?* They suggest that suicidal behavior is influenced by a
combination of direct learning and environmental and individual characteristics.
Teaching and providing youth with both education and skills to manage everyday
challenges and stressors is an important developmental component to suicide
prevention. It can help prevent suicide risk factors such as adverse childhood
experiences (abuse and neglect), substance use, and more.?46247 Acquiring coping
and problem-solving skills also occurs and is beneficial in adulthood. Adults often
face new and challenging life events requiring the need for education, coping and
problem-solving skills essential for maintaining well-being and protecting against
suicide. For example, healthy parent-child relationships can promote safe, stable,
nurturing family environments and relationships.24®

Approaches

Programs that teach coping and problem-solving could include lessons on social-
emotional skills, parenting skills and family relationship building, and resilience.

Support social-emotional learning (SEL) programs

This approach focuses on developing and strengthening communication and
problem-solving skills, emotional regulation, conflict resolution, and coping
skills in youth. Such programs are designed to foster the development of

five interrelated sets of cognitive, affective, and behavioral competencies:
self-awareness, self-management, social awareness, relationship skills, and
responsible decision-making.?*® These approaches are typically delivered to all
students in a particular grade or school. However, some programs also focus
on groups of students considered to be at increased risk for suicide, including
those who have experienced ACEs. Opportunities to practice and reinforce skills
are an important part of programs that work.*

Teach parenting skills to improve family relationships

This approach provides caregivers with support and is designed to strengthen
parenting skills, enhance positive parent-child interactions, and improve
children’s behavioral and emotional skills and abilities.?*® Programs are typically
designed for parents or caregivers with children in a specific age range and can
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be self-directed or delivered to individual families or
groups of families. Some programs have sessions
primarily with parents or caregivers, while others
include sessions for parents or caregivers, youth, and
the family. Specific program content typically varies by
the age of the child but often has consistent themes
of child development, parent-child communication
and relationships, positive parenting and problem-
solving skills, and youth interpersonal and problem-
solving skills.?*!

Support resilience through
education programs

This approach provides adults with skills to effectively
manage new and challenging life events, such as
going to college, entering the job market, or becoming
a parent. Programs are typically time-limited with

an emphasis on education, resiliency, emotion
regulation, coping skills, and problem-solving skills.
Specific program content varies by life circumstances,
but all programs emphasize the didactic nature of skill
building and interactive practice exercises. Education
programs in adulthood are usually provided by
universities for students, employers for their
employees, or healthcare providers.

Potential Outcomes

Potential outcomes include
improvements in:

» social competence and emotion regulation skills,

» problem-solving and conflict management skills, and
» help-seeking behavior.

They may also include reductions in:

» stigma surrounding mental health concerns,

» depression, anxiety, conduct problems, and
substance use,

» suicidal ideation, and

» suicide attempts.
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Evidence

Several SEL programs, parenting and family relationship
programs, and resilience and education programs in
adulthood have improved resilience and reduced risk
factors for suicide, such as depression, internalizing
behaviors, and substance use.??

Support social-emotional
learning programs

SEL programs are associated with positive outcomes
including reduced emotional distress, improved
well-being, and better social and academic
adjustment, based on studies from the U.S. and other
countries.?3*2% SE| components related to suicide
prevention and help-seeking reduce stigma and
increase help-seeking behavior. SEL programs provide
children and youth with skills to resolve problems

in relationships, in school, and with peers and help
youth address other negative influences such as
substance use associated with suicide.?*

The Youth Aware of Mental Health Program (YAM)
is a universal school-based program for teenagers
ages 13-17. It uses interactive dialogue, small group
discussions, and role-playing to teach adolescents
about themes related to mental health; self-help
advice; stress and crisis, depression, and suicidal
thoughts; helping a friend in need; and asking for
advice/help. YAM also includes a student booklet that

provides information about the risk and protective
factors associated with suicide and education about
depression and anxiety. YAM is designed to enhance
adolescents’ problem-solving skills for dealing with
adverse life events, stress, school concerns, and
other problems. A cluster randomized controlled

trial conducted in 168 schools in 10 European

Union countries showed that students in schools
randomized to YAM were significantly less likely to
attempt suicide or have severe suicidal ideation at the
12-month follow-up when compared with students in
control schools, which received educational materials
and care as usual. The relative risk of youth suicide
attempts among the YAM group was reduced by

over 50% and relative risk related to severe suicidal


https://www.y-a-m.org/

Teaching coping and problem-

solving skills can help children
deal with issues in relationships,
in school, and with peersin a
healthy way.

ideation also fell by about 50%.2°” These reductions
are partially attributed to reported changes in coping
strategies. The results also suggest that socialization
occurring during the YAM program may play a major
role in its efficacy.?*®

Another example is the Good Behavior Game (GBG),

a classroom-based program for elementary school
children ages 6-10. The program uses a team-based
behavior management strategy that promotes
good behavior by setting clear expectations for
good behavior and consequences for maladaptive
behavior. The goal of GBG is to create an integrated
classroom social system that is supportive of all
children being able to learn with little aggressive or
disruptive behavior.?*® An evaluation of GBG indicated
that first-graders in the first cohort in GBG reported
half the adjusted odds of suicidal ideation and
suicide attempts when assessed approximately 15
years later, compared with peers who had beenin a
standard classroom setting. In the second cohort of

GBG, neither suicidal ideation nor suicide attempts
were significantly different between GBG and the
control interventions.?*® This result may have been
due to a lack of implementation fidelity including less
mentoring and monitoring of teachers. GBG was also
associated with reduced risk of later substance use
and other suicide risk factors among the first cohort.
Results for the second cohort were generally smaller
but in the desired direction.?®® Students’ positive
integration into peer groups partially explains the
relationship between GBG and reduction of risk

for later suicide attempts, particularly for more
disruptive students.2!

International research provides additional support
for SEL programs. The Aussie Optimism Program is
a universal prevention strategy designed to reduce
mental health concerns among children in sixth and

seventh grade by teaching social, emotional, and
cognitive skills including identifying feelings, decision-
making, and coping skills. A randomized controlled
trial examining the efficacy of the program found
significantly greater increases in pro-social behavior
and lower rates of suicidal ideation compared with
control groups.22
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Signs of Suicide (SOS) is a universal school-based
suicide prevention program that uses psychoeducation
to modify behavior in middle and high school students.
It also includes screening for elevated depression and
substance use disorders. SOS is not an SEL program,
but it uses psychoeducation as the primary tool for
training and skill building. The program is designed to:

» increase understanding that major depression
is an illness,

» improve awareness of the link between
suicide and depression,

» improve attitudes toward intervening with
peers showing signs of depression and
suicidal ideation, and

» increase help-seeking behavior for students
personally experiencing depression and
suicidal thoughts.2®3

A randomized controlled trial found that individuals
completing the program were 64% less likely to report
a suicide attempt within the past three months when
compared with the control group, but the program
was not associated with changes in suicidal ideation.?6
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Teach parenting skills to improve
family relationships

Parenting and family skills training approaches

have well-established impacts in reducing common
risk factors for suicide?®* and strengthening family
bonds, a protective factor against suicide.?®> Several
programs have shown promising impacts on reducing
suicidal thoughts and behaviors. The Incredible
Years (IY) is a comprehensive group training program
for parents, teachers, and children. It is designed to
reduce conduct problems and substance use (two
important suicide risk factors in youth) by improving
protective factors such as responsive and positive
parent-teacher-child interactions and relationships,
emotional self-regulation, and social competence.?°
The program includes 9-20 sessions offered in
community-based settings, such as religious centers,
recreation centers, mental health treatment centers,
and hospitals. Several studies have demonstrated
the effect of the IY program on reducing internalizing
symptoms, such as anxiety, depression, and child
conduct problems.?¢2¢8 The program is also


https://www.mindwise.org/evidence-behind-sos-program/
https://incredibleyears.com/
https://incredibleyears.com/

associated with improved problem-solving and
conflict management, which were skills the participants
were able to maintain at the one-year follow-up.266-268
The program demonstrated greater benefits in
mother-rated child internalizing symptoms, when
compared with the waitlisted control group.2*®

The Strengthening Families Program involves

sessions for parents, youth, and families to teach
parenting skills, children’s social skills, and family
life skills. The goals include:

» improving parents’ skills for disciplining, managing
emotions and conflict, and communicating with
their children,

» promoting youths' interpersonal and problem-
solving skills, and

» creating family activities to build cohesion and
positive parent-child interactions.

The premise of the program is that developing

these skills for both parents and children will reduce
internalizing behavior and adolescent substance use,
two important risk factors for suicide.?®® Strengthening

Families has significantly decreased externalizing
behaviors, such as aggression, alcohol use, and drug
use among youth participants, as well as reduced
depression, alcohol use, and drug use among
participating families.?°

Other parenting skills and family programs initially
developed to prevent substance use or other
behavioral problems have shown impacts on reducing
likelihood of suicidal thoughts and behaviors based
on long-term follow-up of participants.?’® The Family
Check-Up, for example, is a multi-level intervention
that integrates assessment with motivation-
enhancement strategies and tailored intervention
goals to meet the needs of each family. Long-term
follow-up of participants in a school-based version
of Family Check-Up beginning in sixth grade found
reduced risk for suicidal thoughts and behaviors
through late adolescence.?”!

Parenting and family skills training programs have
also been developed and tailored for family-specific
situations. The Family Bereavement Program
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combines parenting and youth skill building in 12
sessions for children who have experienced the death
of a parent. A randomized trial that contrasts the
program with a self-study curriculum found short-
term positive impacts on children’s coping skills and
behavioral and emotional well-being. Participants were
up to 5 times less likely to report suicidal thoughts
and/or behaviors at the 6-year and 15-year follow-up.?2

Familias Unidas is a prevention program focused on
parenting that is culturally specific to Latino families
going through acculturation. The program utilizes
eight multi-family group visits and four family visits
with a focus on parent-child communication and
effective discipline. Preliminary evidence found lower
rates of suicide attempts for youth reporting poor
parent-child communication who were randomized
to Familias Unidas.?’

After Deployment Adaptive Parenting Tools
(ADAPT) is a parenting program for active duty military
members, veterans, first responders, and immigrant
and refugee families with school-aged children.?#
ADAPT provides training in emotional regulation and
parenting skills to parents who have experienced
stress and/or trauma in their lives and/or work.

Given the suicide risk associated with poor parental
mental health and/or suicidality on children, ADAPT
seeks to improve the parents’ mental health, with
the hope to subsequently reduce suicidal ideation
in children. ADAPT has been found to significantly
improve parenting locus of control, strengthen
emotion regulation skills, and reduce suicidal
ideation in parents when compared with those
assigned to the control condition.?’4

Support resilience through
education programs

Major life events commonly occur in adulthood,
requiring new or refreshed coping and problem-
solving skills to manage stress and maintain resilience.
Primary prevention programs to boost resilience
have been examined in first-year college students. A
four-week resilience training program was tested in

a pragmatic clinical trial. The program taught skills
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related to value-driven behavior, mindfulness, and
thinking about things using a growth mindset. First-
year students completing the resilience training
program reported significantly lower self-reported
depression and perceived stress compared with first-
year students in the control condition.?”®

Future Directions

The continued stigma that surrounds talking about
mental health and suicide is a major barrier to
implementing coping and problem-solving skills
groups despite the benefit to individuals across the
lifespan.'® There is also a need for additional program
development and research to ensure that coping and
problem-solving skills are useful for a wide range

of individuals taking into account gender, race and
ethnicity, socioeconomic status, sexual orientation,
gender identity, and disability status.?’®

Although promising, additional trials and replication
of findings are needed to confirm benefits of other
college and adult programs. One study developed

a two-semester-long college course titled Risk and
Resilience in Urban Teens for college students to
complete and receive course credit. The first semester
provides didactic training in evidence-based skills

to manage stress and boost resilience. The second
semester is devoted to service learning in which
college students teach stress reduction and coping
skills to high school students in the community.
Compared with a control group of students from a
different course, students completing the course
reported significantly lower perceived stress,
engaged in more coping skills, and experienced fewer
dysfunctional attitudes such as “If a person asks for
help, it is a sign of weakness” or “If | fail at my work,
then | am a failure as a person.” The study group
maintained the positive intervention effects over the
second semester.?”’

Occupational stress in adulthood is associated with
risk factors for suicide, including anxiety, depression,
and post-traumatic stress disorder.?”® Programs that


http://www.familias-unidas.org/
https://adaptparenting.org

The continued stigma that

surrounds talking about mental
health and suicide is a major
barrier to implementing coping
and problem-solving skills groups.

teach skills like problem-solving, self-regulation,

and emotional awareness have been implemented
across a diverse range of occupations including
nurses, first responders, sales managers, and
administrative staff.?’° A systematic review found that
these programs can reduce negative mental health
outcomes including depression and anxiety.?’ Some
occupational programs are specifically developed

to reduce suicide risk and improve prevention (see
Creating Protective Environments chapter).

Finally, parenthood is another life period with many
new challenges and stressors. Perinatal mood and
anxiety disorders are the number one complication

of pregnancy and childbirth and are associated with
maternal depression, anxiety, and increased risk

of depression and anxiety in children.?®® Perinatal
education and training programs have been
developed to increase coping skills and problem-
solving abilities. One such program in Hong Kong
was tested by adding three additional one-hour
sessions to a standard childbirth education program.
These sessions included an overview of stress,
expected emotional changes during the perinatal
period, coping skills training related to parenting,
and problem-solving and decision-making strategies
specific to childcare and parenting. Women who
received this training reported significantly lower
levels of depressive symptoms from baseline to

six months postpartum and significantly higher
learned resourcefulness from baseline to six weeks
postpartum when compared with the control group.!
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Support People
at Risk




Different methods
are needed for
interventions

and treatments
that are culturally
sensitive and
tailored to meet
the needs of
populations.

Rationale

Identifying and supporting people at risk for suicide is critical to suicide
prevention. Groups disproportionately impacted by suicidal thoughts, attempts,
and/or suicide include:

males (suicide),

females (suicide attempts),

middle-aged and older adults (suicide),

people living with a mental health disorder,
people who have previously attempted suicide,
people with a history of non-suicidal self-injury,
veterans and active-duty military personnel,
individuals who are institutionalized,

people with exposure to adverse childhood experiences,
violence, or traumatic stress,

people experiencing unstable housing,
individuals with substance use disorders,

VvV v vV vV vV VvVVvYy

individuals of sexual and gender minority status,

some displaced persons or refugees,

people with lower incomes, and

some racial and ethnic groups, including non-Hispanic American Indian
or Alaska Native, non-Hispanic Black, and non-Hispanic White adolescents
and young adults.?7183.282:294

vV v VviVvyyvVvyy

Supporting people at risk requires proactive case finding and effective response,
crisis intervention, and evidence-based treatments. However, improving and
expanding services does not guarantee those who need the services the most
will utilize them. For example, some people living in communities experiencing
disadvantage may face social and economic issues that can adversely affect
their ability to access supportive services.'”>? Different methods are needed for
interventions and treatments that are culturally sensitive and tailored to meet
the needs of populations disproportionately impacted by suicide and suicide
risk. Key priorities are developing optimal ways of identifying individuals at risk,
customizing services to make them more accessible (such as internet-based or
mobile technology telehealth services when appropriate), and engaging people in
evidence-based care,?'32%6297 especially during times of infrastructure disruption
like the COVID-19 pandemic.2962%8:2%99

Approaches

Gatekeeper training and suicide risk screening and assessment are two
approaches that can identify and help people at increased suicide risk. Crisis
response interventions, proactive planning and outreach interventions, and
therapeutic approaches are intervention and treatment approaches to support
disproportionately affected populations.
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Train gatekeepers

Gatekeepers can come from all sectors of the
community. They can help prevent suicide by being
trained to identify people who may be at risk for
suicide or suicidal behavior and to respond effectively
by facilitating referrals to treatment and other support
services. Gatekeepers could include peers, teachers,
coaches, clergy, emergency responders, primary and
urgent care providers, and others. This training may
be implemented in a variety of settings to identify and
support people at risk.3%

Respond to crises

These approaches take place in real time when a crisis
occurs and provide support, risk assessment, and
referral to emergency services or treatment. Typically,
a person in crisis (or a friend or family member of

the person at risk) is connected to trained volunteers
or professional staff via telephone hotline, online
chat, text messaging, or in person.3! Crisis response
interventions are intended to reduce key risk factors
for suicide, including feelings of depression, isolation,
and hopelessness, and promote subsequent mental
healthcare utilization.3® Crisis response interventions
can put space or time between an individual who may
be considering suicide and harmful behavior.

Plan for safety and follow-up after
an attempt

Preventing reattempts includes safety and crisis
response plans, follow-up contact, and brief contact
interventions that use diverse modalities such as
home visits, mail, telephone, or text messages.

These strategies are designed to help individuals get
treatment when they have recently attempted suicide.
They can also increase adherence to treatment and
promote continuity of care.303304
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Provide therapeutic approaches

These approaches can increase retention in treatment
and decrease suicide risk by:

» developing integrated care teams (such as linkage
between primary care and behavioral healthcare),
» promoting collaboration between patient
and therapist or care manager, and
» engaging and motivating patients.30>3%7

Therapeutic approaches include various forms of
suicide-focused psychotherapy delivered by clinically
trained providers. They address underlying mental
health disorders and suicide risk factors such as poor
problem-solving and emotional regulation skills.
Treatment usually takes place in a one-on-one or
group format between patients, family members,
and clinicians. It can vary in duration from several
weeks to ongoing therapy, as needed. It appears to
be particularly important for children and adolescents
to enhance protection and support through work
with families or other safe adults within the youth's
environment. More detailed information about
identifying and supporting young people at risk

for suicide can be found in comprehensive guide
from SAMHSA.

Potential Outcomes

Potential outcomes include:

» enhancements in care transitions,

» increases in treatment engagement
and adherence, and

» improvements in coping skills.

Potential outcomes can also
include reductions in:

» depression and feelings of hopelessness,
» suicidal ideation,

» suicide attempts and reattempts, and

» suicide rates.


https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP20-06-01-002.pdf
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP20-06-01-002.pdf

Evidence

The current evidence suggests that identifying people
at risk for suicide, engaging individuals in suicide-
focused treatment, and engaging in crisis care as
needed can reduce risk factors for suicide and
ultimately suicide deaths.

Train gatekeepers

There are many gatekeeper trainings available with
varying degrees of evidence as well as duration of
program effects. Applied Suicide Intervention Skills
Training (ASIST) is a widely implemented training
program that helps hotline counselors, emergency

workers, and other gatekeepers identify and connect
with individuals with suicidal thoughts and/or
behaviors, understand their reasoning for living and
dying, and assist with safely connecting those in need
to available resources.3%83% Researchers evaluated the
ASIST training in a randomized controlled trial using
data from 1,410 individuals experiencing suicidal

thoughts who called 17 National Suicide Prevention
Lifeline centers. The researchers found that callers
who spoke with ASIST-trained counselors reported
feeling significantly less depressed, less suicidal,

less overwhelmed, and more hopeful by the end of
their call when compared with callers who spoke to
counselors not trained with ASIST.202309 AS|ST training
did not result in more comprehensive suicide risk
assessments than usual care training.30230°

Gatekeeper training has been a primary component
of the Garrett Lee Smith (GLS) Suicide Prevention
Program, which has been implemented in 50 states
and 50 tribes. A multi-site evaluation assessed the
impact of community gatekeeper training as a part
of GLS implementation on suicide attempts and
deaths among young people ages 10-24. Counties
that implemented GLS trainings had significantly
lower youth suicide rates up to two years following
the training when compared with similar counties
that did not offer GLS trainings.3103"
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There is emerging literature on
crisis response services that
utilize mobile technology to
provide real-time crisis support.

Other examples of widely implemented gatekeeper
training programs include Question, Persuade,
and Refer (QPR), Mental Health First Aid (MHFA),
and teen Mental Health First Aid (tMHFA). QPR is
an hour-long training that aims to reduce stigma
and increase knowledge about suicide risk factors,
warning signs, and available resources. QPR training
also focuses on skill building to improve gatekeepers’

abilities to ask individuals about their suicidal
thoughts or plans and persuade them to seek help.
QPR training results improve gatekeeping skills like
inquiring about suicidal ideation and referring
individuals for treatment (studies in U.S. and
Australia).>'23'* MFHA is a skills-based program that
teaches participants about mental health (studies
in multiple countries).3'* MHFA was developed for
community members, and tMHFA was adapted
specifically for adolescents. Both programs focus on
reducing stigmatizing attitudes and increasing mental
health literacy.?'* In addition, tMHFA promotes
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supportive behaviors toward peers and help-seeking
from trusted adults.3'> Both programs were effective
at improving self-efficacy related to helping individuals
at risk and increasing the likelihood of engaging

in gatekeeping behaviors (studies in multiple
countries).312317

Most studies of gatekeeper training demonstrate
that these programs increase knowledge, skills, and
self-efficacy or confidence in the gatekeeper’s ability
to identify an individual who is at risk and provide
support in the short term. The long-term effects

of these programs are unclear and little is known
regarding how to improve the sustainability of these
outcomes in those who are trained.3'®

Respond to crises

The National Suicide Prevention Lifeline
(the Lifeline), now called 988 Suicide & Crisis
Lifeline, and Crisis Text Line provide crisis

response intervention. An evaluation of the Lifeline
effectiveness to prevent suicide included 1,085
suicidal individuals who called the hotline and
completed a standard risk assessment for suicide


https://qprinstitute.com
https://qprinstitute.com
https://www.mentalhealthfirstaid.org/
https://www.mentalhealthfirstaid.org/population-focused-modules/teens/
https://988lifeline.org/
https://988lifeline.org/
https://988lifeline.org/

and 380 of those people who completed a follow-

up assessment between 1 and 52 days after

their call (mean = 13.5 days). Researchers found

that over half of the initial sample were seriously
considering suicide and had a suicide plan when they
called. Significant decreases in psychological pain,
hopelessness, and intent to die occurred during the
phone call, with sustained decreases in psychological
pain and hopelessness up to three weeks later.3®
These results are promising and underscore the
importance of continued care following the call.31%320
It is unclear whether these services lead to increased
use of treatment services or reduced future suicidal
thoughts and behaviors.3”

There is emerging literature on crisis response
services that utilize mobile technology to provide
real-time crisis support. Two examples include the
Virtual Hope Box (VHB) and Jaspr Health. VHB is
a smartphone application that:

» reminds individuals of positive experiences,

» reminds individuals about reasons for living
(such as messages from loved ones),

» provides contact information for people who care
about them and are available in a time of crisis, and

» supports coping resources (such as relaxation
exercises).

A randomized controlled trial with veterans who
experienced suicidal ideation and who used VHB for
12 weeks reported significantly greater improvements
in their ability to cope with unpleasant emotions
when compared with their peers who received printed
materials about coping with suicidal thoughts.?*

Jaspr Health is a tablet-based application that delivers
four evidence-based practices through an artificial
intelligence-powered virtual guide to acutely suicidal
individuals in an emergency department. The virtual
guide conducts a comprehensive suicide assessment,
discusses the importance of lethal means safety,
and generates a crisis stabilization plan with the
patient. Psychoeducation videos delivered by people
with lived experience on what to expect in the
emergency department and when returning home,
coping with shame, strategies for staying well, and

messages inspiring hope are also included. Patients
who used the Jaspr Health app reported significant
decreases in distress and agitation and significant
increases in learning to cope effectively with current
and future suicidal thoughts compared with patients
who received care as usual.322 Emerging literature
suggests that opportunities to offer personalized and
just-in-time interventions when it is most needed to
prevent the escalation of potentially dangerous and
lethal suicidal behaviors may become more common
as wearables and mobile devices work together to
monitor key risk variables in real time.32

Plan for safety and follow-up after
an attempt

Interventions that support engagement and

safety during care transitions are critical to suicide
prevention. The Action Alliance outlines comprehensive
best practices in care transitions for individuals with
suicide risk. Safety planning is one example of
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https://jasprhealth.com/
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proactive planning. Safety planning involves outlining
what to do during a crisis, including steps for
identifying personal warning signs, using coping
strategies, activating social support, and accessing
professional services. The effectiveness of safety
planning was examined through a randomized
controlled trial of active-duty soldiers at risk for suicide.
Soldiers who received a crisis response plan (a form of
safety planning) experienced faster reduction in
suicidal ideation and were significantly less likely to
make a suicide attempt during a six-month follow-up
period than soldiers who received treatment as
usual.??* Safety planning is a key component of the
Safety Planning Intervention with structured
follow-up (SPI+) that is widely used across the
Veterans Health Administration. SPI+ combines
strategies for reducing suicidal behavior including
coping strategies and counseling to reduce access to
lethal means with a minimum of two follow-up
telephone calls. Patients who presented to Veterans
Affairs emergency departments for suicide-related
concerns and received SPI+ were half as likely to
exhibit suicidal behavior and more than twice as
likely to attend treatment during a six-month follow-
up period compared with patients who received

care as usual.??®

Follow-up contact and brief contact interventions
are two examples of proactive and ongoing outreach
approaches. Follow-up contact strategies use postcards,
letters, text messages, and telephone calls to express
care and support for patients and typically invite
patients to reconnect with their provider. Contacts
are made periodically. This could be monthly or every
few months in the first 12 months after discharge
with some programs continuing contact for two

or more years.3® One meta-analysis examining
interventions to prevent repeat suicide attempts in
patients admitted after an emergency department
visit for a suicide attempt found reductions in
reattempts by approximately 17% for up to 12 months
after discharge. The effects of these approaches
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on reattempts beyond 12 months has not yet been
demonstrated.*> A randomized controlled trial of
long-term follow-up contact approaches found that
patients who refused ongoing care but who were
randomized to be contacted by letter four times
per year had a lower rate of suicide over two years
of follow-up than patients in the control group who
received no further contact.3? Other studies have
also indicated that post-crisis letters, coping cards,
telephone calls, and text messages were protective
against suicidal ideation, attempts, and suicide
(studies from U.S., Iran, Taiwan, and France).304327-331

An accumulating number of brief contact
interventions have shown effectiveness. The
Emergency Department Safety Assessment and
Follow-up Evaluation (ED-SAFE) is a brief intervention
initiated by the emergency department staff that
takes place during and after a visit related to suicidal
ideation or attempt. The intervention consisted of

a suicide risk screening by emergency department
physicians, suicide prevention resources including

a personalized safety plan, and a series of telephone
calls to the individual for one year after the visit. In a
clinical trial evaluating the effect of the intervention,
suicide risk detection almost doubled because of
suicide risk screening. Participants who received the
intervention had 30% fewer suicide attempts than
participants who received treatment as usual.33233
Collectively, these findings highlight the utility of a
multi-component screening and intervention for
preventing suicide in emergency department settings.

Attempted Suicide Short Intervention Program
is another brief intervention that provides a
combination of many strategies including three
in-person therapy sessions, safety planning, and
regular letters across 24 months. Results of a
randomized controlled trial of the program in
Switzerland indicated recipients had an 80% reduced
risk of suicide reattempts and 72% fewer days of
hospitalization when compared with individuals in

the control group.334335


https://assip.ch/

Patients who presented to Veterans
Affairs emergency departments for
suicide-related concerns and received
Safety Planning Intervention were half
as likely to exhibit suicidal behavior.
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Cognitive Behavioral Therapy

is a well-studied form of
psychotherapy that focuses on
changing patients’ thoughts and
behaviors, which reciprocally
influence the other.

Provide therapeutic approaches

Improving Mood—Promoting Access to
Collaborative Treatment (IMPACT) and Prevention
of Suicide in Primary Care Elderly: Collaborative
Trial (PROSPECT) are two collaborative care programs
designed to prevent suicide among older primary care
patients by reducing suicidal ideation and depression.
IMPACT and PROSPECT create a therapeutic alliance
that includes a combination of evidenced-based

medication or psychosocial treatments and proactive
follow-up by a depression care manager throughout
treatment.?®%33¢ Both programs have shown significant
quality of life improvements and reduced functional
impairment, depression, and suicidal ideation over 24
months of follow-up relative to patients who received
care as usual.28336337
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Another example of evidenced-based therapeutic
approaches is Dialectical Behavior Therapy (DBT).>3®
DBT is a multi-component therapy for individuals who
may struggle with impulsivity and regulating emotions.
The components of DBT include individual therapy,
group skills training, between-session telephone
coaching, and a therapy consultation team. A
randomized controlled trial of women with recent

suicidal or self-injurious behavior found those receiving
DBT were half as likely to make a suicide attempt

at the two-year follow-up than women receiving
community treatment (23% vs. 46%, respectively)

and had fewer hospitalizations for suicidal ideation.3*
Similar findings were documented among adolescents
receiving DBT following a recent suicide attempt.
Adolescents who received DBT reported significantly
lower levels of suicidal ideation and fewer suicide
attempts during the six-month treatment period

than did those who received individual and group
supportive therapy. At the 12-month follow-up,

there were no significant group differences because
adolescents in the latter group also reported fewer
suicide attempts over time.34


https://sprc.org/resources-programs/impact-improving-mood-promoting-access-collaborative-treatment-late-life
https://sprc.org/resources-programs/impact-improving-mood-promoting-access-collaborative-treatment-late-life
https://www.sprc.org/resources-programs/prospect-prevention-suicide-primary-care-elderly-collaborative-trial
https://www.sprc.org/resources-programs/prospect-prevention-suicide-primary-care-elderly-collaborative-trial
https://www.sprc.org/resources-programs/prospect-prevention-suicide-primary-care-elderly-collaborative-trial
https://depts.washington.edu/uwbrtc/about-us/dialectical-behavior-therapy/

SAFETY is another DBT-informed cognitive
behavioral family treatment approach that focuses
on strengthening protective supports within the
family and other social systems, skill building that
leads to safer behavioral reactions to stressors,
means reduction, and safety planning. Adolescents
with recent suicide attempts who participated

in SAFETY were significantly less likely to report
experiencing a suicide attempt over the course

of treatment compared with enhanced treatment
as usual.3*

Cognitive Behavioral Therapy is a well-studied

form of psychotherapy that focuses on changing
patients’ thoughts and behaviors, which reciprocally
influence the other. A systematic review of 10
randomized controlled trials from multiple countries
that compared CBT to treatment as usual among
individuals who recently engaged in a suicide attempt
found that CBT reduced the risk of repeated suicide
attempts by half.3*2 Two programs, Cognitive
Behavior Therapy for Suicide Prevention

(CBT-SP) and Brief CBT (BCBT), are examples of CBT
approaches that were tailored to meet the needs

of individuals who have recently attempted suicide.
CBT-SP uses a risk-reduction, relapse-prevention
approach that includes safety plan development,
skill building, psychoeducation, and an analysis

of proximal risk factors and stressors such as
relationship problems and school- or work-related
difficulties leading up to and following the suicide
attempt. CBT-SP also has family skill modules focused
on family support and communication patterns as
well as improving the family's problem-solving skills.
A randomized controlled trial of CBT-SP found that
10-session outpatient cognitive therapy designed to
prevent repeat suicide attempts resulted in a 50%
reduction in the likelihood of a suicide reattempt
among adults who had been admitted to an
emergency department for a suicide attempt relative
to treatment as usual.>** BCBT is a brief version of
CBT that is focused on skill development and internal
self-management. Soldiers who recently attempted
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suicide or experienced suicidal ideation and
participated in 12 BCBT sessions were 60% less

likely to attempt suicide during the two years
following treatment than their peers who received
treatment as usual.?* Problem Solving Therapy
(PST) is a form of CBT that has been shown to reduce
suicidal ideation and hopelessness among individuals

experiencing depression and distress related to
problem-solving skills.345346

Collaborative Assessment and Management

of Suicidality (CAMS) is another therapeutic
framework for guiding suicide-focused assessment
and treatment. The intervention’s flexible approach
can be used across treatment settings and clinicians’
theoretical orientations. It involves the clinician and
patient working together in an interactive assessment
process to develop patient-specific treatment plans.

Sessions are collaborative and involve continual
patient input about what is and is not working to
enhance the therapeutic alliance and increase
treatment motivation in the suicidal patient. There
are five published randomized controlled trials of
CAMS (U.S. and Denmark) in which suicidal individuals
were randomly assigned to CAMS or comparison
treatments.?¥73%" Improvements were observed
across both treatment groups. However, replicated
CAMS results show significant reductions in suicidal
ideation, overall symptom distress, depression, and
hopelessness relative to comparison care. There are
promising data for decreasing suicide attempts and
self-harm (Denmark),®* and a meta-analysis of nine
CAMS trials shows that CAMS is a well-supported
intervention for suicidal ideation (U.S. and multiple
countries).®* CAMS is currently being evaluated as
part of a systems-level approach to reducing suicide
risk within a National Health Service clinic that
serves a population of 158,000 people in the United
Kingdom.3% Efforts are also underway to develop
versions of CAMS to support teenagers at high risk for
suicide (CAMS-4Teens), children at high risk for suicide
(CAMS-4Kids), and their families.3>* Additionally,
V-CAMS is a virtual version that uses a patient-facing
avatar and electronic caring contacts to facilitate
best-practice suicide prevention interventions.3s*
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Future Directions

Several promising approaches are on the horizon

in addition to the practices described above.
Help-seeking is a key protective factor for suicide
that needs additional research. More research is
needed on policies and practices that help reduce
stigma associated with seeking or receiving help and
that protect individuals, like the ability to maintain
employment.

Standardized tools such as self-report questionnaires
or clinician-administered interviews can help mental
health professionals, medical personnel, and others
identify and evaluate people at risk. Suicide risk
screening and assessment are two different methods
that should be administered sequentially. Screening
is @ method used to rapidly identify someone who
needs further evaluation. Assessment is a more
comprehensive evaluation to confirm risk, estimate
immediate danger to the individual, and guide next
steps. Suicide screening may be applied either
universally or selectively. Universal screening applies
to everyone in large settings such as K-12 schools and
colleges or correctional facilities, regardless of risk.
Universal screening may also occur as part of routine
healthcare in primary care settings or emergency
departments. Selective screening may be conducted in
mental health settings or in emergency departments
when individuals are experiencing a mental health
crisis. Toolkits for guiding implementation of screening
programs are available from Zero Suicide and the
National Institute of Mental Health.

The Ask Suicide-Screening Questions,**® Patient Safety
Screener-3,*” Columbia Suicide Severity Rating Scale,**®
and Concise Health Risk Tracking Self-Report®° are
brief, validated, and commonly used tools to screen
for suicide risk. They can be used in a wide range

of settings including primary care, emergency
departments, and mental health settings. Individual
tools are not sufficiently accurate predictors of
suicide risk and should only be used as part of a
wider comprehensive assessment according to the
reserach.?603¢! Some tools do screen for a broader


https://sprc.org/resources-programs/problem-solving-therapy-pst
https://sprc.org/resources-programs/problem-solving-therapy-pst
https://cams-care.com/about-cams/
https://cams-care.com/about-cams/
https://zerosuicide.edc.org/toolkit/identify
http://www.nimh.nih.gov/ASQ

set of suicide risk factors and may also provide
valuable information about risk for suicidal ideation
and attempts. The Convergent Functional Information
for Suicidality (CFI-S) 22-item checklist has shown
moderate to high sensitivity and specificity. It
outperforms physicians' predictive ratings of repeat
visits to the emergency department and completed
suicides during a six-month follow-up period.**?

Emerging efforts to improve risk identification involve
techniques such as machine learning and artificial
intelligence to analyze medical records and other
information to identify people at risk for suicide.
Advances in predictive computer modeling show
promising methods for using readily available data
(such as those available in electronic health records)
to detect populations at risk who might not otherwise

988 LirELiNE

be recognized.>2383364 Applying machine learning to
electronic health records has the potential to improve
risk detection, but these methods are currently not
being routinely implemented in clinical settings.

Ongoing efforts to provide more effective support and
treatment for individuals at risk of suicide include the
988 Suicide & Crisis Lifeline, mobile and community

crisis response teams, and continued adaptation of
therapeutic approaches for specific groups. Mobile
and community crisis teams consists of mental health
professionals who provide crisis services as well as
follow-up stabilization services. These teams will
travel to homes and community locations to help an
individual experiencing a crisis.
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L essen Harms

and Prevent
Future Risk




Public messaging
about suicide
prevention is a key
communication
strategy for
educating
individuals about
warning signs
and resources
available to help
individuals at risk
for suicide.

Rationale

Millions of people are bereaved by suicide every year.>® Risk of suicide can
increase among people who have lost a friend or peer, family member, coworker,
or other close contact to suicide.?> We need better understanding of the potential
long-term effects among survivors. Public messaging and media reporting also
play an important role in preventing and reducing future suicide risk. Suicide-
related media campaigns, for example, intend to prevent suicide by promoting
resiliency and encouraging help-seeking behaviors. Research also suggests that
media reports following a suicide that include exposure to sensationalized or
otherwise uninformed reporting can inadvertently contribute to what is known
as suicide contagion.**¢3¢ The Suicide Prevention Resource Center provides a
comprehensive set of resources including materials, programs, and trainings to

help communities support the needs of survivors of suicide loss. Awareness and
compassionate care for the bereaved is critical.

Approaches

Two approaches that can lessen harms and prevent future risk of suicide include
postvention and safe reporting and messaging about suicide.

Intervene after a suicide

Postvention happens after a suicide has taken place. It is an important preventive
measure that may reduce future suicide risk by proactively and comprehensively
supporting the needs of loss survivors. Postvention efforts may involve key partners
in the community such as first responders, mental health and healthcare providers,
social service providers, local and indigenous leaders, and persons with lived
experience. Postvention may include debriefing sessions, counseling, and/or
bereavement support groups for surviving friends, family members, or other
close contacts.

Report and message about suicide safely

Public messaging about suicide prevention is a key communication strategy

for educating individuals about warning signs and resources available to help
individuals at risk for suicide before a crisis occurs. Safe messaging emphasizes
that suicide is preventable and promotes actions and resources for prevention.
Safe reporting following a suicide is critical. Reporting that sensationalizes suicide
or glamorizes the person who died by suicide and the venue in which suicide is
communicated (like during school assemblies) can heighten the risk of suicide
among at-risk individuals and can inadvertently contribute to suicide contagion.3%®

LESSEN HARMS AND PREVENT FUTURE RISK 69


https://www.sprc.org/populations/suicide-loss

Potential Outcomes

Potential outcomes include
reductions in:

» suicidal ideation,

» suicide attempts,

» suicide rates,

» psychological distress, and

» contagion effects related to suicide.

Other potential outcomes include improvements in
public perceptions about suicide and media reporting
following a suicide.

Evidence

Current evidence suggests that postvention and
safe reporting and messaging can impact risk and
protective factors for suicide.

Intervene after a suicide

The StandBy Support After Suicide (StandBy) is

one example of a postvention program that shows
initial promise of reducing risk factors for suicide.
StandBy provides clients with face-to-face outreach,
telephone support, and referrals to additional
community services matched to their needs through
a professional crisis response team. Site coordinators

develop customized case management plans and
refer clients to other existing community services

as needed.’”® A StandBy study in Australia found

that clients were significantly less likely to be at

high risk for suicidal ideation and attempts than a
suicide-bereaved comparison group that had not
been involved with the StandBy program (48% and
64%, respectively).’”° The effectiveness of StandBy

at reducing suicidality was replicated in a later study
in Australia but only for clients bereaved by suicide
within the last 12 months.?”" Individuals who received
StandBy services within 12 months of experiencing a
loss to suicide were also less likely to experience social
loneliness when compared with bereaved individuals
who did not use StandBy. These findings underscore
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the importance of accessing postvention services at
the time of, or soon after, experiencing the death of a
loved one by suicide.

Two other programs show initial promise for reducing
suicidal ideation and/or suicide attempts among
bereaved individuals and families: Complicated Grief
Treatment and the Family Bereavement Program
(FBP). Neither program was designed to address the
needs of suicide survivors, but initial evidence suggests
they can reduce suicidal ideation and suicide attempts
among people who have experienced the death of a
loved one by suicide. Complicated Grief Treatment is
a short-term therapy that focuses on understanding
and resolving grief complications and promoting
resilience. Thoughts of suicide were reduced from
52% before treatment to 9% after treatment among
individuals bereaved by suicide loss.3”2 FBP promotes
the resilience of children who have lost a parent to
suicide and includes a component for caregivers

that teaches positive parenting and a component for
children that focuses on effective coping skills. The
long-term effectiveness of FBP was documented in one
study. It reports significantly less suicidal ideation and
fewer suicide attempts at 6-year and 15-year follow-
ups among children who participated in FBP when
compared with a group of children who have lost a
parent to suicide but did not participate in FBP.27

Additional research suggests that there are benefits
when active postvention approaches occur at the
scene of a suicide. They are associated with intake
into treatment sooner, greater attendance at support
group meetings, and attendance at more meetings
when compared with passive postvention such as
approaches where survivors self-refer for services.?’3

Report and message about
suicide safely

One way to ensure safe reporting about suicide is to
encourage news media to adhere to Recommendations
for Reporting on Suicide. The most compelling
evidence supporting these recommendations for
reporting comes from Austria. Media guidelines were
introduced after a sharp increase in suicides on the



https://standbysupport.com.au/
https://standbysupport.com.au/
http://www.reportingonsuicide.org
http://www.reportingonsuicide.org

Postvention is an important

preventive measure that
may reduce future suicide
risk by proactively and
comprehensively supporting
the needs of loss survivors.

Viennese subway, and an interrupted time-series
design was used to evaluate the guidelines’ national
impact on subsequent suicides. Changes in the quality
and quantity of media reporting in Austria resulted in
a nationwide significant reduction of 81 suicides
annually.%¢ A systematic review and meta-analysis,
which included the U.S. and multiple other countries,
indicated that following guidelines for responsible

reporting is especially important when covering
celebrity suicides because the public may be more
likely to identify with individuals of high social
standing.34 Research suggests that sensationalist
media reports have harmful effects on suicide, but
reporting on positive coping skills in the face of
adversity can demonstrate protective effects against
suicide (U.S. and multiple countries).3”® Reports of
individual suicidal ideation along with reports
describing a “mastery” of a crisis situation where
adversities were overcome was associated with
significant decreases in suicide rates in the period
immediately following such reports.?’
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Future Directions

There is an ongoing need to adopt and evaluate
public health approaches to postvention that are
culturally sensitive and tailored to meet the needs of
individuals and communities affected by suicide loss.
Comprehensive postvention responses that recognize
both the immediate and long-term effects of suicide
loss are needed to reduce risk and promote healing.

The Action Alliance Survivors of Suicide Loss Task
Force developed guidelines to help communities
and organizations provide immediate and effective
services and support to everyone who is affected

by suicide. The guidelines are based on a social-
ecological approach and are intended to promote
compassionate and integrated postvention efforts
across all levels of society. National guidelines are
relevant to broader communities and organizations,
but there are resources for smaller groups of
people too. After a Suicide: A Toolkit for Schools

is a postvention toolkit that offers comprehensive,
practice-informed, and evidence-based guidance
tailored to the specific needs of school communities
when responding to and managing the detrimental
effects of suicide. These resources have not been
evaluated for their impact on suicide, attempts, or
ideation, but they may reduce the effects of trauma
including feelings of guilt, distress, depression, and
complicated grief.37137¢

Improved and consistent adherence to safe messaging
recommendations across all forms of media is another
area for future directions and research. Suicide
prevention media campaigns, for example, are an
evolving and popular approach intended to reduce
risk of suicide by reaching individuals before crisis

occurs.3”” Media campaigns often focus on the public’s
perceptions about suicide by providing information
regarding warning signs and resources and
encouraging help-seeking behaviors. Preliminary
evidence from two systematic reviews link media
campaigns to modest improvements in knowledge,
beliefs, and attitudes toward suicide.?””*”® However,
some research has found negative impacts associated
with campaigns.3’” These mixed results, and even
potential for harm, strongly suggest that media
campaigns are most effective when they are delivered
as part of a multi-component approach to suicide
prevention. They are more effective when they also
incorporate active engagement strategies, like lectures
or face-to-face distribution of promotional materials,
versus relying on incidental exposure to passive media
platforms such billboards and radio or television
advertisements (studies from multiple countries).?”

The Action Alliance developed a framework for safe

messaging and recommendations for news and

entertainment media on depicting suicide. These

resources can help all sectors of the community
develop messages that are strategic, safe, positive,
and based on best practices. Engaging all sectors of
communities in understanding and implementing
safe messaging about suicide may prevent future
risk. These guidelines can be applied to all forms of
communication such as casual conversations, formal
meetings, and traditional and social media platforms.
More research is needed on how these guidelines are
implemented in different settings and for diverse
audiences.

We can save lives and offer hope and healing by using
the best available evidence and working to build out
future directions with robust evaluation.
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Collaboration

and Partnerships




Integrating and
coordinating
prevention
activities across
sectors and
settings can
expand the reach
and impact of
suicide prevention
efforts.

A comprehensive approach to suicide prevention extends beyond primary

and behavioral healthcare settings to all places where people live, work, study,
worship, and play. Communities can achieve this by creating partnerships to
share the responsibility and investment in suicide prevention. Collaborations can
also create meaningful linkages across public health, mental health, primary care,
and other sectors.

The Role of Public Health

Public health can play an important and unique role in comprehensive suicide
prevention. Public health agencies bring critical leadership to suicide prevention
for broad population-level impact. The public health approach uses data to define
the problem, science to determine what works for prevention, and widespread
adoption of effective programs, practices, and policies with a particular focus
on upstream prevention that seeks to prevent suicide risk in the first place. To
carry out this approach, public health professionals serve as conveners of multi-
sectoral partnerships that together use data and the best available evidence

to plan, prioritize, and coordinate suicide prevention efforts in state, territorial,
local, and tribal communities, with a focus on populations disproportionately
affected by suicide. Public health collects and disseminates data and prevention
information, implements and evaluates preventive measures, and tracks and
monitors prevention progress for continuous quality improvement.

Partners and People with
Vested Interest

The strategies and approaches outlined in this Prevention Resource cannot

be accomplished by the public health sector alone, nor can suicide prevention
rely solely on the mental health system, which touches some but not all of the
strategies described in this resource. Integrating and coordinating prevention
activities across sectors and settings (see National Strategy for Suicide Prevention')
can expand the reach and impact of suicide prevention efforts. The following
list describes some of the vital partners needed to implement the strategies and
approaches in this resource, along with examples of the types of roles they can
play in preventing suicide.

» Community members, including individuals with lived experience are
essential, and it is important that they are involved at every stage of the
planning and implementation process. Those who are directly impacted by
suicide have firsthand experience and can contribute ideas for how to prevent it.

» Individuals from populations disproportionately affected by suicide offer
vital expertise for preventing suicide. Collaborating with representatives and
leaders from diverse backgrounds is particularly important to disrupt patterns
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of inequity and help ensure relevance and reach.
Also consider engaging non-traditional partners
who have rapport in particular communities.

Non-governmental and community-based
organizations often serve as points of connection
and engagement across the populations they serve.
They can identify people at risk and coordinate
across organizations to provide supportive services.
Community organizations can deliver programs
such as those that promote healthy norms

and teach coping skills. They can leverage their
connections to increase awareness of, and garner
support for, policies that help reduce suicide on a
broader scale. They can also create safe spaces for
community members to grieve and process their
experience following a suicide in the community,
which can lessen harms and prevent future risk.

Education systems can implement and evaluate
policies and practices geared toward creating safe,
healthy, and supportive classroom environments.
Schools can teach coping and problem-solving skills
and promote healthy connections through healthy
peer norms and community engagement activities.

Local, state, and federal government are
especially important in addressing underlying
environmental contexts that increase the risk for
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suicide. Government agencies can implement
programs and policies that improve housing
stability, economic security, and care access and
delivery. Public health and other governmental
agencies can work together to establish policies
and support practices that create protective
environments where people live, work, and play.

Social services can collaborate with the health,
education, and justice sectors to support individuals
at high risk for suicide and their families, improve
access to care, and coordinate service provision
with community organizations. This could include
public agencies and departments at the county and
municipal level.

Health and behavioral healthcare insurers,
providers, and health systems can implement
programs and policies that improve access and
delivery of suicide care. The health sector is
well-positioned to identify and support people at
risk through activities delivered in hospital, primary
care, behavioral healthcare, and community settings
that require the expertise of professionals who

are licensed and trained to deliver intensive critical
intervention support. Clinicians can help reduce
access to lethal means among people at risk of
suicide through education and counseling.



» Businesses can implement programs and policies
that strengthen household financial security.
They can also partner with public health entities
to establish policies and practices that create
protective workplace environments.

» Housing authorities and agencies can adopt
policies that prevent homelessness and minimize
eviction and foreclosure. Affordable housing
advocates can promote a range of policies to
improve housing stability, alleviate financial strain,
and decrease risk of suicide. Supportive housing
providers can ensure strong linkages to care and
promote healthy connections among residents,
their families, and community.

» News media can lessen harms and prevent future
risk by promoting help-seeking and following
responsible reporting guidelines, including when
communicating information on a recent suicide to
the public.

» Policymakers can advance changes in policies,
systems, and environments that will help reduce
suicide. This includes strengthening economic
supports, improving access to and delivery of
suicide care, and creating protective environments.

» First responders can identify those at risk and
connect them to support.

» Foundations can support comprehensive action
across strategies and fund evaluation efforts to
expand the evidence base, with flexibility in funded
approaches to encourage cultural responsiveness
and adaptation. Funders can structure initiatives to
include time for thorough planning and partnership
building that foster collaboration.

These groups can work together to prevent suicide
by impacting the various contexts and underlying
risks that contribute to suicide. Suicide prevention
efforts can involve partners in a wide variety of
configurations. The list of partners and sample roles
provided above is not meant to be exhaustive.

Many states and communities already have strategic
plans for suicide prevention, as well as coalitions and
task forces in place that engage these partners.3”®
The Action Alliance is a cross-sector, public-private
partnership that brings together federal agencies”
with the private sectort and the nonprofit sector

to implement the National Strategy for Suicide
Prevention and the Surgeon General's Call to Action.

The summary table in the Appendix notes sectors that
may be well-positioned to lead implementation efforts
within the strategies and approaches described in

this document. All sectors can play an important and
influential role in preventing the risk of suicide in the
first place and lessening the immediate and long-term
harms of suicidal behavior by helping those in times
of crisis get the services and support they need.

Complementary resources:

The Surgeon General’s Call to Action to
Implement the National Strategy for Suicide

Prevention.

The National Strategy for Suicide Prevention
outlines sample actions that various sectors,
levels of government, organizations, individuals,
and families can take to prevent suicide.

* Centers for Disease Control and Prevention, Health Resources and Services Administration, Substance Abuse and Mental
Health Services Administration, National Institute of Mental Health, Department of Defense, Indian Health Services, Office of Self
Governance - Department of the Interior, Department of Justice, Department of Homeland Security

t Construction, healthcare, news media, sport, entertainment, finance, forestry, etc.
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Fvaluation




Consistent data
allow public health
and other entities
to better gauge
the scope of the
problem, identify
groups at high
risk, and monitor
the effects of
prevention policies
and programes.

Monitoring and evaluation are necessary components of a public health
approach to preventing suicide. Prevention efforts require timely and reliable
data to monitor the extent of the problem and evaluate the impact. Data are
also necessary for prevention planning and implementation to understand what
works and does not work to address risk factors, reinforce protective factors,
and decrease suicide rates.

Gathering ongoing, uniform, and consistent data across systems is important.
Consistent data allow public health and other entities to better gauge the

scope of the problem, identify groups at high risk, and monitor the effects of
prevention policies and programs. It is common for different sectors, agencies,
and organizations to employ varying definitions of suicidal ideation, behavior, and
death that can make it difficult to consistently monitor specific outcomes across
sectors and over time. For example, the manner in which deaths are classified can
change from one jurisdiction to another or based on local medical and/or medico-
legal standards.3#°

Monitoring Resources

Surveillance systems exist at the federal, state, and local levels. A list of available
data sources for suicide prevention can be found on CDC's Suicide Prevention
website. It is important to assess the availability of surveillance data and data
systems across these levels to identify and address gaps in the systems. CDC's
National Vital Statistics System data, with data available at WISQARS™ and CDC
WONDER?®" and the National Violent Death Reporting System,3®? are examples of
surveillance systems that provide data on deaths from suicide. The National Vital
Statistics System is a nationwide surveillance system that collects demographic,
geographic, and cause-of-death data from death certificates.®® The National

Violent Death Reporting System is a state-based surveillance system (currently in
all 50 states, the District of Columbia, and Puerto Rico) that combines data from
death certificates, law enforcement reports, and coroner or medical examiner
reports to provide detailed information on the circumstances of violent deaths,
including suicide, which can assist communities in guiding prevention activities.?
Data from state and local Child Death Review Teams3®® and Suicide Death Review
Teams (in a few states) offer another source to identify deaths and obtain insight
into the gaps in services, systems, and modifiable risk factors for suicide.

The National Electronic Injury Surveillance System-All Injury Program provides
nationally representative data about all types and causes of nonfatal injuries
treated in a subset of U.S. hospital emergency departments and can be used to
assess national rates of, and trends in, self-harm injuries by cause, age, race and
ethnicity, sex, and disposition.®

CDC's National Syndromic Surveillance Program has additional information

regarding suicidal behavior from electronic patient encounter data obtained from
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emergency departments, urgent and ambulatory
care centers, inpatient healthcare settings, and
laboratories.?®* Emergency department syndromic
surveillance data contains information on suicidal
ideation and suspected suicide attempts that can be
analyzed by age, sex, and geographic location. It can
provide timely information on trends which can be
used to support targeted public health investigation
and response.?”3838 The program can be particularly
helpful as an early warning system for upticks in
suicide-related outcomes in general, and during
times of community infrastructure disruptions,
such as pandemics, economic recessions, and
natural disasters.

Some surveillance systems provide national, state,
and some local estimates of suicidal behavior and
suicide risk and protective factors. The Youth Risk
Behavior Surveillance System collects information

from a nationally representative sample of 9th-12th-
grade students. It is a key resource in monitoring
health risk behaviors among youth. It includes
information about youth who have seriously
considered attempting suicide, attempted suicide,
made a plan, or required treatment by a doctor or
nurse for a suicide attempt that resulted in an injury,
poisoning, or overdose.*® The data are obtained from
a national school-based survey conducted by CDC as
well as from state, territorial, tribal, and large urban
school district surveys conducted by education and
health agencies.3® The National Survey on Drug Use
and Health (NSDUH)** is an annual survey of the
civilian, non-institutionalized population ages 12
years and older. NSDUH provides data on:

» national and state-level estimates of substance
use such as alcohol, tobacco, illicit drugs, and
nonmedical use of prescription drugs,

» mental health, such as past year mental iliness
and co-occurring illnesses,

» service utilization, and

» suicidal ideation, suicide plans, and
suicide attempts.

NSDUH is a key resource to track trends in suicide-
related risk factors in the population and to help
identify groups at increased risk.3®
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International Classification of Diseases, Tenth
Revision-Clinical Modification coded administrative
data can provide a means to monitor suicide deaths,
nonfatal suicide attempts, and instances of intentional
self-harm through claims and encounter data.?®
International Classification of Diseases, Tenth Revision
suicide-related codes are distinct from mental
health-related codes and provide information about
manner of death or method of injury via external
cause codes. Administrative data sets can vary in
quality and completeness, particularly external cause
codes. There is a federal requirement for healthcare
providers to include diagnosis codes when submitting
claims for reimbursement, but inclusion of external
cause codes is voluntary.>*' Administrative data can
also be used to evaluate prevention efforts.

The Healthcare Cost and Utilization Project (HCUP)

is a collection of healthcare databases that provides
longitudinal all-payer encounter-level data for hospital
inpatient care, outpatient emergency department
care, and ambulatory surgery from hospital-owned
facilities. HCUP data can provide national-level trend
data on emergency department visits related to

suicidal ideation or suicide attempt.3923% |t can also
be used within states to understand the prevalence
of suicide attempts requiring hospitalizations by
geographic regions.

Evaluation

It is important to address gaps in responses, track
progress of prevention efforts, and evaluate the
impact of those efforts to improve the quality of
suicide prevention programming and/or to eliminate
non-effective strategies or activities. Evaluation data
are essential to understand what does and does not
work to reduce suicide rates and the associated risk
and protective factors at the individual, relationship,
community, and societal levels. Theories of change
and logic models that identify short-, intermediate-,
and long-term outcomes are an important part of
program evaluation.


https://www.cdc.gov/healthyyouth/data/yrbs/index.htm
https://www.cdc.gov/healthyyouth/data/yrbs/index.htm
https://www.hcup-us.ahrq.gov/

Evaluation data are essential

to understand what does

and does not work to reduce
suicide rates and the associated
risk and protective factors at
the individual, relationship,
community, and societal levels.

The evidence base for suicide prevention has advanced
greatly over the last few decades. However, we

need more information on the impacts of policies,
programs, and practices on suicide and suicide
attempts. This work needs to go beyond merely
examining their effectiveness on risk factors.

Research can inform knowledge gaps about the
long-term effectiveness of primary prevention

strategies (upstream before risk occurs) and
community-level strategies to prevent suicide at
the population level. Testing the effectiveness of
the strategies and approaches in this resource
could include evaluating how the strategies
interact, identifying the barriers and facilitators
to successful strategy implementation, and the
impact of key contextual factors, policies, and
partnerships on strategy implementation and
effectiveness. Most existing evaluations focus on
approaches implemented in isolation, but there
is potential to understand the synergistic effects
within a comprehensive prevention approach.
CDC's Comprehensive Suicide Prevention Program

seeks to understand these synergies as states and
communities implement multiple strategies and
approaches from this resource.
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Conclusion




Each of us
likely interacts
every day with
suicide survivors;
those with lived
experience;
and those with
thoughts of
suicide either
at home, at
work, or in our
communities.

Suicide is a serious but preventable™? public health problem that can have lasting
impacts and ripple effects that are far-reaching. Each of us likely interacts every
day with suicide survivors; those with lived experience; and those with thoughts
of suicide either at home, at work, or in our communities. Suicide rates have
declined in the past two years,” but multiple barriers have impeded progress.
Barriers include adequate resources and capacity to carry out the work and stigma
related to help-seeking, mental iliness, and being a survivor. The good news is that
suicide as a preventable public health problem is garnering attention, particularly
in the wake of the COVID-19 pandemic. We now have the Surgeon General's

Call to Action to implement the National Strategy for Suicide Prevention and the
U.S. Department of Health and Human Services’ Behavioral Health Coordinating
Council and its subcommittee on Suicide Prevention and Crisis Care. Many other
expanded efforts such as the 988 Suicide & Crisis Lifeline are underway.

This Prevention Resource includes strategies and approaches designed to be used
as part of a comprehensive approach to suicide prevention. Such an approach
starts with convening, connecting, and communicating with multi-sectoral
partners. It relies on quality data for decision-making; leveraging existing suicide
prevention programming in communities; implementing and evaluating multiple
strategies and approaches with the best available evidence as found in this
document; and communicating lessons learned, progress, and success stories.
This Prevention Resource addresses multiple risk and protective factors at the
individual, relationship, community, and societal levels. It includes strategies and
approaches to prevent the risk of suicide in the first place, as well as strategies
focused on lessening the immediate and long-term harms of suicidal behavior.

It also includes strategies that range from a focus on the whole population
regardless of risk to strategies designed to support people at highest risk.
Importantly, this Prevention Resource extends the bounds of typical prevention
strategies to consider approaches that go beyond individual behavior change to
better address risk factors impacting communities and populations more broadly
such as economic policies to strengthen housing and financial security.

The collection of policies, programs, and practices described in this resource can
be implemented now while the evidence base continues to emerge. Monitoring
and evaluation play a key role in that implementation. In closing, we hope that
this resource supports states and communities as you work to prevent suicide,
and as we work together, knowing that hope, help, and healing are possible.
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APPENDIX

SUMMARY OF STRATEGIES AND
APPROACHES TO PREVENT SUICIDE

@ STRATEGY: STRENGTHEN ECONOMIC SUPPORTS

Other Risk/

Suicide .
Approach/Program, Practice or Policy Ideation or | Frotective Lead Sectors

Factors for
Attem . .
ttempts Suicide

IMPROVE HOUSEHOLD FINANCIAL SECURITY

Other unemployment support practices

: (e.g., job skills training) B “
: Other household financial security measures : : ;
. (e.g., transfer payments, medical benefits, and R N . + Government
: family assistance) . (local, state,
.......................................................................................................................... .............................. .............................. .............................. federal)
. State supplements to federal K K |+ Business/
; Earned Income Tax Credits . Labor
Supplemental Nutrition Assistance Program a N
. Early access to Social Security benefits s s
Increased minimum wages A A
STABILIZE HOUSING
Rent assistance to renters with lower incomes a
Low-barrier housing for individuals
i experiencing chronic homelessness ‘
: Veterans Health Administration
A

. homeless programs
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https://www.benefits.gov/benefit/91
https://www.benefits.gov/benefit/613
https://www.benefits.gov/benefit/613
https://www.benefits.gov/benefit/939
https://www.benefits.gov/benefit/361
https://www.benefits.gov/benefit/2787
https://www.dol.gov/agencies/whd/minimum-wage/state#:~:text=Georgia,-Applicable%20to%20employers&text=The%20State%20law%20excludes%20from,wage%20of%20%247.25%20per%20hour.

r@g}'j STRATEGY: CREATE PROTECTIVE ENVIRONMENTS

Other Risk/

Suicide 3
Approach/Program, Practice or Policy Suicide Ideation or Protective Lead Sectors

Factors for
Attempts | o icide

REDUCE ACCESS TO LETHAL MEANS AMONG PERSONS AT RISK OF SUICIDE
Interventions to reduce readily accessible
. environmental means (e.g., bridges, pesticides)

‘ + Government

Safe storage (e.g., Counseling on Access to

¢ Lethal Means (CALM) “ E (local, state)

............................................................................................................................................................................................................... + Public Health

Child Access Prevention (CAP) laws to + Healthcare

- reduce firearm self-injuries and suicides a . + Business/

: among young people : : . Labor

Mandatory waiting periods to reduce

- firearm suicides :

. CREATE HEALTHY ORGANIZATIONAL POLICIES AND CULTURE

United States Air Force Suicide ; : : :

Prevention Program : : + Government

; : ' . (local, state,
. federal)

i + Military

i Strong Schools Against Suicidality R + Justice

. and Self-Injury : .
% i + Education

+ Government
(local, state)

. Prescription drug supply restrictions -+ Business/
. (e.g., PDMPs) - Labor
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https://zerosuicidetraining.edc.org/enrol/index.php?id=20
https://zerosuicidetraining.edc.org/enrol/index.php?id=20
https://www.resilience.af.mil/Suicide-Prevention-Program/
https://www.resilience.af.mil/Suicide-Prevention-Program/

& STRATEGY: IMPROVE ACCESS AND DELIVERY OF SUICIDE CARE

Other Risk/

Suicide 3
Approach/Program, Practice or Policy Suicide Ideation or Protective Lead Sectors

Factors for
Attempts | ¢ icide

COVER MENTAL HEALTH CONDITIONS IN HEALTH INSURANCE POLICIES

: : : : . + Government
i Mental health parity laws a A . (state, federal) :
| ' : ' : + Healthcare

INCREASE PROVIDER AVAILABILITY IN UNDERSERVED AREAS

. National Health Service Corps . + Government
B s o s : (federa|)
. Community mental health clinics N . + Healthcare

Telemental health (e.g., telephone, clinical : : : :

. video appointments) . . + Healthcare

: ; : ; + Public health
+ Business/

Mobile applications

............................................................. Labor
Internet-delivered cognitive behavior therapy

CREATE SAFER SUICIDE CARE THROUGH SYSTEMS CHANGE

. Zero Suicide A . . +Healthcare
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https://nhsc.hrsa.gov/
https://zerosuicide.edc.org/

—

® © STRATEGY: PROMOTE HEALTHY CONNECTIONS

Other Risk/

Suicide .
Approach/Program, Practice or Policy Suicide Ideation or Protective Lead Sectors

Factors for
Attempts | o icide

PROMOTE HEALTHY PEER NORMS

© Sources of Strength . + Public Health

i+ Education

. Greening vacant urban spaces -+ Public Health

: : : : + Government
R (local)

. + Community

:  Nonprofit
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https://sourcesofstrength.org/
https://cdmrp.army.mil/dmrdp/research_highlights/21wingman_connect_highlight.aspx

&Ell STRATEGY: TEACH COPING AND PROBLEM-SOLVING SKILLS

Other Risk/

Suicide 3
Approach/Program, Practice or Policy Suicide Ideation or Protective Lead Sectors

Factors for
Attempts | o icide

SUPPORT SOCIAL-EMOTIONAL LEARNING PROGRAMS

© Youth Aware of Mental Health Program

+ Public Health

+ Education :
.+ Social Services
+ Nonprofit :

After Deployment Adaptive Parenting Tools

. (ADAPT) : :
SUPPORT RESILIENCE THROUGH EDUCATION PROGRAMS
. Resilience training programs (e.g., colleges, - + Education

- workplaces) . .+ Business/
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https://www.y-a-m.org/
https://goodbehaviorgame.air.org/
https://positivechoices.org.au/teachers/aussie-optimism-program
https://www.mindwise.org/sos-signs-of-suicide/
https://incredibleyears.com/
https://strengtheningfamiliesprogram.org/
https://fcu.uoregon.edu/
https://www.bereavedparenting.org/
http://www.familias-unidas.org/
https://www.adaptparenting.org/
https://www.adaptparenting.org/

é{’n STRATEGY: IDENTIFY AND SUPPORT PEOPLE AT RISK

Other Risk/

Suicide 3
Approach/Program, Practice or Policy Suicide Ideation or Protective Lead Sectors

Factors for
Attempts | o icide

TRAIN GATEKEEPERS

Applied Suicide Intervention Skills Training N
. Garrett Lee Smith Youth Suicide  + Government
. Prevention Program ’ . (federal)
i Question Persuade Refer (QPR) : : : a + Public Health
T — R — R o i+ Healthcare

i Mental Health First Aid and Teen Mental

: Health First Aid :
RESPOND TO CRISES
. National Suicide Prevention Lifeline + Government
! (now called 988 Suicide & Crisis Lifeline) . - . (local, state,
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Preface from the Surgeon General

Together with the National Action Alliance for Suicide Prevention (Action Alliance), | am honored to present
The Surgeon General’s Call to Action to Implement the National Strategy for Suicide Prevention. More

than 20 years ago, Surgeon General David Satcher issued the landmark report The Surgeon General’s Call

to Action to Prevent Suicide, recognizing suicide as a major public health issue and calling for a national
response. Although we have established a solid foundation for suicide prevention in the United States, much
work remains to be done.

The National Strategy for Suicide Prevention (National Strategy), first released in 2001 and updated in
collaboration with the Action Alliance in 2012, identifies 13 goals and 60 objectives that address every
aspect of suicide prevention—from fostering healthy and empowered individuals, families, and communities
to providing effective prevention programs and clinical care. The Action Alliance has become a diverse

and impactful partnership that is advancing implementation of the National Strategy across the public and
private sectors every day.

Today we know more about suicide and how it can be prevented than we did in 1999. We understand that
like other public health problems, such as obesity and cancer, suicide is influenced by many factors. As a
result, suicide prevention efforts must engage all sectors, including public health, mental health, health
care, social services, our military and Veterans, business, entertainment, media, faith communities, and
education. These efforts must be informed by data, guided by the needs of the groups affected, and shaped
by the voices of people who have experienced suicidal thoughts, plans, attempts, and losses.

In the past 20 years, suicide prevention activity has increased dramatically, and we have made progress in
implementing the goals and objectives in the National Strategy. Adding to the momentum for collaboration
around suicide prevention efforts, President Donald Trump signed Executive Order 13861, the President’s
Roadmap to Empower Veterans and End a National Tragedy of Suicide (PREVENTS), thus establishing a
cabinet-level Task Force. As a Task Force member and Ambassador for PREVENTS, | have collaborated
with federal, state, local, territorial, and tribal governments, as well as non-governmental entities and
organizations to prevent suicide deaths. New sectors have become involved, and we have observed an
increase in public awareness that suicide is preventable. However, there is still much work to be done to
fully implement the National Strategy, and suicide remains a serious, and growing, public health problem.
In 2019, more than 47,000 people died by suicide, and millions more struggled with serious thoughts of
suicide or supported someone close to them who was in distress.
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Experiencing a suicidal crisis or losing a loved one to suicide can have deep and long-lasting consequences.
Families, friends, colleagues, neighbors, communities—and ultimately our entire nation—feel the effects
of this suffering and loss. We can and must do more to prevent these deaths and distress and to help all
Americans lead healthy and fulfilling lives.

At the same time, we recognize the substantial challenges ahead of us. A worldwide pandemic continues to
impact the health and economic well-being of Americans. This crisis has brought renewed attention to deep-
seated inequities in health, education, employment, housing, and other areas that affect the lives of millions
of Americans. Problems resulting from the pandemic—including physical illness, loss of loved ones, anxiety,
depression, job loss, eviction, and increased poverty—could all contribute to suicide risk.

Today, perhaps more than ever before in our recent history, we need to come together as a nation to
strengthen and support one another—to be there for our friends, family members, colleagues, neighbors,
and others facing difficult times. All of us have a role to play in spreading kindness and compassion and
supporting one another when we are struggling.

Please join us in carrying out the actions outlined in this report to fully implement the National Strategy so
that we may build strong and healthy communities, support those who may be struggling, and save lives.

Jerome M. Adams, MD, MPH

Vice Admiral, U.S. Public Health Service
Surgeon General

U.S. Department of Health and Human Services

PAGE 3



The Surgeon General’s Call to Action
TO IMPLEMENT THE NATIONAL STRATEGY
FOR SUICIDE PREVENTION

From the National Action Alliance
for Suicide Prevention

As co-chairs of the National Action Alliance for Suicide Prevention (Action Alliance), in partnership with

U.S. Surgeon General Jerome Adams, we are pleased to release this Call to Action, which identifies six
priority actions for suicide prevention in the United States. Established in 2010, the Action Alliance is the
public-private partnership tasked with advancing the National Strategy for Suicide Prevention (National
Strategy). We are fulfilling this charge every day by championing suicide prevention as a national priority and
bringing together diverse sectors—including health care, the justice system, first responders, faith leaders,
communities of color, the media, and employers—to leverage their leadership roles in supporting efforts

to implement the 2012 National Strategy. Our mission is fueled by more than 250 partner organizations
dedicated to leading a coordinated national response to suicide.

The National Strategy recognizes that suicide is a complex issue requiring comprehensive solutions. No
single strategy alone will be enough to reduce suicide rates. Suicide prevention efforts must combine
strategies that promote resilience and wellness, identify and support individuals and groups at risk, provide
effective crisis response and care for suicide risk, and support those who have been affected by suicide.
These efforts must be guided by the voices of individuals with lived experience and tailored to the unique
strengths and needs of groups who bear a disproportionate burden of suicide, including military service
members, Veterans, indigenous communities, and ethnic, racial, sexual, and gender minorities.

We know that the coronavirus disease-2019 (COVID-19) pandemic is taking a tremendous toll on Americans’
emotional and economic well-being. While no one is immune from the stress and anxiety resulting from

this crisis, these effects are magnified in households that already faced systemic disparities before the
pandemic began. During these times, we must focus on strengthening individuals and communities to cope
with adversity, and supporting those who may be facing multiple challenges. We also need to ensure that
those at risk for suicide are provided with effective care that will support their recovery.

Together with our many partners, we have made much progress in engaging new sectors, building public
awareness and momentum, and leveraging resources to identify best practices in suicide prevention. We
now know more about what works to prevent suicide than ever before. These evidence-based approaches
must be implemented more widely.
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Urgent action around suicide prevention is needed at the federal, state, tribal, and local levels to fully
implement the goals and objectives of the National Strategy and change the trajectory of suicide in our
country. The Action Alliance is ready and eager to lead the charge. The six actions and associated strategies
outlined in this report will help move us closer to fully implementing the National Strategy and achieving our
ultimate vision: a nation free from the tragedy of suicide. Please join us.

Sincerely,

Robert W. Turner Carolyn M. Clancy, MD

Private Sector Co-Chair, Action Alliance Public Sector Co-Chair, Action Alliance

Senior Vice President, Retired Deputy Under Secretary for Health for Discovery,
Union Pacific Corporation Education, and Affiliate Networks

U.S. Department of Veterans Affairs
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From the President’s Roadmap to Empower
Veterans and End a National Tragedy of
Suicide (PREVENTS) Office

Suicide is one of the most challenging societal issues of our time, affecting our Veterans at alarming rates.
To address suicide within the Veteran community and to create an “all of nation” approach to prevent
suicide more broadly, Executive Order 13861, known as The President’s Roadmap to Empower Veterans and
End a National Tragedy of Suicide (PREVENTS), was signed on March 5, 2019. At the center of PREVENTS’
work is the goal of preventing suicide. Achieving this goal requires culture change, seamless access to care,
a connected research ecosystem, and robust community engagement. It also requires ongoing coordination
with all sectors, institutions, and stakeholders. Because suicide is a national tragedy that affects all of us, in
order to be successful, everyone must be engaged.

PREVENTS works to elevate and amplify existing suicide prevention initiatives and to address gaps in

the efforts and services outlined in the first (2001) and updated (2012) National Strategy for Suicide
Prevention. To accomplish the aspirational goals of PREVENTS, a comprehensive plan—or Roadmap—was
developed over the course of a year and released to the public in June 2020. Several critical goals have been
accomplished since the release of this public health approach:

e Construction of the PREVENTS office, comprising dedicated staff, detailed action officers from the
PREVENTS Task Force federal departments, and contract support to operationalize the work of
PREVENTS and the REACH campaign

e Launch of the REACH national public health campaign, developed specifically for this effort, which
to date has 2.8+ billion media impressions, 642+ million video views, 7.7+ million website visits, and
15,000+ pledges

¢ Implementation of a scalable operational structure that currently involves more than a thousand
individuals and organizations representing federal, state, local, and tribal governments; faith-based
communities; nonprofit organizations; academia; Veteran and military service organizations; and other
private industry partners, working collaboratively with specified roles and actions, using best-in-practice
implementation strategies

e Creation of the framework and partnerships to implement a National Grant Program beginning in 2022,
authorized by the Commander John Scott Hannon Act, passed into law in October 2020
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Much has changed since the PREVENTS Executive Order was signed in March 2019, including a global
pandemic that has created additional challenges and strain on the mental health and well-being of our
nation. Recent polls have indicated that as many as a third of Americans are experiencing some form

of mental health distress. More than ever before, these challenging times highlight the importance of
collaboration and coordination as we engage all Americans to ensure that those in need are able to receive
the care and support they deserve.

In 2021, PREVENTS looks forward to working with the Office of the Surgeon General and the Action
Alliance to continue this critical work. The six actions and associated strategies outlined in this report are
necessary and achievable. No single organization or entity can accomplish this alone, but together we will
prevent suicide.

Barbara Van Dahlen, PhD
PREVENTS Executive Order Task Force
Executive Director
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Introduction and Overview

Suicide is a tragedy that touches the lives of millions of Americans. One of the 10 leading causes of death in
the United States, suicide claimed more than 47,500 lives in 2019 alone.! Moreover, suicide rates are rising
across the country.?2 From 1999 to 2019, the national suicide rate increased 32 percent—from 10.5 to 13.9
per 100,000.%3

These deaths are only the tip of an iceberg. For every person who dies by suicide, thousands more
experience suicidal thoughts or attempt suicide. In a 2019 national survey, 1.4 million U.S. adults reported
attempting suicide in the past year, 3.5 million adults reported making a suicide plan in the past year, and
12 million adults reported having serious thoughts of suicide in the past year.* Additionally, from 2008 to
2017, visits to the emergency department related to suicidal ideation or suicide attempts increased among
all age groups.®

When someone experiences a suicidal crisis or dies by suicide, countless others—including family
members, friends, teachers, and coworkers—are affected. Losing someone to suicide is a tragedy that has
long-lasting consequences and may increase the risk for suicidal behaviors,® 7 which include preparatory
acts, suicide attempts, and deaths.® The economic toll is immense as well. Suicide attempts and deaths
by suicide are estimated to cost the nation more than $93 billion per year in medical costs and lost
productivity.®

Although suicide is a complex behavior that can be influenced by many different factors, suicide is
preventable. Suicide prevention requires a comprehensive approach that combines multiple strategies to
reduce risk and strengthen protective factors at the individual, relationship, community, and societal levels.

1999 Surgeon General’s Call to Action

Recognizing the need to make suicide prevention a national priority, in 1999 Surgeon General David Satcher
issued The Surgeon General’s Call to Action to Prevent Suicide.'®° The call came at a time of increased
momentum around suicide prevention worldwide. U.S. suicide prevention efforts had been initiated decades
earlier by dedicated grassroots activists—many of whom had lost someone to suicide or had faced a
suicidal crisis themselves—but in the 1990s these efforts coalesced around the need to develop a national
coordinated response. To that end, the United States participated in a landmark international conference

in Canada in 1993, and five years later conducted its first-ever National Suicide Prevention Conference, in
Reno, Nevada. Guided by the recommendations resulting from the national conference, Dr. Satcher’s Call

to Action introduced a blueprint for suicide prevention and called for the development of a comprehensive
national strategy.
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National Strategy for Suicide Prevention

In 2000, a federal steering group comprising diverse representatives from the public and private sectors
conducted a series of public hearings to guide the development of a national strategy. Released jointly by
Dr. Satcher and the National Council for Suicide Prevention in 2001, the National Strategy for Suicide
Prevention (National Strategy) presented a detailed roadmap for preventing suicide in a comprehensive and
coordinated way.!!

In the years that followed, activity around suicide prevention swiftly expanded, with government agencies
at all levels, nonprofit organizations, schools, and other entities initiating suicide prevention programs.
Guided by the goals and objectives of the National Strategy, states nationwide developed their own state-
level suicide prevention plans. At the federal level, key achievements included the enactment of the 2004
Garrett Lee Smith (GLS) Memorial Act, which provides funding for youth suicide prevention, and the
2007 Joshua Omvig Veterans Suicide Prevention Act, which directed the U.S. Department of Veterans
Affairs (VA) to implement a comprehensive suicide prevention program for Veterans. GLS-funded suicide
prevention programs have been found to have a long-term effect in reducing youth suicide rates.'? Other
accomplishments included the establishment and funding of the Suicide Prevention Resource Center and
the National Suicide Prevention Lifeline (1-800-273-8255).

The 2001 National Strategy called for the establishment of a public-private partnership to lead the
implementation of its 13 goals and 60 objectives. Launched in 2010, the National Action Alliance for Suicide
Prevention (Action Alliance) brings together partners from diverse sectors—including health care, faith,
news media, criminal justice and law enforcement, and business—and individuals with lived experience to
advance suicide prevention in the United States.

As one of its first tasks, the Action Alliance worked closely with U.S. Surgeon General Regina Benjamin
and numerous stakeholders from across the country to revise and update the National Strategy to reflect
a decade of advancements in suicide prevention research and practice. This effort culminated with the
release of the 2012 National Strategy that guides our suicide prevention efforts today.®
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The Rationale for Action

Since the National Strategy was updated in 2012, suicide prevention efforts have expanded and multiplied.
New research is increasing our understanding of how to best implement suicide prevention practices in
health care systems and communities. New partners have become engaged in suicide prevention, including
organizations and businesses that had not previously viewed suicide prevention as part of their mission.
Although funding still may not reflect the serious and wide-reaching impact of suicide on our nation, more
attention and resources are being dedicated than ever before. Recent examples include the President’s
Roadmap to Empower Veterans and End a National Tragedy of Suicide (PREVENTS), launched in 2019,'3
and the Federal Communications Commission’s (FCC's) decision to designate 988 as the national number
for mental health crises'* (which will be implemented by July 16, 2022).

Throughout these years, the suicide prevention field has also strengthened its commitment to ensuring that
suicide prevention is guided by the voices of those with lived experience. Individuals who have personal
knowledge of suicide are increasingly
contributing their unique and vital insights to
all aspects of suicide prevention, including
program planning and evaluation, policy
development, and service delivery. The
voice of lived experience is helping to ensure
that, as a society, we talk about mental
health and suicide in a more inclusive,
informed, and compassionate way. Insights
from lived experience are guiding the provision of services and supports that best meet the needs of
persons experiencing a suicidal crisis or who have lost someone to suicide, and are informing efforts to
better prepare communities nationwide to respond to the aftermath of suicide and to support recovery
among all who may be affected.

People with lived experience.
Individuals who have personal knowledge

of suicide gained through direct, first-hand
experience. They include people who have
experienced suicidal thoughts, survived a
suicide attempt, or lost a loved one to suicide.

And yet, much remains to be done. Although research has identified many strategies that can be effective
in preventing suicide, these evidence-informed approaches have not yet been brought to scale. Findings
from a comprehensive assessment of national progress toward implementation of the goals and objectives
of the National Strategy show that while there are more suicide prevention efforts in the United States than
ever before, they vary across states, and few are comprehensive or strong enough to have a measurable
impact on reducing suicidal behavior.'®> The National Strategy is far from being implemented nationally or
in its entirety, and suicide prevention continues to lack the breadth and depth of the coordinated response
needed to truly make a difference in reducing suicide.
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The urgency to prevent suicide has increased in recent years, as two major crises—the opioid epidemic

and the coronavirus disease-2019 (COVID-19) pandemic—have dramatically impacted the health and
economic well-being of millions of Americans. As The Surgeon General’s Spotlight on Opioids notes, opioid
misuse and opioid use disorders have contributed to devastating consequences, including thousands of
overdose deaths, the transmission of HIV and viral hepatitis, and increased violence and child neglect.!® The
opioid crisis has a direct link to suicide, as substance misuse is a risk factor for suicide, and studies suggest
that a significant number of opioid overdose deaths may have suicidal intent.}” Further, the secondary
consequences of overdose deaths, particularly those related to trauma and traumatic loss, may also
increase suicide risk among those left behind.

The COVID-19 pandemic continues to cause widespread iliness and the loss of loved ones, while increasing
social isolation and economic stress and reducing access to community and religious support—all factors
that could potentially contribute to suicide risk.’® These challenges are being felt even more strongly by
communities of color, due to systemic factors that place many individuals and their families at an increased
risk of being exposed to the virus, becoming seriously ill, failing to receive adequate care, losing their jobs
and businesses, and suffering long-lasting health and economic consequences.® Although the impact of
the pandemic on deaths by suicide is still unknown, new research is detecting increases in mental health
problems—including suicidal thoughts—and in the misuse of alcohol and other drugs among U.S. adults.?°
Groups who may be particularly affected include younger adults, racial and ethnic minorities, essential
workers, and unpaid adult caregivers.?°

Conditions resulting from the pandemic could further exacerbate existing structural inequities that impact
the health and well-being of groups identified as being at increased risk for suicidal behaviors. For example,
high rates of suicidal behaviors among American Indian and Alaska Native youth have been linked to

both historical trauma and long-lasting disparities in education, housing, and employment.?! Sexual and
gender minority youth, another group at a higher risk for suicide,?? are more likely than others in the general
population to experience structural inequities, such as discrimination in employment??® and housing.?* New
research suggests that the pandemic may be seriously impacting the mental health of this population.?®

While the opioid epidemic and the COVID-19 pandemic represent substantial challenges for suicide
prevention, they also shed light on new opportunities. Our national response to the opioid epidemic has
shown that effectively countering a serious behavioral health crisis requires a research-based, adequately
funded, multi-component approach that focuses on both treating those who are experiencing addiction and
preventing others from starting to misuse drugs.?® By broadening perspectives about substance misuse

and who can be affected, the national response has helped decrease prejudice toward individuals who
experience addiction. The response has shown that substance use treatment—including care provided from
a distance—is necessary, feasible, and effective.?” 28 In addition, programs that have widely distributed
naloxone to prevent opioid overdoses have brought attention to the role that communities can play in
supporting individuals in distress and connecting them to sources of treatment and recovery.
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Similarly, the COVID-19 pandemic has made it clear that high levels of stress can affect anyone’s mental
health and emotional well-being, thus spurring a public dialogue regarding the importance of sustaining
wellness and seeking mental health supports when needed. The crisis has increased the acceptance and
use of technology—particularly videoconferencing—to provide services and supports to individuals who
may be struggling.? It has also highlighted the critical role that social connections and social support can
play in promoting mental health and resilience. Finally, the pandemic has increased awareness that societal-
level factors—such as lack of access to well-paying jobs, safe housing, enough food, high-quality education,
and effective health care services—can strongly impact mental and physical health. More research is
needed on these societal factors and how programs addressing them can play a role in preventing suicide.

The Call to Action

The Surgeon General’s Call to Action to Implement the National Strategy for Suicide Prevention (Call to Action)
seeks to advance progress toward full implementation of the National Strategy, while taking into account

the unique challenges and opportunities of our times. Like the National Strategy® (p. 8), this Call to Action is
dedicated to the following:

To those who have lost their lives by suicide,

To those who struggle with thoughts of suicide,

To those who have made an attempt on their lives,

To those caring for someone who struggles,

To those left behind after a death by suicide,

To those in recovery, and

To all those who work tirelessly to prevent suicide and suicide attempts in our nation.

The Call to Action emphasizes that the 13 goals and 60 objectives of the National Strategy remain as relevant
today as they were when the strategy was last updated. However, to truly make a difference in reducing
suicide rates, these goals and objectives need to be fully implemented. In particular, the Call to Action
zeroes in on six key actions that must be implemented if we are to reverse the current upward trend in
suicide deaths in the U.S.
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Developed in consultation with many partners
(see Appendix 1), the Call to Action has three
key objectives:

e Activate a broad-based response to
suicide (Actions 1 and 2)

e Implement evidence-based approaches
that must be adopted more widely:

o Lethal means safety (Action 3)

o Safe and effective care for
suicide risk (Action 4)

o Enhanced crisis care systems
(Action b)

e Present priorities for improving the quality,
timeliness, and use of data to guide suicide
prevention (Action 6)

The six actions fall broadly into the four
Strategic Directions of the National Strategy
(see sidebar), and several relate to multiple
goals and objectives across the four directions.

We know that reversing the upward trend

in suicide rates will not be easy, particularly
given the significant challenges ahead of us in
the wake of the current pandemic, but we are
better prepared than ever before. Guided by
scientific evidence, collaboration across public
and private sectors, and insights from people
with lived experience, we know what we need
to do—and, as a nation, we are ready to act.

The Surgeon General’s Call to Action
TO IMPLEMENT THE NATIONAL STRATEGY

FOR SUICIDE PREVENTION

Strategic Directions and Actions
Strategic Direction 1: Healthy and

Empowered Individuals, Families, and
Communities

® Action 1: Activate a broad-based public
health response to suicide

® Action 2: Address upstream factors
that impact suicide

Strategic Direction 2: Clinical and
Community Preventive Services

® Action 3: Ensure lethal means safety

Strategic Direction 3: Treatment and
Support Services

® Action 4: Support adoption of
evidence-based care for suicide risk

® Action 5: Enhance crisis care and
care transitions

Strategic Direction 4: Surveillance,
Research, and Evaluation

® Action 6: Improve the quality, timeliness,
and use of suicide-related data
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Broadening the Vision

In the past, suicide was often viewed as a mental health problem that affected a few individuals and
could only be addressed by mental health specialists. Today we recognize that suicide is both a mental
health and a public health concern. Like other public health problems, such as obesity and heart disease,
suicide is affected by many influences—related to individual characteristics, interpersonal relationships,
the community, and the larger society. Mental illness, substance misuse, social isolation, physical health
problems, relationship issues, the loss of a loved one, a family history of suicide, access to lethal means,
and legal or financial problems can all increase suicide risk or precipitate a suicidal crisis.3% 3! Other
factors—such as a sense of purpose, social connectedness and support, cultural identity, life skills, and
access to effective health care—can play a protective role, moderating or “buffering” the impact of
existing risk factors.

The National Strategy emphasizes that suicide prevention efforts are more likely to succeed if they are
comprehensive, combining multiple strategies that work together to prevent suicide®—for example, teaching
coping and problem-solving skills, promoting connectedness, identifying individuals at risk and connecting
them to effective care, and providing support to those who have lost a loved one to suicide.??

Traditionally, suicide prevention efforts have more often
focused on identifying and supporting individuals and
groups at risk than on modifying “upstream” risk and
protective factors that affect the whole population.33
Recognizing the need to better understand and
address these upstream factors, Strategic Direction 1
of the 2012 National Strategy calls for efforts focused
on healthy and empowered individuals, families, and
communities.®

Moving upstream.

This term comes from a classic story
in which rescuers saving people
from drowning in a rushing river

are becoming exhausted. Finally,
some of the rescuers wonder why all
these people are falling in the river,
and they decide to move upstream
to see if there is a way to stop this
from happening. Like the rescuers
in this story, public health works to
help those already at risk but also
to address factors that can prevent
others from becoming at risk in the
first place.

The National Strategy recognizes that while we

must continue to focus on individuals and groups

at risk, we must also seek to modify the upstream
societal factors that influence suicide risk and mental
health,33 including adverse childhood experiences,3*
unemployment,3® a lack of safe and affordable
housing,®® and financial hardship.3” More recent studies
are exploring the potential role of other factors (e.g.,
exposure to air pollution) in increasing suicide risk.38 3°
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In addition, we need to identify ways to strengthen the protective factors that promote strength and
resilience (the ability to endure, respond to, and recover from stress and adversity*°), thereby reducing
suicide risk. Research suggests that efforts aimed at increasing protective factors can have long-lasting
effects. For example, the Good Behavior Game, a school-based behavior management program that has
been extensively studied, has been found to have long-term effects in preventing suicidal behaviors and
related problems, such as substance misuse and violence, among youth.* 42 Other school-based prevention
programs that build life skills and resilience have also been found to have long-term positive effects in
supporting various health outcomes.33 4344 |n addition, family-based prevention programs, conducted with
diverse groups, have been found to have long-term effects on decreasing suicide risk and providing other
related benefits (e.g., prevention of mental health problems).*-4

Suicide prevention theory and research have long identified the social context as crucial to protecting
individuals and populations from suicide.*® *° Theories of suicide suggest that social factors, such as
isolation and the feeling of being a burden to others, may increase suicide risk.5°-52 Opportunities to
contribute—through gainful employment that pays a living wage, or by volunteering or mentoring—may
help reduce suicide risk by fostering supportive relationships and a sense of meaning and purpose. These
theories suggest that at our core, human beings need to be connected to one another and need to believe
that they are making a meaningful contribution to society. Schools, workplaces, places of worship, and
many other organizations in the community help provide opportunities for individuals to develop these
positive connections and be of service in meaningful ways.

As some experts have noted, suicide prevention must go beyond identifying and addressing risk factors
to charting a course toward building a purposeful, engaged life.53 While we need to continue to increase
understanding of why some people experience suicidal thoughts and behaviors, we also need to better
understand the factors that help individuals overcome a crisis and recover, including key supports and
reasons for living.

The six actions that follow are intended to continue the progress toward full implementation of the National
Strategy. These actions include suicide prevention strategies that are appropriate for the general population,
as well as for groups at risk and for individuals in crisis. The actions are intended to bring to scale
approaches that have been found to be effective, and to expand our vision of suicide prevention to include
both risk and protective factors—not only to reduce injury and death, but also to help all Americans lead
purposeful and connected lives.
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Action 1. Activate a Broad-Based Public

Health Response to Suicide

Inspire and empower everyone to play a role in suicide prevention.

The National Strategy calls for the implementation

of a broad-based public health response to suicide
that engages all societal sectors—including
government, health care systems and providers,
businesses, educational institutions, community-
based organizations, family members, and friends—
in suicide prevention.® Suicide prevention should

be infused into schools, workplaces, faith-based
organizations, corrections, senior living communities,
and other diverse settings and systems. Integrating
suicide prevention into the work of all sectors will
help create a network of community-wide supports
to reduce risk, enhance protection, and support the
implementation of culturally appropriate prevention
efforts that are tailored to each group’s unique needs
and strengths.

Communication efforts can help activate a broad-
based response to suicide by changing knowledge,
attitudes, and behaviors related to mental illness

and suicide. As a society, we need to be comfortable
talking about suicide openly and without judgment.
Research suggests that we have made tremendous
headway in reducing the silence around mental illness
and suicide that prevents so many from seeking

help. In a recent nationally representative survey,

the vast majority of Americans (93 percent) believed
that suicide was preventable, at least sometimes,
and three in four were comfortable being there for a
loved one who might be struggling or having thoughts
of suicide.>* We must build on this progress and
continue to change the conversation around suicide
to engage all Americans in suicide prevention.

| was an inaugural appointee

of the Workplace Task Force when the Action Alliance
was started in 2010. At that time, we suspected

that the culture, jobs, and lifestyles of our workers

in the construction industry might place them at an
increased risk for suicide. One particular concern was
substance misuse, including the use of prescribed
opioid pain relievers to cope with chronic pain from
years of hard work.

At that time, we didn’t know the extent of the problem
because national data on suicide among different
occupations was not readily available. When CDC
analyzed occupational data from 17 states in NVDRS
several years later, they found that the construction
and extraction industries had the highest suicide
rates and the highest number of suicides among all
industries. This finding persists in the most recent
occupational data collected among 32 states in 2016.

In response, our industry mobilized to actively
embed suicide prevention into its safety culture. Our
Construction Industry Alliance for Suicide Prevention
provides access to information, resources, and
training on how to make mental health and suicide
prevention part of a company’s culture. Construction
culture has shifted from getting workers home safely
at the end of the shift to getting our people back to

work safely from home.

Cal Beyer, MPA

Vice President

Workforce Risk & Mental Wellbeing

CSDZ, A Holmes Murphy Company

Action Alliance Executive Committee Member
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We also need to do better at translating what diverse systems, sectors, professionals, and individuals can do
to reduce risk and build strengths. Every individual and organization must understand how they can support
those who may be at risk for suicide and help everyone achieve a healthier and more connected, productive,
and satisfying life.

People with lived experience have an important role to play in guiding and informing the implementation
of a broad-based, inclusive, and effective response to suicide.?® These individuals, who include program
planners, health care providers, business leaders, teachers, and family members, have long contributed
to improving supports for persons at risk for suicide by taking a lead role in the delivery of effective and
compassionate care to prevent suicide. Their involvement has been key to emphasizing safety, dignity, and
respect for individuals who may be experiencing a suicidal crisis. Stories and insights from those with lived
experience can illustrate how we all can play a part in supporting others during a time of crisis.

Finally, we need to track our outreach efforts against established metrics and industry standard benchmarks
to measure outcomes and inform continuous process improvement as messages are developed and tested,
including segmented messaging to key subpopulations and the populations and communities at high

suicide risk.

1.1 Broaden perceptions of suicide, who is affected, and the many
factors that can affect suicide risk.

Although mental health conditions are often seen as the causes of suicide, suicide is rarely caused by any
single factor. Many influences at the individual, relationship, community, and societal levels can increase
suicide risk or precipitate a crisis, including social isolation, relationship problems, the loss of a loved one,
and legal or financial issues.3% 3! Other factors, such as a sense of purpose, social connectedness and
support, opportunities to contribute, and access to effective care, can play protective roles.3% 3!

The National Strategy identifies several groups as being at a higher risk for suicidal behaviors than the
general population:8

e Certain demographic groups, for example: e Individuals experiencing risk factors linked with
suicide, for example:

o Working-age men

o Military service members and Veterans o A history of suicidal behaviors

o American Indians and Alaska Natives o Aloss of someone to suicide

o Sexual and gender minority populations o Mentaliliness, substance misuse,
o Older adults and/or certain medical conditions
o Individuals in child welfare

and justice settings
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Studies have also found that suicide rates are
higher in rural areas® 56 and in some occupations,
such as construction.5”. %8

Suicidal behaviors—as well as risk and protective
factors for suicide—can vary among subgroups and
change over time. For example, although suicide
rates have been historically lower among Black
people than among white people, recent studies
have identified an alarming increase in suicidal
behaviors and deaths among Black children and
adolescents.%*-%! In some cases, the prevalence

of suicidal behaviors and risk factors among

some groups may not be known because data
collection tools and systems do not yet collect this
information or make it easily accessible. Access

to timely and accurate data on deaths by suicide,
suicide attempts, and related circumstances is
critical in order to ensure that prevention efforts are
reaching those most at risk. (For more on needed
improvements to the quality and timeliness of
suicide-related data, see Action 6.)

1.2 Empower every individual
and organization to play a role in
suicide prevention.

The Surgeon General’s Call to Action
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FOR SUICIDE PREVENTION

Research is shattering myths
about who dies by suicide and who engages in
suicidal behaviors. The rate of self-reported
suicide attempts by Black high school students
rose over the past generation, even as attempt
rates in students from other groups declined,
according to research | led at the New York
University (NYU) McSilver Institute that

was published in the journal Pediatrics in

2019. These rising rates of suicide behavior
engagement among Black youth become
particularly salient to monitor given the
current climate of racial unrest, the COVID-19
pandemic, and the rising rates of income
inequality, all of which impinge on these youth’s
emotional and psychological well-being. We
must focus attention and resources to get to the
bottom of why this is happening, and mobilize
protective factors like family education on the
signs and indications of suicide risk to ensure
that Black youth receive requisite support.

Michael A. Lindsey, PhD
Executive Director

NYU McSilver Institute for
Poverty Policy and Research

Every individual and organization in the community has a role to play in promoting health and well-being,
reducing risk factors, and increasing protective factors for suicide. For this to happen, we all must
understand how we can help prevent suicide by supporting the implementation of effective suicide

prevention strategies. For example:32 62

e Help other people build life skills (e.g., coping, problem solving) and resilience

® |ncrease social connectedness and support
e |dentify and support people at risk

e Support lethal means safety

e Support access to effective care

e Seek help, support, and care when experiencing suicidal thoughts
e Support individuals who have been affected by a suicide attempt or death
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All community members should be equipped to build protective factors and to recognize the warning signs
of suicide and respond appropriately to individuals in crisis by connecting them to sources of help. Two good
resources are the National Suicide Prevention Lifeline (1-800-273-8255) and the new 988 number that will
become operational by July 16, 2022 and will connect callers to the Lifeline. (For more on crisis care and
related resources, see Action 5.)

1.3 Engage people with lived experience in all aspects of
suicide prevention.

People with lived experience can play an important role in increasing understanding of how to respond
effectively to suicide risk, identifying and driving needed improvements in policies and systems, and
enhancing interventions for providing short- and long-term support to individuals who have experienced
thoughts of suicide, made a suicide plan or attempt, or lost a loved one to suicide.

Guidance from people with lived experience can be particularly useful in implementing evidence-based
prevention strategies in real-life settings. Engaging people with lived experience in the planning, design,
implementation, and evaluation of suicide prevention efforts can also help reach diverse groups and meet
their unique needs, thereby improving the quality and impact of suicide prevention efforts.

Sharing stories of lived experience can be a powerful way to increase understanding of what it is like to
experience suicidal thoughts and behaviors. These stories may help reduce stigma by providing a personal
connection to another human being’s journey and promoting respect and compassion for those who may
be experiencing suicidal thoughts or behaviors. In collaborating with people with lived experience to share
their stories with others, it is important to ensure that the information is conveyed in a way that supports the
safety of the audience and the well-being of the narrator.

1.4 Use effective communications to engage diverse sectors in
suicide prevention.

Communication efforts can help activate a broad-based response to suicide by changing knowledge,
attitudes, and behaviors to support prevention. For example, these efforts can increase help-seeking by
publicizing available care and supports for those at suicide risk; teach families, friends, co-workers, and
others how best to support people in their lives who are struggling; and strengthen suicide prevention efforts
by educating decision-makers about effective policy and systems change for prevention.
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Goal 2 of the National Strategy calls for the implementation of communication efforts that are research-
based and reflect safe messaging recommendations specific to suicide.® Decades of research indicate
that public communications efforts are most effective when they have defined goals, are designed to reach
specific populations, and feature a specific “call to action.”®®* Communications should be tied to an overall
prevention strategy and connect to other programmatic efforts, such as education programs, available
supports and services, and other resources that can help the audience take action. Credible and culturally
appropriate messages should be developed and conveyed through the channels (e.g., billboards, social
media, events) most likely to reach and be trusted by the intended audience. Communication planners
should engage their intended audiences to co-design suicide prevention efforts from the beginning, thereby
informing choice of language, channels, and platforms—and helping to ensure that the call to action is
accessible and realistic for them.

All individuals and organizations communicating about suicide—including suicide prevention leaders,
advocates, and programs—must also ensure that their messages reflect existing recommendations
regarding safety. The Action Alliance’s Framework for Successful Messaging is an online resource for
developing safe and effective messages about suicide.®* How news stories and entertainment depictions
of suicide are framed can support prevention or lead to harmful outcomes, such as imitation of suicidal
behaviors. The Recommendations for Reporting on Suicide®® and National Recommendations for Depicting
Suicide®® (in entertainment) provide guidance on how to depict and cover suicide safely and in ways that
will be helpful to someone who may be struggling. (More information on these resources is available in
Appendix 2.)

Action 1: Priorities for Action

e State government and public health entities should implement the Suicide Prevention Resource Center’s
Recommendations for State Suicide Prevention Infrastructure to support comprehensive (i.e., multi-
component) suicide prevention in communities.

e Prevention leaders from the public and private sectors, at all levels (national, state, tribal, and local),
should align and evaluate their efforts consistent with the Centers for Disease Control and Prevention
(CDC) resource Preventing Suicide: A Technical Package of Policy, Programs, and Practices, to expand
the adoption of suicide prevention strategies that are based on the best available evidence.

e Federal agencies and state, tribal, local, and county governments and coalitions should strengthen
their prevention efforts by developing strategic suicide prevention plans based on available public
health data. Mechanisms for the prompt sharing of innovations and best practices should be
developed and supported.
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State and local suicide prevention coalitions and health systems should actively reach out to
organizations serving populations at high risk for suicide; these systems should also reach
out to individuals with lived experience in order to learn from them and engage them in
designing prevention efforts.

The public and private sectors should invest in patient-centered research and include people with lived
experience in research design and implementation.

Federal agencies, mental health and suicide prevention non-governmental organizations, and others
conducting communication efforts should ensure that suicide prevention communications campaigns
(1) are strategic, (2) include clear aims for behavior changes that support broader suicide prevention
efforts, and (3) measure their impact.

The federal government (Congress) should expand and sustain support for states, territories,
communities, and tribes to implement comprehensive suicide prevention initiatives similar to the
Comprehensive Suicide Prevention Program, funded by CDC, and the Garrett Lee Smith youth suicide
prevention grants, funded by the Substance Abuse and Mental Health Services Administration
(SAMHSA), which have been shown to reduce suicide in participating counties, particularly in rural
areas.'? Funding targeting substance use disorder should be broad enough in scope to allow for
interventions that address suicide prevention and related workforce and infrastructure needs.
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Action 2. Address Upstream Factors that

Focus on ways to prevent everyone from suicide.

Strategic Direction 1 of the National Strategy

calls attention to the need to “create supportive
environments that will promote the general health
of the population and reduce the risk for suicidal
behaviors and related problems” (p. 29).8 Toward
this end, suicide prevention efforts should include
strategies aimed at reducing risk and increasing
protection among all Americans. In particular,
suicide prevention efforts must consider factors
that influence the health of the population,
including economic stability, education, social and
community context, health care, and neighborhood
and built environments.®” For example, to prevent
suicide among Black children and adolescents,

we must address key upstream factors, such as
disparities in health care and exposure to racism.®

As previously noted, suicide prevention theory and
research suggest that two upstream strategies may
be particularly effective in protecting individuals
from suicide risk: increasing social connectedness,
and providing opportunities for individuals to make

a meaningful contribution.3? Research also suggests
that buffering the impact of economic stressors,
such as unemployment and the threat of eviction,
can play a protective role.3? Diverse sectors and
groups can contribute to the implementation of these
strategies, including organizations that may not think
of their work as contributing to suicide prevention.
Addressing these types of societal-level factors that
can affect suicide risk provides a critical opportunity
to partner with diverse sectors, communities, and
groups to impact suicide and other health issues as
part of a broad-based collective effort.

A few years ago, the Yurok Tribe
declared a state of emergency due to a suicide cluster
among young people ages 16—34. Six of the seven who
died by suicide were male, and those who died were not
engaged in the health care system.

Engaging young people can be difficult. If they are not
coming into our health care system, what would be
another way to reach out to them? One of the ways we
thought of was through a cultural activity.

Weaving tribal culture into our suicide prevention strategy
is something we do constantly and in many different
ways. An example is a traditional rope-making activity
conducted by leaders who hold this cultural knowledge.
The activity brings young people together with others in
the community to make rope from hazel sticks. The rope
is then used to repair our traditional houses.

The activity brought together some of our cultural
leaders, native clinicians, and other positive role
models, along with young men in the community who
could benefit from the training and enhanced cultural
knowledge. It was very well received. When it was time
to have conversations about mental health, it was a real,
natural process. Some of the conversations continued
throughout the afternoon and into the next day.

Participants were able to walk away from this activity
with an act of generosity, of giving back to the tribal
community by repairing our houses—in a traditional way.

Rob England, MA
Health Promotion Manager
Indian Health Services, Inc.
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2.1 Promote and enhance social
connectedness and opportunities
to contribute.

Research has consistently identified social isolation
as a strong risk factor for suicide and other negative
health outcomes® 7! and has identified social
connectedness to family,”?> school,”® and community
as a protective factor.”* In fact, connectedness

has been a key component of theories about

suicide since French sociologist Emile Durkheim
first identified a link between suicide and low

social integration in the late 1800s.4% 7% Positive,
meaningful, and supportive social connections can
make individuals feel valued, cared for, trusted, and
respected.®® Opportunities to make a meaningful
contribution to society can support the development
of these positive connections and also enhance one’s
sense of purpose, thereby increasing reasons for
living.5?

Based on a recent review of the evidence, CDC'’s
Preventing Suicide: A Technical Package of Policy,
Programs, and Practices recommends two specific
approaches to increasing connectedness that have
been linked to such benefits as reduced stress and
improved attitudes toward help-seeking:3?
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Suicide prevention is
important to my faith community because
of the increasing numbers of suicides we
have experienced in our congregation and
in the community. | also had a relative
who died by suicide and another one who
attempted suicide.

The faith community is important in the area of
suicide prevention because many people seek
spiritual support when life gets tough, and

this is often the first place people come to for
help and direction. Many faith leaders support
people struggling with suicide by directing
them to mental health resources, creating

a safe place to share their experiences, and
emphasizing suicide awareness throughout the
year. In my role as a professional counselor, |
am committed to providing therapeutic options
to those in need and am hopeful that we can
prevent these deaths by offering persons hope
that includes their faith as an option for coping

with their troubles.

Carla J. Debnam, DMin
First Lady, Morning Star Baptist Church
Baltimore County, Maryland

e Peer norm programs that support the development of positive connections with peers and encourage
help-seeking and the development of connections to trusted helpers

e Community engagement activities that bring together members of the community, such as a walking

program or a community garden

All individuals and organizations in the community, including workplaces, schools, faith-based
organizations, and youth, senior, and Veteran centers, can play a role in enhancing connectedness and
fostering opportunities to contribute. Examples include providing peer support to others, participating in

service-learning activities, or serving as a volunteer.
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Efforts to increase positive social connections and opportunities to contribute should be inclusive and
tailored to the needs of specific groups (e.g., ethnic, racial, and sexual and gender minorities; adolescents;
older adults). Through activities such as support groups and peer-delivered services, people with lived
experience can play an important role in fostering these connections and opportunities and providing
hope to individuals who may be struggling. Online and social media-based approaches, by presenting both
challenges and opportunities for suicide prevention, can also be safely and effectively used to enhance
feelings of connectedness among young people.”®

2.2 Strengthen economic supports.

Economic factors are linked to suicide risk in different ways. Research has long identified financial problems
as a factor that can precipitate a suicidal crisis in a person at risk.”” Studies have also found that suicide
rates increase during times of economic recession.”® 7° For example, an analysis of suicide deaths in 16
states during the U.S. housing crisis that started in 2006 found that deaths by suicide related to evictions
and foreclosures doubled from 2005 to 2010.77 The study concluded that housing loss can precipitate a
suicidal crisis and that prevention efforts should provide support to prevent home loss, particularly during
times of economic crisis.

Experts note that the relationship between an economic crisis and suicidal behaviors can vary, depending
on such factors as the unemployment rate, unemployment protection, the minimum wage, and access to
welfare benefits.8-82 Emotional factors, such as the fear of losing one’s job or being evicted—either now or
in the near future—may also increase psychological distress that could contribute to suicide risk.83 84

Buffering the impact of these risk and precipitating factors by strengthening economic support systems
may reduce suicide risk and also contribute to improved mental and physical health. An evidence review
conducted by CDC identified two approaches that have been found to reduce suicide risk:3?

e Strengthening household financial security through efforts such as unemployment benefits
programs, transfer payments related to retirement and disability, medical benefits, and other
forms of family assistance

¢ Housing stabilization policies, such as programs that protect homeowners from
foreclosures and evictions

Although local suicide prevention programs may not be able to directly address these economic factors,
they can monitor trends (e.g., increases in unemployment, evictions, or homelessness) and partner with
others in the community to recognize and reduce associated distress. For example, suicide prevention
coordinators and coalitions could partner with organizations in the community, such as unemployment
offices, to provide training to employees on suicide prevention and to educate them about crisis lines
and other resources. Similarly, suicide prevention programs could partner with workplaces that may
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be downsizing to ensure that their workers are aware of options, benefits, and community services and
supports. These programs should also consider ways to provide support to affected individuals and
their families.

Employers have a significant opportunity to influence the mental health and well-being of their employees
through workplace culture, policies, practices, and programs. By educating and engaging employers, we
can ensure that they become part of the overall effort to prevent suicide.

The first time | called The Trevor Project, | was a scared college student
in rural Kansas, and having a trained crisis counselor on the other end of the line who was ready to listen

and accept me for who | am saved my life. According to The Trevor Project’s 2020 National Survey on LGBTQ
Youth Mental Health, 40 percent of LGBTQ youth seriously considered attempting suicide in the past year,
with more than half of transgender and nonbinary youth having seriously considered it. But these data should
not be interpreted to mean that LGBTQ youth are prone to suicide because of their sexual orientation or
gender identity. LGBTQ youth are at a higher risk of suicide because of increased experiences of internalized
stigma, discrimination, violence, and rejection from others.

| know all too well how rejection from family, friends, and faith can compound and lead to negative mental
health outcomes. But we also know that suicide is preventable and that every person can contribute to ending
it. The Trevor Project’s research has found that LGBTQ youth who report having at least one accepting adult
were 40 percent less likely to report a suicide attempt in the past year. And you do not need to be an expert
on mental health or LGBTQ identities to be that one accepting adult—you just have to listen, be affirming,
and have empathy. That’s what The Trevor Project does every day and why it is vital that all national suicide
prevention strategies be LGBTQ inclusive and competent. Thankfully, that one counselor was there to remind

me that | wasn’t alone and that | did not need to be fixed, because nothing was broken.

Sam Brinton, MS
Vice President of Advocacy and Government Affairs
The Trevor Project
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2.3 Engage and support high-risk and underserved groups.

As discussed in Action 1, the prevalence of suicidal behaviors—and of risk and protective factors for
suicide—varies across groups and subgroups and changes over time. Suicide prevention efforts should
focus on populations disproportionately impacted by suicide in different ways. Some groups may have high
or increasing rates of suicidal thoughts and behaviors. Others may experience factors that can increase
the risk for suicidal behaviors, such as social isolation and unemployment, or have fewer protective factors
in their lives, such as access to effective mental health care. To develop and implement suicide prevention
efforts tailored to each group’s unique needs and strengths, program planners must review the data
available from existing sources and conduct their own data-gathering efforts, as needed.

To be effective, efforts aimed at preventing suicide must include members of the affected group—
particularly persons with lived experience—and organizations already working with this population, not only
as key informants but also as leaders, experts, and partners. This will help ensure that suicide prevention
efforts are grounded in a thorough understanding of the relevant risk and protective factors, consider

local strengths and assets, and are tailored to address the unique factors that may contribute to suicide
prevention in the most effective and sustainable ways.

2.4 Dedicate resources to the development, implementation, and
evaluation of interventions aimed at preventing suicidal behaviors.

Research is key to guiding action by helping us understand what works to reduce suicide risk and strengthen
protective factors in different systems and with diverse populations. Goal 12 of the National Strategy called
for the implementation of new research on suicide prevention and for the dissemination and application of
findings. However, funding for suicide prevention research and for the evaluation of comprehensive suicide
prevention programs continues to be very limited.2 More resources should be dedicated to developing,
implementing, and evaluating programs aimed at preventing suicide. The research must be conducted in
collaboration with the affected communities, including individuals with lived experience.

As noted, much of the existing research has focused on identifying individuals at risk and assessing the
effectiveness of clinical supports and care. Suicide prevention interventions and research must also

focus on upstream risk and protective factors for suicide—such as social connectedness, coping skills,
opportunities to contribute, and economic supports—and identify ways to best address them in partnership
with other organizations in the community. In addition, suicide-related outcomes must be incorporated

into existing programs and research in related fields (e.g., violence prevention, prevention of substance
misuse, positive youth development, response to adverse childhood experiences and trauma) that focus on
upstream factors relevant to suicide prevention. &’
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Action 2: Priorities for Action

e Private companies and workplaces should leverage their health care benefits purchasing power to
enhance employee mental health (e.g., invest in benefits and programs to prevent and treat behavioral
health problems) and work to shape worksite values and culture to promote mental health by providing
access to crisis support, support to employees following a suicide, and ongoing mental health wellness
programming.

e Suicide prevention leads in federal, state, tribal, and local public health and behavioral health agencies
should partner with their counterparts in labor and workforce, housing, health care, and other public
assistance agencies to collaborate on strengthening economic supports for families and communities.

e Foundations and other philanthropic organizations that support early intervention programs—
particularly those targeting (1) social determinants of health (e.g., reducing poverty and exposure
to trauma, improving access to good education and health care, improving health equity) and/or (2)
enhanced social interactions (e.g., improved parenting skills) and problem-solving and coping skills—
should ensure that these programs include outcomes related to suicide (e.g., ideation, plans, attempts)
and evaluation of those programs for suicide-related outcomes.

e Federal government and private sector research funders should support the analysis of existing data
sets of longitudinal studies to determine the impact of various interventions (e.g., home visitation,
preschool programs, substance misuse, child trauma) on suicidal ideation, plans, and attempts, and on
deaths by suicide. This could include such projects as the CDC'’s efforts to assess and prevent adverse
childhood experiences and examine their effect on suicide-related problems, and National Institutes
of Health (NIH) initiatives that focus on aggregating prevention trial data sets to better understand the
long-term and cross-over effects of prevention interventions on mental health outcomes, including
suicide risk,®® and to address suicide research gaps.8%°
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Action 3. Ensure Lethal Means Safety

Keep people safe while they are in crisis.

Although different paths can lead a person from suicidal intent to an attempt, research suggests that many
suicidal crises are short-lived, with the time period between the decision to act on suicidal thoughts and a
suicide attempt averaging less than 10 minutes.®* Moreover, individuals who are thinking about suicide, even
when they experience strong intent, are often ambivalent about their wish to die. Although it is commonly
believed that reducing access to a lethal means of suicide will lead to substitution with another lethal means,
in many cases this does not occur.®? As a result, putting time and distance between a person at risk and
lethal means of self-harm can save lives.

Firearms, which are highly lethal,®® are the most common means of suicide in the United States, accounting
for more than half (51 percent) of all suicides.®* Among military service members, about 60 percent of
suicides involve firearms,®®and among Veterans this number reaches 70 percent.®® Approximately 90
percent of suicide attempts involving a firearm injury result in death.?” After firearms, the most common
methods of suicide are suffocation, poisoning, and falls.®* Although most suicide deaths are firearms-
related, most suicide attempts involve poisoning.®’

When someone is at risk for suicide, removing ready access to means that may be used in a suicide
attempt (e.g., firearms, medications, illicit drugs, poisonous household chemicals, and materials that can
be used for hanging or suffocation) can mean the difference between life and death when a suicidal crisis
occurs. Reducing access to lethal means of suicide when individuals are in crisis is an effective strategy for
preventing suicide.*® %8 Goal 6 of the National Strategy promotes the implementation of diverse approaches
to lethal means safety in clinical and community settings.

3.1 Empower communities to implement proven approaches.

Research has identified several proven community-based approaches to lethal means safety, each of which
needs to be adopted more widely.*® These approaches, described below, vary by type of method.

Firearms. Recommended approaches to firearms-related lethal means safety include the following:% 10

e Storing firearms unloaded, with ammunition stored separately, in a gun safe or tamper-proof storage box
or with external locking devices, such as cable locks

e During periods of crisis or acute suicide risk, temporarily storing firearms away from the home—for
example, with a relative or friend; in a self-storage unit; at a gun shop, shooting range, or pawn shop; or
with law enforcement

PAGE 35



Partnering with gun retailers, ranges, and clubs
to promote firearms safety by recognizing

the signs that a purchaser may be in distress,
educating purchasers on safety, facilitating safe
storage, and distributing safety devices!'®

Considering implementation of extreme risk
laws—also known as extreme risk protection or-
ders (ERPOs) or gun violence restraining orders—
enacted in some states, which set in place a legal
process for temporarily removing firearms from
people who may pose an extreme risk to them-
selves or others, as per the recommendations of
the Federal Commission on School Safety!? 103

Partnering with people with lived experience can
be critical to engaging firearm owners and building
support to implement these approaches.

Poisoning. Suicides by poisoning can include the
use of medicines, illegal drugs, and poisonous
chemicals. Recommended approaches to reducing
access to these substances among individuals at
risk for suicide include the following:°

Partnering with pharmacies and drug compa-
nies to modify medicine packaging (e.g., blister
packaging) and to reduce package sizes

Partnering with health care systems and provid-
ers to ensure the safe prescribing of opioids
(including naloxone kits)

Educating consumers on the safe storage and
disposal of medicines, including drug lockbox-
es, and about medication disposal sites and
drug take-back events

Partnering with drug companies and law en-
forcement to implement drug buy-back pro-
grams and confidential drug return programs

Reducing access to poisonous chemicals, such
as pesticides
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Talking about firearms

can feel taboo because of politics. But reducing
access isn’t about confiscation; it can be a friend
or family member helping to lock up firearms

or temporarily moving them out of the home of
someone going through a rough time. Engaging
firearms experts in lethal means safety education
and research is critical if we want to develop and
disseminate effective, respectful messages.

In the Colorado Firearm Safety Coalition, we've
established creative collaborations between the
firearms and suicide prevention communities.
Education and outreach activities include
providing suicide prevention awareness training
at shooting range events and creating the first
statewide map of temporary firearm storage
locations in 2019. National partnerships and
government programs, like those from the VA and
the Department of Defense, are getting lethal
means safety messages to broader communities.
Although we need more research to know

how these partnerships and messaging affect
firearms storage and suicide rates, they clearly
have already led to exciting new connections
and ideas.

| dream that in 10 years, the concept of “lethal
means safety” will be a cultural norm like
“Friends don’t let friends drive drunk.” At its
core, this approach is about recognizing that—
regardless of gun ownership or political views—
no one wants to lose a family member or friend

to suicide.

Emmy Betz, MD, MPH

Associate Professor of Emergency Medicine
University of Colorado School of Medicine
Research Physician, Eastern Colorado Geriatric
Research, Education, and Clinical Center,
Veterans Health Administration
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Other lethal methods. Other lethal methods of suicide include suffocation, falling from high places, and
inhaling carbon monoxide from motor vehicle exhaust. Effective approaches to preventing suicide by suffo-
cation include reducing access to ligatures (e.g., ropes, belts) and ligature points (e.g., beams, door knobs,
trees). These approaches are primarily relevant to settings such as health systems, college dormitories,
military barracks, prisons, detention facilities, and jails. Effective strategies to prevent suicide by falling
include restricting access to sites such as bridges and rail lines, and installing physical barriers, fencing, or
safety nets.!?* To prevent carbon monoxide poisoning, one strategy is to install a device that detects unsafe
cabin levels of the gas, warns the driver, and—if levels rise above a determined threshold in a stationary
car—turns off the engine.®®

My husband, an active-duty U.S. Marine drill instructor, died by suicide in 1994.
My life and the lives of all those exposed to his death were irrevocably changed that day. | was very young
(and pregnant) at the time, a military spouse without the tools or situational awareness to navigate a suicide
intervention, let alone a discussion about lethal means safety. Twenty-six years later, having devoted my
professional life and career to suicide prevention and to caring for survivors of suicide loss, | know that lethal
means safety is as critically important today as it was then—particularly given the lethality and high rates

of firearm-related suicide in the military and Veteran communities. Over the last decade, TAPS [Tragedy
Assistance Program for Survivors] has supported more than 16,000 bereaved survivors of military or

Veteran suicide loss. We know from thousands of cases how serious an issue lethal means is to addressing
Veteran suicide.

Here are some of the things we’ve learned:

®  One thing many TAPS survivors wish they had had before their loved one died is proactive counseling
around lethal means safety planning for military members and their families.

® Discussions about lethal means can be challenging if firearms are a large part of the Veteran’s
identity, but these conversations must happen because they can save lives.

® The time for learning about these issues is right now, not in a moment of crisis.

® |n the military, where safety instruction starts in basic training and continues throughout a career,
lethal means training should be a permanent fixture.

® Military service members and family members transitioning out of the service—an often stressful
and disorienting time—should be reacquainted with lethal means safety as a comprehensive
wellness strategy.

® We must bridge the military-to-civilian transition gap by training civilian providers on lethal means safety.

Carla Stumpf Patton, EdD
Senior Director of Suicide Postvention
Tragedy Assistance Program for Survivors
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3.2 Increase the use of lethal means safety counseling

Research suggests that providing counseling on lethal means safety to patients at risk for suicide is effective
in increasing the adoption of safety practices.!> 1% Although several national organizations and professional
associations have endorsed the use of lethal means safety counseling with patients at risk for suicide, health care
providers often receive only minimal training in this area, and few provide this type of counseling to patients.102 107

Counseling on lethal means should be routinely conducted as part of safety planning with individuals at risk.
Recommended approaches include training diverse health care providers—including nurses, social workers,
case managers, and certified peer workers—on lethal means safety counseling, and incorporating safety plan-
ning with lethal means counseling into suicide prevention protocols and care pathways (see also Action 5).

Asking about firearms or other lethal means should not be viewed as an abrupt shift in a clinical conver-
sation, but rather as a type of safety assessment—similar to questions about the use of seat belts, bike
helmets, and carbon monoxide alarms—that providers can routinely ask patients and their families.1%?
However, several barriers prevent providers from providing this type of counseling, including discomfort in
talking with patients about firearms, the misperception that suicide is inevitable, and a lack of awareness
that lethal means safety works.!%” Resources and tools, such as a recently piloted Web-based decision aid,'%®
are needed to help providers overcome these barriers. (Information on free online training for health care
professionals is included in Appendix 2.)

3.3 Dedicate resources to the development, implementation, and
evaluation of interventions aimed at addressing the role of lethal
means safety in suicide and suicide prevention.

Although research on reducing access to lethal means among persons at risk has increased since the
National Strategy was last updated, more research is needed,?! for example:

e Foundational research to increase our understanding of factors related to lethal means use and safety,
including method choice, firearm ownership and/or access to firearms in the home,'%° the role of social
networks and contacts, and differences across sociodemographic groups

e Effectiveness evaluations to test the impact of different lethal means safety strategies and interventions

e Translation and dissemination research to identify effective components of each intervention and to
extend and adapt these interventions to various populations and settings

e Communications research with various audiences (e.g., individuals at risk, family members and friends,
health care providers, other industry and community partners) to identify and test messages regarding
lethal means safety and to assess the acceptability of various approaches
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e Research to determine whether lethal means safety counseling is effective in promoting firearms-related
lethal means safety behaviors among adults, and whether these practices are associated with reduced
suicide risk

Additional funding from private and public sources will be needed to support this research. Although federal
funding of research involving firearms has been limited, with Congressional funding in FY2020, NIH!*° and
CDC!!! have awarded research grants to understand and prevent firearm-related injuries, deaths, and crime,
including those related to suicide. More funding is needed to support the development, implementation, and
evaluation of other prevention efforts addressing the needs of diverse populations in various settings.

Action 3: Priorities for Action

e The federal government and private sector entities can support efforts to ensure that updated
information on lethal means safety policies, programs, and practices (e.g., ERPOs, firearm owner and
retailer education, bridge barriers, medication packaging, carbon monoxide shut-off sensors in vehicles)
is incorporated into existing national clearinghouses and resource centers so that local municipalities,
states, and tribes can adopt and evaluate them for their prevention benefits.

e States, communities, and tribes should collaborate with the private sector to increase awareness of and
take action to reduce access to firearms and other lethal means of suicide, including opioids and other
medications, alcohol and other substances or poisons, and community locations (e.g., railways, bridges,
parking garages) where suicidal behaviors have occurred. This urgent multi-sector effort is key to saving
lives by reducing access to lethal means for individuals in crisis.

e Health systems and payers should leverage their existing training and resources and collaborate on a
national initiative to train general and specialty health care providers and care teams on safety planning
and lethal means counseling.

e SAMHSA and the VA should coordinate to ensure that lethal means safety assessment and counseling
are incorporated into the assessment and intervention procedures of the National Suicide Prevention
Lifeline and Veterans Crisis Line call centers, particularly in preparation for the national launch of 988.

e The federal government can prioritize and fund research and program evaluation analyzing community
and clinical lethal means safety interventions (e.g., ERPOs, firearm owner and retailer education, bridge
barriers, medication packaging, carbon monoxide shut-off sensors in vehicles) at the population level.

e State and federal governments should collaborate with the private sector on a synchronized public
health communication campaign addressing lethal means safety in the context of suicide
prevention, which should then be evaluated to determine prevention benefits and inform future
communication efforts.
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Action 4. Support Adoption of Evidence-Based
Care for Suicide Risk

Ensure safe and effective care for all.

Goals 8 and 9 of the National Strategy call attention to the need to include suicide prevention as a core
component of all health care services, rather than limit it to services provided by mental health specialists, and
to improve professional and clinical training and practice.? To support the adoption of safe and effective care for
suicide risk, an Action Alliance work group drew on findings from successful suicide prevention efforts, such the
U.S. Air Force Suicide Prevention Program!!? and the Perfect Depression Care program conducted by the Henry
Ford Health System,!!3 to develop recommendations for a gold standard of care for people with suicide risk.!*#

These practices have been incorporated into the comprehensive Zero Suicide framework for providing
effective care for suicide risk in health systems.!!5 116 Zero Suicide provides a model of integrated practices
and transformative culture and systems change. Now implemented in numerous health care organizations,
including behavioral health programs, general and psychiatric hospitals, primary care settings, and health
plans, Zero Suicide is showing effectiveness in decreasing suicidal thoughts and behaviors among patients
in care and in lowering the number of hospitalizations and the related costs.!'> To encourage bringing Zero
Suicide to scale across the nation, SAMHSA provides grants to implement Zero Suicide in health care
systems, and a Zero Suicide toolkit can be accessed on the SAMHSA website.

While Zero Suicide is the gold standard for evidence-based care for suicide risk, comprehensive systems
change for safer suicide care is a lengthy and challenging endeavor. In response to the need for a minimum
standard of care for individuals at risk for suicide, in 2018 the Action Alliance developed Recommended
Standard Care for People with Suicide Risk: Making Health Care Suicide Safe. This report identifies individual
recommended practices—such as screening and assessment for suicide risk, collaborative safety planning,
treatment of suicidality, and the use of caring contacts—that can be adopted in outpatient mental health
and substance misuse settings, emergency departments (EDs), and primary care.

Safe and effective practices for suicide care should be embedded into diverse clinical care settings,
including primary care offices and clinics, EDs, inpatient and outpatient mental health practices and
facilities, and other health systems. Like other established practices for addressing the risk for health
problems such as heart disease or diabetes, best practices for preventing, identifying, and treating suicide
risk should be incorporated into providers’ everyday practice. There is also a need to increase the use of
the Collaborative Care Model (CoCM), a team-based approach that allows a primary care provider to treat
symptoms of mental illness in coordination with a care manager and a mental health specialist. This model
of primary care integration has been shown to improve a range of patient outcomes, including suicide risk
and health disparities. The CoCM approach is now covered by Medicare, many commercial health plans,
and a growing number of state Medicaid programs.''’
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Access to treatment has long been a challenge for those in rural or remote settings, who often must drive for
hours to access medical and behavioral health services. During the COVID-19 pandemic, federal restrictions
on practicing across state lines have been eased and reimbursement has expanded, with a resulting rise

in telehealth visits.?° These expansions should be retained even after the pandemic has passed in order to
improve access for those with distance, transportation, childcare, or other barriers to physically accessing
services. Although more research on the use and efficacy of telehealth for suicide prevention is needed,
existing evidence suggests that virtually delivered psychiatric services can have benefits similar to in-
person therapy.!® Remaining barriers that need to be addressed include the fear of adverse events and
lawsuits, and disparities in access to computers and high-speed Internet.!® Strengthening suicide prevention
resources in critical access hospitals and rural health clinics can provide rural communities with the
flexibility needed to determine the best approach to addressing suicide care challenges.!'®

Some of the evidence-based practices presented under Action 4 may also be appropriate for other

settings that provide services to individuals at risk for suicide, including the justice system, university

health services, school health clinics, and organizations that provide social services. Public and private
stakeholders—including policymakers, payers, and accreditors—must take the steps needed to make these
practices the standard of care for individuals at risk for suicide.

4.1 Increase clinical training in evidence-based care for suicide risk.

Objective 7.2 of the National Strategy recognizes the need to “provide training to mental health and
substance abuse providers on the recognition, assessment, and management of at-risk behavior, and the
delivery of effective clinical care for people with suicide risk” (p. 77).8 In a study conducted in England
and Wales, training clinical staff in the management of suicide prevention at least every three years was
among the key elements associated with lower rates of suicide among mental health patients.'?° Although
several states have enacted legislation requiring training in the assessment and treatment of suicidality,'*
many behavioral health providers still receive only minimal training on how to care for patients at risk for
suicide.t22-124

Providing regular training to health care providers on how to recognize and address suicide risk is
increasingly being recognized as an essential element of effective care.!'> Education in this area should be
started early in clinical training and then updated on a regular basis. Different levels of providers and staff in
diverse health systems, including primary care providers, should all receive at least basic training

on how to identify suicide risk and provide appropriate support to diverse groups, including sexual

and gender minorities.

Behavioral health providers are assumed to be equipped with skills to address patient suicide risk and
therefore should have adequate training in evidence-based suicide prevention. Although suicide risk is
often associated with mental iliness, such as depression or an anxiety disorder, it also includes a distinct
combination of symptoms that must be treated independently. If someone is suicidal and has a serious
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mental iliness, it is not enough to treat the illness and hope that the suicidality will resolve.'?® To be effective,
care for the mental iliness should be combined with specific treatment for suicidality.!?®

Evidence-based psychotherapies for addressing suicide risk include the following:!?
e Cognitive-Behavioral Therapy for Suicide Prevention (CBT-SP)!28. 129

e Dialectical behavior therapy (DBT)!3°

e Collaborative Assessment and Management of Suicidality (CAMS)3% 132

e Brief cognitive-behavioral therapy (BCBT)'33

e Suicide-specific brief interventions, such as the Attempted Suicide Short Intervention Program
(ASSIP)34

More work is needed to ensure that all behavioral health providers are prepared to assess suicide risk and
to intervene, using evidence-based practices. Training on evidence-based suicide care practices should

be incorporated into medical education programs and behavioral health graduate programs and should be
included as criteria for professional licensure and license renewal. Professional associations and accrediting
bodies should be encouraged to work together to advance training in suicide prevention. For example,

for clinicians to maintain licensure or certification, state behavioral health licensing boards should add

a continuing education requirement for suicide prevention. There is also a need to identify and address
barriers to training, such as time, financing, and turnover of clinical staff.

4.2 Improve suicide risk identification in health care settings.

Studies have found that many individuals who die by suicide are seen by a health care provider in the weeks
or months before their death.!3®> These visits are opportunities to detect suicide risk, address safety, and
connect persons at risk to appropriate sources for care and support.

Research suggests that asking patients about thoughts of suicide or self-harm is a simple and effective way
to uncover most suicide risk!*¢ and does not increase a person’s risk of suicidal behavior.!3” 138 This brief
intervention can be done safely in many settings, including behavioral health care, primary care, and the
ED. Universal screening in EDs has been found to nearly double the identification of suicidal patients.?3°
Research on youth has also found that children age 10 or older can be safely and effectively screened for
suicide risk in the pediatric ED.}4° More research is needed regarding younger children’s understanding of
and ability to report suicidal thoughts.'*!

The United States Preventive Services Task Force (USPSTF) has endorsed depression screening for adults
and adolescents ages 12—18. The USPSTF notes that “screening should be implemented with adequate
systems in place to ensure accurate diagnosis, effective treatment, and appropriate follow-up.” The USPSTF
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is in the process of updating its recommendations
for suicide screening in primary care for youth'#?
and adults.#3

Identifying suicide risk through screening is a key
component of recommended standard care.!

For individuals screening positive for suicide risk,
the next step is a more thorough assessment that
collects detailed information about the person’s
risk, evaluates their immediate danger, and informs
treatment decisions. Although the comprehensive
suicide risk assessment is typically done by a
behavioral health professional using a standardized
suicide risk assessment tool, tools that do not
require specialized mental health training are

also available.'**

The goal of suicide screening and assessment is
not to predict suicide but rather to identify and
address suicide risk, much as health care providers
do in regard to other medical problems, such as
heart disease or diabetes. For example, health
care providers routinely assess patients for heart
disease in order to identify and address relevant
risk factors (e.g., unhealthy diet, lack of physical
activity, smoking, high blood pressure) that can

be addressed to prevent a heart attack or related
problems, rather than to predict when a heart attack
might take place. Similarly, identifying suicide risk
and providing targeted, effective interventionsis a
key strategy for preventing suicide.

Screening and assessment for suicide risk should
be conducted using workflows and electronic health
record (EHR) fields that clearly indicate the need
for suicide care. Training should also be provided to
ensure that the interventions are done accurately
and consistently and include appropriate follow-up
and referrals.
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The emergency department is
an essential location for suicide risk screening. A
considerable literature collected over the past 25
years shows that emergency department patient
populations have a higher proportion of patients
with suicide risk than other medical settings or
the general community. And, importantly, these
patients don’t always present with a psychiatric
condition—they present with other medical
problems, and their suicide risk is often missed.
If universal screening is not being done, after
their presenting problem is treated, the person

is often discharged, with nothing about their
mental health or suicide risk being assessed.

We once had a woman in her thirties present

to the emergency department for severe
abdominal pain. As it turned out, she had pretty
serious liver problems. She’s a good example

of a person presenting at the emergency
department with a medical complaint who would
ordinarily not be asked any questions related

to mental health or suicide risk. But because

we had implemented universal screening in

our emergency department, the nurse at triage
used a quick screener to detect suicide risk. The
physician who conducted a follow-up evaluation
found that the woman was severely depressed
and hopeless, and requested a psychiatric
consult. The psychiatrist then came and did an
evaluation. The patient was very sick, so she was
first admitted to the hospital to treat her medical
problem, then transferred to a psychiatric
hospital to treat her depression. It is likely that
none of the mental health care she received
would have happened if we hadn’t been asking
those screening questions of everyone.

Edwin D. Boudreaux, PhD

Professor, Departments of Emergency Medicine,
Psychiatry, and Quantitative Health Sciences
University of Massachusetts Medical School
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4.3 Conduct safety planning with all patients who screen positive
for suicide risk.

Safety planning is a brief intervention, conducted after a comprehensive suicide risk assessment, that

has been shown to be effective in supporting safety among persons at risk for suicide.!#® 146 |n this brief
intervention, the health care provider works collaboratively with the person at risk to develop a plan for
recognizing suicidal thoughts and managing them safely. The patient safety plan—also referred to as a
crisis response plan**’—identifies prioritized coping strategies that the person will use when such thoughts
arise, including both actions that the person can take alone and actions to obtain social support from family
members and friends and by contacting a health care provider or crisis call center. Safety planning should
not be confused with no-suicide contracts, which have not been shown to be effective and can provide a
false sense of security.!#5

In 2010, when | was the Executive Director of a crisis center,

| experienced the most acute suicidal crisis of my life, and spent seven days in a psychiatric hospital. At my
discharge appointment with my family, more time was spent discussing my payment plan than my plan to
keep myself safe. | went home wanting desperately to be okay, but | didn’t know how, as my family and | were
not told that | would be at an increased risk for suicide in the next few months or given a safety plan to serve
as my roadmap for recovery. After all, if | had been recovering from a heart procedure, my family would have
been given detailed instructions on how to care for my wounds, what to look for in case | needed to return to
the hospital, and how to support my recovery. Instead, | ended up feeling embarrassed and like a complete
failure when the thoughts of suicide returned. | was ashamed and mad at myself for not being magically
“cured,” and felt like a disappointment to my friends and family. No matter how badly | wanted to no longer
have thoughts of suicide, they weren’t going away. | loved my family, but | was hopeless and struggling to
find the will to live. That only intensified my despair, pain, and sense that | was a burden. Within 90 days of
discharge, | made an attempt to end my life.

I’'m so grateful that | survived and had a chance to heal. Reconnecting to hope for life came through
connections to loved ones and a spiritual-cultural healing that’s hard to explain. But wanting to live is only the
first part—Ilearning how to live through the pain that led to my suicidal crisis took time. There is so much more
we can do to better equip families, communities, treatment providers, and attempt survivors themselves with
tools to safely transition from inpatient care to life back at home. As a suicide attempt survivor and a suicide
prevention professional, | know how important it is to have the highest level of care during this high-risk
period, and | am encouraged by the strong focus on care transitions in this Call to Action.

Shelby Rowe, MBA
Program Manager, Office of Suicide Prevention
Oklahoma Department of Mental Health & Substance Abuse Services
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As discussed in Action 3, lethal means safety—identifying possible means of self-harm that are available

to the person at risk, and taking specific steps to reduce access to those means during a time of crisis—

is a critical component of safety planning. This approach has repeatedly been shown to be effective in
community-wide suicide prevention and was also identified as an important factor in the success of suicide
prevention efforts conducted at the Henry Ford Health System.!48

As a brief intervention tied to a specific risk, safety planning is similar to other types of health interventions
conducted by health care providers, such as counseling on smoking cessation or weight control, which can
be done in many settings. Safety planning with lethal means safety should be embedded in the suicide care
protocols and electronic medical record systems used in all health care settings.

4.4 Increase the use of suicide safe care pathways in health care
systems for individuals at risk.

The use of suicide safe care pathways can help health care systems continually monitor and enhance the
quality of care provided to individuals at risk for suicide, thereby improving processes and outcomes. A

key component of the Zero Suicide model, the suicide safe care pathway ensures that patients at risk for
suicide are identified and provided with continuing care tailored to their needs. All patients are screened

on past and present suicidal behavior, and positive screens are followed by a full assessment. Individuals
identified as being at increased risk are entered into a suicide safe care pathway, thus ensuring that they are
provided with the attention and support they need to stay safe and recover. Components include periodic
assessments of suicidality and ongoing follow-up, including contacting patients who fail to show up for an
appointment or withdraw from care. The inclusion of family members and other identified support persons
in pathway implementation may help support patient engagement.

Implementation of a suicide safe care pathway requires that protocols and systems be in place to collect
and analyze data to track services, ensure patient safety, and assess treatment outcomes.'*° The system
should collect data on process measures, such as screening rates, safety planning, and services provided;
care outcomes; suicide attempts and deaths; and any other relevant factors, such as sociodemographic
characteristics, clinical history, and referrals to other sources of care.

EHRs can be programmed to support pathway implementation, for example, by prompting providers to
conduct suicide risk screening and further risk assessment, and by facilitating connections to outpatient
treatment.!®® These systems can also be designed to “pre-screen” new patients for strong risk factors for
suicide, such as a history of suicidal ideation, plans, or attempts, and to alert the provider to needed next
steps. Suicide safe care pathways need to be incorporated into existing EHRs and built into new systems.

A quality measure should be developed that requires systems to track the number of patients who screen
positive for suicide risk, are on a suicide safe care pathway, or receive a collaborative safety plan. Health
care systems must also consider ways to collaborate to ensure that patients in the suicide safe care pathway
continue to be followed as they move across different settings and systems.
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4.5 Increase the use of caring
contacts in diverse settings.

Caring contacts are brief interventions that use
encouraging notes and messages (which do not
require a response from the patient) to ensure

that individuals at risk receive ongoing follow-up
and support, with the goal of preventing suicidal
behaviors.’! 152 First tested more than four decades
ago,'® caring contacts have been found to decrease
subsequent suicide attempts by helping prevent
gaps in care that can occur for different reasons.
Examples include the transition from inpatient to
outpatient care, the time period between a crisis line
call or ED visit and seeking follow-up treatment, the
interval between scheduled care sessions, and gaps
in care caused by missed appointments.54

The contacts can be provided in many ways,
including through postcards or letters with brief
expressions of caring, telephone follow-up calls with
patients after discharge or a missed appointment,
and text messages and e-mails generated by
automated systems.'®* Although the messages can
be designed to support diverse goals (e.g., provide
information about resources or crisis lines, remind
the person of upcoming appointments), they should
always communicate that the sender cares about
the person’s well-being. The intervention can also
be used in diverse settings, including EDs, hospitals,
outpatient behavioral health programs, crisis
centers, community mental health, and integrated
primary care. Contacts can be made by clinical or
non-clinical staff, including peers who have lived
experience of a suicidal crisis. The contents, media
used, and delivery options should be adapted to the
needs and preferences of the recipients.
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Like many attempt survivors,

| have found that sharing my experiences in
service to others has been an important part
of my recovery. Supporting others, educating
our communities, and working for change have
all helped me find meaning in my experiences
and allowed me to transform my past pain into
something positive. In the process, | have made
connections with a community of people who
deeply understand my struggles and are there
to offer support when | need it.

Although engaging in this work has been
profoundly healing, it hasn’t benefited me
alone. The inclusion of people with lived
experience in suicide prevention enriches

the entire field. Those of us with first-hand
knowledge of what it’s like to live with these
challenges have unique skills and insights

to contribute. We apply what we’ve learned
while navigating systems to create more
effective policies. We know from experience
what works and what doesn’t, and we use that
knowledge to design better programs and
supports. We benefit from the context of our
lived experiences as we interpret data, evaluate
outcomes, and help build better systems. We
draw strength and compassion from our own
struggles as we support our peers, and we use

the power of our stories to give hope to others.

Brandy L. Hemsley
Director, Office of Consumer Activities
Oregon Health Authority

Caring contacts should be routinely provided to individuals at risk for suicide, similar to other standard
protocols for following up with patients after other types of medical treatment, such as a surgical procedure.
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Barriers to the use of this brief intervention include a lack of familiarity with the billing codes that may

be used and (in some settings) a lack of reimbursement. Bundled payment options with International
Classification of Disease (ICD) codes that provide payments for follow-up phone calls to patients discharged
from a health care provider, such as an ED or inpatient hospital, could help address these financial barriers.

Action 4: Priorities for Action

The federal government, professional associations, and accrediting bodies should collaborate to
address barriers to adopting the Action Alliance’s Suicide Prevention and the Clinical Workforce:
Guidelines for Training to ensure increased clinical training in evidence-based care for suicide risk during
graduate education and post-graduate training.

State behavioral health licensing boards should add continuing education requirements for suicide
prevention in order for clinicians to maintain licensure or certification.

Payers from the public and private sectors should incentivize the delivery of evidence-based care via
existing levers in contracting and reimbursement.

Federal and state policymakers and commercial payers and health systems should take specific steps to
improve outcomes for individuals with mental health and substance misuse conditions in primary care
by using effective methods (e.g., CoCM) to integrate mental health and substance misuse treatment into
primary care.

To enhance workflows for suicide safe care, health systems should collaborate with EHR vendors to
develop options for integrating screening, suicide safe care pathways, and safety planning into their EHR
systems.

Public and private health systems should adopt and/or implement the recommendations in
Recommended Standard Care for People with Suicide Risk in all health care settings.
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Action 5. Enhance Crisis Care and
Care Transitions

Ensure that crisis services are available to anyone, anywhere, at any time.

In many states, the only options available to an individual in suicidal crisis are a call to 911 or a crisis call
line or a visit to the ED—and after this call or visit, the person loses contact with the health care system,
only to resurface during the next crisis. As a result, individuals in crisis may be readmitted to a hospital
multiple times and receive expensive and restrictive care that may not match their needs. This approach to
crisis care is not only insufficient, it is also dangerous, as it does not ensure safety or treat suicidality. The
long-term consequences of inadequate crisis care can include homelessness, involvement with the criminal
justice system, and premature death.!®®

Although the police are frequently called on to

respond to individuals who engage in self-harm or Peer support is assistance and

who exhibit suicidal ideation or suicidal behaviors, encouragement provided by individuals who
SAMHSA's recently released National Guidelines for share similar experiences. In the context of
Behavioral Health Crisis Care indicate that police suicide prevention, peer support often refers to
officers and emergency medical services personnel support provided to persons at risk for suicide
should be involved in crisis response only if the by individuals who have experienced and
nature of the crisis indicates that their involvement overcome suicide risk themselves. Peers can

is needed (e.g., the person has a serious medical PO SUBEeN ([ e Elierems: eepeees:

condition or poses an imminent threat of self-harm
that cannot be de-escalated by phone-delivered
crisis intervention). While local law enforcement

Some peers are trained, certified by the state,
and paid to assist in care. Others are trained
to serve in a supportive role, such as helping

individuals navigate health care. Still
has a role to play in mental health crisis response, other individuals provide peer support on a

crisis care should be provided by mental health volunteer basis, with limited or minimal training.
specialists and others trained in mental health crisis

response, who could include peers. This approach

may contribute to more compassionate care and improved outcomes for individuals in crisis, and also
reduce the burden that mental health crisis response places on law enforcement. As discussed in Action 5,
strategy 5.5, the establishment of 988 as the national number for mental health crises'# (effective by July
2022) will help address this problem by connecting callers who are experiencing a mental health crisis with
appropriate responders.

Individuals in crisis need immediate access to tailored services aligned with their needs, provided in the
most comfortable and least restrictive setting, that will ensure their safety and connect them to continuing,
effective care.'® The Air Traffic Control (ATC) system that monitors commercial aircraft provides a useful
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analogy. From takeoff to landing, each aircraft is continuously monitored by air traffic controllers, who

are ready to step in when needed. Much like the ATC system never loses track of an airplane, a crisis care
system should never lose track of a person at risk. Rather, the system must combine multiple approaches to
stay connected, verify when a safe hand-off has occurred, and secure a “safe landing.”

Ensuring that individuals at risk receive follow-up and are connected to sources of evidence-based ongoing
care is best achieved through the use of a comprehensive and integrated crisis network that accepts all
calls, welcomes all individuals who seek help at a health care setting, and provides real-time access to
services that align with the needs of the person when and where the person needs it most. Individuals in
crisis must be provided with appropriate and ongoing services regardless of their ability to pay, as intended
by the Mental Health Parity and Addiction Equity Act,'>® which requires health insurers and group health
plans to provide the same level of mental health and substance misuse treatment services and medical and
surgical services to all individuals in need.

The experience of states that have developed effective crisis care systems, and of the individuals and
families with lived experience who have relied on these supports, suggests that crisis care systems must
include three key components: regional or statewide crisis service hubs that work in coordination with
national crisis lines; centrally deployed 24/7 non-law enforcement mobile crisis teams; and crisis receiving
and stabilization facilities with 24/7 availability.!>® All components should reflect the essential principles of
crisis care, including partnering with law enforcement and emergency medical services, making significant
use of peer support and peer-delivered services, and ensuring the safety and security of staff, peers, and
individuals in crisis. Ongoing research and evaluation efforts addressing these services are needed to
optimize individual outcomes as crisis care systems are further developed and implemented.

5.1 Increase the development and use of statewide or regional
crisis service hubs.

Crisis call centers are clinically staffed statewide or regional centers that provide individuals in crisis with
real-time access to a live person on a 24/7 basis—by telephone, text, chat, or other means. SAMHSA-issued
guidelines indicate that, at a minimum, crisis call centers should do the following:!5%

e Operate every moment of every day

e Be staffed with clinicians overseeing clinical triage, and other trained team members to
respond to all calls received

e Answer every call, or coordinate overflow coverage with a resource that also meets all minimum
crisis call center expectations

e Assess the risk of suicide within each call in a manner that meets National Suicide Prevention Lifeline
Risk Assessment Standards
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e Coordinate connections to mobile crisis team services in the region

e Connectindividuals to facility-based care through warm hand-offs and coordination of
transportation as needed

To be most effective, the crisis center should function as a hub for the effective deployment of a range of
crisis services (e.g., crisis stabilization, crisis respite, psychiatric hospitalization). A crisis service hub (e.g.,
NYC Well, Georgia Crisis & Access Line) uses connections to service providers and technological solutions
(e.g., online databases, GPS-enabled mobile crisis dispatch) to ensure that individuals at risk are provided
with the least invasive and most appropriate level of care. Sample capabilities include the ability to (1) track
all persons who are waiting for care, how long they’ve been waiting, and where they are waiting, (2) access
appointment slots for outpatient scheduling, and (3) identify and deploy the closest mobile crisis team.
These ATC-like capabilities also help ensure follow-up and safety for individuals in crisis as they move across
services and systems.

5.2 Increase the use of mobile crisis teams.

Mobile crisis teams are crews that can be dispatched to help the person in crisis at their home, workplace,
or any other location in the community where the person is experiencing a crisis. These teams provide
professional intervention and peer support in real time to the person in crisis in a comfortable environment.
This approach has been found to be appropriate and effective at diverting individuals in crisis from
psychiatric hospitalization and connecting them to outpatient services, while also reducing unnecessary
involvement with law enforcement and lowering related costs.!%®

SAMHSA-issued guidelines indicate that, at a minimum, mobile crisis team services must:!°

¢ Include a licensed and/or credentialed clinician capable of assessing the needs of individuals within the
region of operation

e Respond where the person is (e.g., home, work, park) and not restrict services to particular locations,
days, or times

e Connectindividuals to facility-based care as needed through warm hand-offs, and coordinate
transportation only if or when circumstances warrant transitions to other locations

These services should incorporate best practices, such as continuity of care. Ways to support continuity of
care include scheduling outpatient follow-up appointments, providing a warm hand-off that actively engages
and links the person at risk to treatment and other needed services, and offering caring contacts (see Action
4, strategy 4.5) that support continued follow-up.
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5.3 Increase the use of crisis receiving and stabilization facilities.

Crisis stabilization facilities are home-like environments that offer a step-down option for persons who do
not need inpatient care after their crisis episode. These settings provide individuals in crisis with “a place
to go,” where they can stay for short-term observation (less than 24 hours) and receive crisis stabilization
services.'®® The facilities should accept not only referrals, but also walk-ins and drop-offs from first
responders, including ambulance services, firefighters, and the police.

The following models are most often used to provide crisis stabilization services:!5®

e Short-term residential facilities. Also called crisis residential facilities, these sites should include
licensed and/or credential clinicians onsite on a part-time basis and on-call.

e Peer-operated respite. In this model, the facility is typically staffed by peers who have personal
experience with mental health challenges or suicide. Although these programs usually do not have
licensed staff onsite, some facilities call on licensed providers to support suicide risk assessments.

Non-peer-run facilities that offer crisis receiving and stabilization services should meet several
requirements:*°

e Be staffed at all times (24/7), with access to a multidisciplinary team (e.g., psychiatrists, psychologists,
social workers, nurses, licensed or credentialed clinicians, peers) capable of meeting the needs of
individuals experiencing all levels of crisis

e Screen for suicide risk and complete comprehensive suicide risk assessments and planning when
clinically indicated

e Address crisis issues related to both mental health and substance use

e Be able to assess physical health needs and deliver care for most major physical health problems and to
connect individuals to other providers when needed

Facility-based programs should be adequately funded to deliver on the commitment of never rejecting a first
responder referral or a walk-in referral, thereby ensuring diversion from the ED and the justice system.

5.4 Ensure safe care transitions for patients at risk.

Transitions in care—such as the transition from inpatient hospitalization to outpatient care in the
community—are a time of increased suicide risk. Other care transitions include the time period following
discharge from an ED or from other providers of crisis care services, including crisis stabilization facilities
and mobile crisis teams. Studies have found that in the month after patients leave inpatient psychiatric care,
the suicide death rate for these patients is 300 times higher (in the first week) and 200 times higher (in the
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At the age of 13, | was given alcohol and cocaine by adults

and was sexually assaulted. | became angry and self-destructive. | was hospitalized at 16, diagnosed with
depression and anxiety, and treated for cocaine dependence. Over the next 20 years, | was homeless,
incarcerated, and cycled through treatment programs and shelters, while struggling with feelings of grief,
shame, a lack of self-worth, not belonging, and self-hatred, and thoughts of suicide.

The philosophy embraced by peer support was critical to my recovery. | was so unbelievably fortunate to
have others take a nonjudgmental, strengths-based, and loving approach with me—to find a path where
others honored my experiences and recognized them as strengths. Because of this approach, | moved from
homelessness to homeowner, became a husband and father, and sit as the director of housing for the very
company and opportunity that saved my life. The fact that my experiences can be used to support others
struggling with similar challenges is truly a blessing. | can now inspire hope in others by walking with them,
sharing space, being authentically connected, and creating the opportunity for them to come up with their
own solutions.

People with lived experience add a critical and necessary perspective that doesn’t replace, but rather
complements and enhances, work being done by clinicians. If we do this with equal respect for each other’s
work, our work becomes harmonious as we reflect the philosophy of peer support and the value of clinical care.

Christopher Bartz
Recovery Services Administrator |
RI International

first month) than the general population’s.!” Suicide risk is highest in the first few days after discharge from
inpatient mental health care!®® and can stay elevated for months5% 10 yet many patients never attend their
first outpatient appointment.t® 162 Ensuring a timely transition in care has been shown to reduce risk of
subsequent suicide. In a recent study, suicide risk in the six months following psychiatric hospitalization was
reduced among youth ages 10-18 who had an outpatient mental visit within 7 days of discharge.®®

Best Practices in Care Transitions for Individuals with Suicide Risk: Inpatient Care to Outpatient Care issued
by the Action Alliance notes that inpatient and outpatient providers need to accept shared responsibility for
the patient’s care and work together to ensure a seamless transition with no interruption in services.!* This
approach includes the following components:

e Developing relationships, protocols, and procedures that allow for rapid referrals.

e Making a follow-up phone call within 24 hours of discharge from psychiatric hospitalization, a crisis
stabilization unit, or an ED to check in with the patient, and maintaining contact until the person attends
the first outpatient appointment. It is also important to consider ways to support the transition in care,
such as holding a videoconference with the patient and the outpatient provider.
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Involving individuals with lived experience to inform practices.

¢ Involving family members and natural supports, including trained peer specialists, to increase social and
emotional support, solve practical problems, and promote hope and ongoing recovery.

¢ Providing education to family members and natural supports.

e Providing brief interventions, such as safety planning and caring contacts, to reduce suicide risk during
care transitions.

All health care providers who care for individuals at risk for suicide—in both clinical and community
settings—should have policies, protocols, and pathways for ensuring continuity of care during transitions.
For this to happen, financing related to care transitions needs to be improved. In particular, the case rate
reimbursement structures need to be modified to support delivery of these services.

5.5 Ensure adequate crisis infrastructure to support implementation
of the national 988 number.

The FCC has authorized the creation of a new three-digit number, 988, that will be used to connect callers
to mental health crisis assistance. The new number will direct callers to the National Suicide Prevention
Lifeline, as will the current 10-digit number 800-273-8255 (TALK).%5 Similar to 911, which connects people
in need to first responders for other emergencies, 988 will connect callers to Lifeline crisis centers that

will deliver intervention services by phone, triage the call to assess for additional needs, and coordinate
connections to additional support, based on the team’s assessment and the caller’s preferences. All carriers
are required to implement the new number nationwide by July 16, 2022.165

As noted in SAMHSA's report to the FCC as part of the National Suicide Hotline Improvement Act, the
establishment of 911 gradually transformed the U.S. emergency medical system.'%® The 988 number has
the potential to play a similar role in behavioral health emergency and crisis services, with 988 being used
to access a coordinated crisis system with call centers at the hub, connecting to mobile outreach, crisis
stabilization units, and emergency rooms, with ATC-type monitoring to prevent persons at acute risk from
falling through gaps in care.

However, this national mental health crisis line will only work if there are sufficient personnel and
infrastructure to keep up with the calls and provide an effective response. Crisis centers that respond to
calls from state-run helplines and the National Suicide Prevention Lifeline will see an increased volume of
calls and will need to increase their capacity to respond, which will require additional personnel and funding.
The system will also need to include contingency plans for meeting periods of increased demand, such as
following the death by suicide of a celebrity.¢”

Legislation for building a framework to run 988, called the National Suicide Hotline Designation Act of
2020,** was signed into law in October 2020 to allow states to add a fee to phone bills, much like 911. These
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funds would go toward running 988, ensuring that the call line has the personnel, resources, and training
necessary to support any increased call volume, including specialized resources for high-risk populations.
Another potential funding source is a proposed new 5 percent set aside in the SAMHSA Mental Health
Block Grant to support evidence-based crisis care programs.t®® Partnerships that combine federal and state
funding, such as SAMHSA'’s state capacity grants administered through the National Suicide Prevention
Lifeline, will be needed for the new 988 crisis line to achieve its full potential.

Action 5: Priorities for Action

e The federal government and the private sector should address gaps, opportunities, and resource needs
to achieve standardization among crisis centers in interventional approaches and quality assurance in
preparation for the launch of 988.

e The federal government, states, and the private sector should work together to optimize system design,
system operations, and system financing for 988 as the hub of an enhanced, coordinated crisis system,
and enhance coordination between Lifeline 988 centers and 911 centers to reduce overreliance on 911
services and ED boarding (the practice of keeping admitted patients on stretchers in hallways due to
crowding).

e The federal government should fund the necessary infrastructure to support crisis care (e.g.,
Congressional support for the 5 percent SAMHSA Mental Health Block Grant set-aside; core services
identified in SAMHSA’s National Guidelines for Behavioral Health Crisis Care) and should provide
technical assistance to states looking to evolve crisis systems of care.

e The federal government and foundations should support research to identify effective models of mental
health crisis response (e.g., coordinated efforts among mental health specialists, peers, and law
enforcement) to improve short- and long-term effects on communities of color and other
marginalized populations.

e The federal government and private sector payers should support the use of follow-up phone calls or
texts within 24 hours of discharge from psychiatric hospitalization or emergency room discharge to
check in with the patient, provide support, and maintain contact until the person’s first
outpatient appointment.

e The federal government should establish universally recognized coding for behavioral health crisis
services, and public and private sector partners should collaborate with payers and health systems to
increase adoption of the new coding.

e The federal government should support the development of an essential benefits designation that will
encourage health care insurers to provide reimbursement for crisis services, thus reducing the financial
burden on state and local governments to pay for those services, delivered within a structure that
supports the justice system and ED diversion.
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Action 6. Improve the Quality, Timeliness, and

Use of Suicide-Related Data

Know who is impacted and how to best respond.

Suicide prevention efforts must be guided by
timely and reliable data on the extent of suicide in
a specific community or setting, the groups most
affected, and relevant risk and protective factors
that prevention strategies can address. Data
collection at the national, state, and local levels

is critical to monitoring trends, guiding suicide
prevention efforts, informing public policy, and
assessing the effects of programs and policies.'®®
The various systems currently being used to track
the pandemic (e.g., daily reports of new cases,
hospitalizations, and deaths) clearly demonstrate
the importance of capturing and sharing near
real-time data to guide an informed public

health response.

Goal 11 of the National Strategy calls for
improvements in the quality and timeliness of
suicide data and in the use of these data to inform
prevention.® The need for timely data related

to suicide has become more pronounced with

the COVID-19 crisis, which is increasing various
stressors that can affect mental health and suicide
risk, including social isolation, traumatic losses

of family members and friends, and economic
hardship—particularly among communities of
color.’”® Although the impact of these risk factors on
mental health and suicide is still being explored, the
pandemic has added urgency to an existing need to
improve the timeliness and quality of suicide-related
data to implement an effective response at the
federal, state, tribal, and local levels.

The Minnesota Department of Health
(MDH) is dedicated to protecting, maintaining,
and improving the health of all Minnesotans.
Using a data-driven approach can help us
understand how frequently violent deaths are
occurring, and identify areas where we can
improve our systems and intervene to prevent
these deaths.

In 2014, the MDH was first funded by CDC to
begin setting up the Minnesota Violent Death
Reporting System. At that time, 80 percent of
violent deaths in Minnesota were suicides—
compared with 65 percent nationwide. Having
more details about the characteristics of people
who die by suicide and the circumstances leading
up to their deaths helps our prevention program
understand the complexity of suicide, populations
at increased risk, and gaps in our social services,
criminal justice, health, and behavioral health
systems that we should address. With this
improved understanding, we are better able to
target interventions and prevention initiatives

to have a greater impact. For example, if the

data indicate that many young adults who die by
suicide do not have a behavioral health diagnosis,
we can rethink which systems these individuals
are interacting with and find ways to better
connect them with behavioral health services that

can adequately identify and treat mental illness.

Minnesota Department of Health
Suicide Prevention Team
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6.1 Increase access to near real-time data related to suicide.

Access to near real-time data on suicide is critical to detecting and responding to increases in suicide
attempts and deaths by suicide, identifying emerging populations at risk, and assessing the effectiveness
of suicide prevention efforts over time. Since the National Strategy was updated in 2012, the quality and
timeliness of national suicide data have somewhat improved, and the gap between the close of the calendar
year and when the national data for that year become available has narrowed. However, more work is
needed to achieve near real-time access to this information.

Key Sources of National Data on Suicide Deaths

e« CDC’s National Vital Statistics System (NVSS), a nationwide surveillance system, collects and
disseminates data on births and deaths. Information on suicide deaths includes demographic,
geographic, and cause-of-death data obtained from death certificates. The National Death
Index, a centralized database of death record information compiled from state vital statistics
offices, is a component of NVSS.

e CDC's National Violent Death Reporting System (NVDRS), a state-based surveillance system,
combines data from various sources (e.g., death certificates, law enforcement, coroner and
medical examiner reports) to provide information on the circumstances surrounding violent
deaths. Started in six states in 2003, NVDRS now includes all 50 states, the District of
Columbia, and Puerto Rico.

e The annual Department of Defense Suicide Event Report presents data collected through
a Web-based system on suicide attempts and deaths among active duty military service
members.

e The U.S. Department of Veterans Affairs’ National Veteran Suicide Prevention Annual Report
presents data on suicide deaths among U.S. Veterans.

While some states are able to contribute mortality data to the National Vital Statistics System (NVSS) on

a fairly rapid basis, others continue to experience delays in certifying and reporting these deaths, thereby
delaying the release of national statistics. These states, and the local death investigation system within each
state that provides the data, need additional support and resources to collect and report their data more
efficiently, consistently, and quickly. States should also ensure that mortality and attempt data are shared

in real time with their state and local suicide prevention leaders and other key stakeholders. In addition,
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states should facilitate wider linkages to mortality data, especially by health systems and health plans, to
enable better public health surveillance regarding patterns and correlates of mortality, and should support
implementation of clinical quality improvement programs that will increase survival.

Data on the circumstances surrounding each suicide are collected through CDC’s National Violent Death
Reporting System (NVDRS). Although NVDRS has recently been expanded to all states, several states are
still working to fully build their statewide data collection systems. A lack of centralized data systems and
various logistical challenges associated with the collection of vital statistics; reports from law enforcement,
coroners, and medical examiners; and other records continue to impact many states’ capacity to rapidly
collect information for the NVDRS. Thus, even when all state systems are up and running, the compiling of
national data will encounter delays. These systems need to be improved so that the data can be reviewed
annually to guide suicide prevention efforts at the state and federal levels.

6.2 Improve the quality of data on causes of death.

Studies suggest that suicide rates may be underestimated by as much as 30 percent. Suicides may be
misclassified as homicides, accidents (unintentional deaths), or undetermined deaths (primarily deaths by
drug overdose).}”* Many factors may contribute to the misclassification problem, including family reluctance
to report the death as a suicide; legal, religious, and political pressure; and a lack of resources and training
to adequately investigate the manner of death.

Moreover, each state has its own system, requirements, infrastructure, and resources related to death
scene investigations and the preparation of death certificates. Challenges include a lack of consistency

in definitions, burden of proof standards, and procedures across jurisdictions, and poor implementation
of existing guidelines and best practices. Potential solutions include better standardizing of terms and
definitions, procedures, and death certificate completion practices within and across states; improving and
expanding training; improving communication across jurisdictions and disciplines; developing job aids to
enhance consistency; and conducting additional research to better understand and address variations in
practices across counties and states.!”! Death certificates and death investigation reports also need to be
improved to better identify the characteristics of the person who died by suicide (e.g., sexual orientation,
gender identity,’”? Veteran status,’® and race or ethnicity, including Hispanic'’* and American Indian or
Alaska Native!’s).
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6.3 Expand the accessibility and use of existing federal data systems
that include data on suicide attempts and ideation.

Data related to suicidal thoughts, plans, and attempts; risk factors; health care use; and other relevant
outcomes are critical to identifying emerging trends, planning suicide prevention efforts, and assessing
progress. These suicide-related data are currently available from a number of sources (see the following
box on page 60 for examples). However, in many cases the data may not be available in formats that can be
easily accessed and used by state and local suicide prevention programs.

Existing systems must continue to be strengthened and improved. For example, EDs should routinely use
the external cause of injury code to identify suicide attempts (as opposed to self-harm with unspecified
intent). Although a field to code cause of injury exists, it often is not completed uniformly across states.
CDC'’s Youth Risk Behavior Surveillance System (YRBSS) survey should be expanded to more middle
schools and should seek additional data, such as information on protective factors for suicide (e.g., school
connectedness). New questions related to suicide—including questions that better identify specific groups,
such as sexual and gender minority populations—should be added to existing data collection tools, such as
state-level health surveys. Other variables of interest, such as risk and protective factors for suicide, should
also be added to existing data collection instruments. States should make a concentrated effort to improve
participation in these surveys; for example, in some states, schools in the largest metropolitan areas do not
participate in the YRBSS or similar state surveys.

Access to and use of existing suicide-related data must also be improved. Existing data should be made
openly available to state and local programs in formats that can be easily used to inform suicide prevention
efforts. Although some sources may make raw data available to researchers, the data must be analyzed by
epidemiologists and presented in formats (e.g., reports, tables, dashboards) that allow the information to be
easily reviewed and applied. State and local suicide prevention programs need better access to usable data,
or to experts who analyze these data, so that the information can be used to guide prevention actions.
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Key Sources of Other Data Related to Suicide

SAMHSA'’s annual National Survey on Drug Use and Health provides national and
state-level estimates of suicide-related data (ideation, plans, and self-reported
attempts) among adults, as well as data on substance misuse, mental health, and
service use. Data on adults who report having seriously considered or attempted
suicide are available online by state.

CDC’s nationally representative Youth Risk Behavior Surveillance System (YRBSS)
survey of high school students, conducted every two years, includes questions

on suicidal thoughts and behaviors. A middle school survey is also conducted by
interested states, territories, tribal governments, and large urban school districts.

CDC's cloud-based National Syndromic Surveillance Program provides near real-time
electronic patient encounter data received from EDs and other health care settings in
47 states and the District of Columbia regarding visits where patients report suicidal
thoughts or suicide attempts. Syndromic surveillance can serve as an early warning
system for spikes in nonfatal suicide-related outcomes.

CDC’s National Electronic Injury Surveillance System—AIll Injury Program monitors
nonfatal injuries and poisonings treated in a nationally representative sample
of hospital EDs.

The Department of Transportation’s National Emergency Medical Services
Information System is a national database that provides standardized data from
states and territories on the provision of emergency medical services, including
suicide-related activations of the 911 system that can be tracked over time to
identify emerging trends.

The Agency for Healthcare Research and Quality’s Healthcare Cost and Utilization
Project maintains databases on inpatient stays and ED visits that include data from
many states on suicide ideation and attempts.
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6.4 Improve coordination and sharing of suicide-related data across
the federal, state, and local levels.

Although national data provide an overall view of the suicide problem, state and local data are key to
planning effective prevention efforts. Suicide rates and risk groups at the regional, state, territorial, tribal,
and local levels often vary considerably from national estimates. Now that NVDRS funds all 50 states,

the information on circumstances associated with suicide deaths needed to guide state and local suicide
prevention efforts will become increasingly available. However, there is still a need to create systems and
to dedicate resources to improve coordination and near real-time availability between the local, state, and
federal levels regarding the reporting of data related to suicide.'”® It is also critical to increase the capacity
of all systems to provide near real-time data that are easily accessible and routinely used to guide decision-
making at every level.

Improved access to information on suicide attempts is also needed. CDC is currently funding 10 states
to conduct Emergency Department Surveillance of Nonfatal Suicide-Related Outcomes (ED SNSRO)
and is using the National Syndromic Surveillance Program to monitor suicide attempts during the
COVID-19 pandemic.

States should consider ways to disseminate suicide-related data in useful formats so that these data may
be more widely applied. For example, the state of Colorado makes suicide data from the Colorado Violent
Death Reporting System available online, in a data dashboard format, so that every county can access the
information and apply this knowledge to guide their suicide prevention efforts. In Connecticut, the state
purchases hospital claims data to pinpoint localities and populations with elevated risk for suicide
attempts. Other states should consider similar ways to support the dissemination and use of data on
suicide attempts and deaths.

6.5 Use multiple data sources to identify groups at risk
and to inform action.

Diverse data sources can help suicide prevention planners identify groups most at risk and allocate
resources appropriately. For example, state data on suicide death and attempt rates can help decision-
makers identify populations or geographic areas where rates are particularly high and formulate solutions.
A study that used NVDRS data to map county-level distribution of suicides among members of the military
and Veterans found that suicides were concentrated in a small number of counties.!”” By triangulating
multiple sources of data, researchers were able to better understand the circumstances surrounding these
deaths and identify potential intervention sites in the affected counties. To expand these types of analyses,
CDC is linking NVDRS data to the Department of Defense Suicide Event Report to better understand the
circumstances of suicide among active duty military, Veterans, and civilians.
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Linking data available from local, state, and national data systems (e.g., those used for medical service
billing) to existing data from suicide prevention efforts could facilitate program planning and outcome
assessment. For example, research on youth suicide prevention has identified many existing data systems
that could be potentially linked to suicide prevention efforts.}’® 17° Programs should also establish links to
existing data on societal-level factors that impact suicide prevention, including unemployment and food
insecurity, available from external sources, such as the U.S. Census.

Medical records are another source of data that can be used to guide prevention efforts. The VA uses risk
algorithms that examine medical record data (also referred to as predictive modeling) to identify patients
at high suicide risk and inform decisions about care.!8% 18! |ts Veterans Health Administration, the largest
integrated health care system in the United States, has started a program that uses predictive modeling to
identify patients who can benefit the most from interventions aimed at preventing suicide.

Objective 8.1 of the National Strategy indicates that health care systems should conduct root cause analyses
(a structured process to determine the causes of suicide attempts and deaths among patients served)

to continually improve service quality by identifying and addressing system-related factors that affect
patient safety. The VA has successfully used this approach following discharge from not only inpatient
hospitalization,'®® 182 but also nursing home care units and long-term care facilities.'®3VA research also
suggests that combining information obtained through root cause analyses with data available from other
sources, such as the National Death Index, may help improve the classification of deaths by suicide.'®

The Internet and social media sites can also provide data that can be useful to suicide prevention. For
example, metrics on the volume of Internet searches related to suicide can help identify increases in
information- or help-seeking related to suicide. A recent study found that these searches increased
following the release of a popular TV series about a young person’s suicide.!®® These data can be useful in
identifying times when increased capacity to provide information and crisis support may be needed.

Other sources of data needed to inform prevention efforts include qualitative studies (e.g., focus groups,
key informant interviews), which can increase understanding of risk and protective factors for suicide
among particular groups and inform the development of culturally tailored prevention programs. The
first-hand experience of people with lived experience is another type of information that must guide the
implementation of suicide prevention efforts.
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Action 6: Priorities for Action

e The federal government should support near real-time collection of data on deaths by suicide and
nonfatal suicide attempts in a group of sentinel states to develop the framework for a national early
warning system for suicidal behavior in the U.S. The system would create a central database that links
multiple data sources and would build state and local capacity to translate data trends into prevention
efforts in a timely manner. In addition, the federal government should expand ED SNSRO to monitor
nonfatal suicide-related outcomes, track spikes and potential clusters in suicide attempts, and identify
patterns, all of which can then inform prevention activities.

e The public and private sectors should collaborate on a near real-time suicide dashboard that pulls data
from existing national, state, tribal, and community databases to make data on deaths by suicide and
suicide attempts timelier and more accessible, thus linking the dashboard to prevention actions on the
ground.

e The federal government should implement Recommendation 1.8 of the Interagency Serious Mental
lliness Coordinating Committee, which calls on public and private health care systems to routinely link
mortality data for serious mental iliness (SMI) and serious emotional disturbance (SED) populations, and
supports the standardization of similar data gathering across state and local systems for SMI and SED
populations within the justice system.

e Professional organizations connected to coroners and medical examiners at the state and national levels
should release guidance on and support wide-scale implementation of coding sexual orientation and
gender identity in death investigations.

e The federal government should implement the PREVENTS Executive Order recommendation for the
U.S. Department of Health and Human Services and the VA to propose legislative changes that mandate
a standardized process for uniform ED data reporting across the United States specific to the external
cause of injury (e.g., suicide attempt).

e Health care systems should work with public sector agencies to support the linkage of mortality data
with health record, social, geographic, education, and criminal justice data systems to strengthen data
quality and increase accountability for patient outcomes across key systems.

e State suicide prevention coordinators and community suicide prevention leaders should routinely
monitor available data to identify trends and evaluate their own efforts.
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Conclusion

Since Dr. Satcher issued the first Surgeon General’s Call to Action to Prevent Suicide more than 20 years
ago, the United States has made tremendous progress in launching a broad-based coordinated response
to suicide. For the last 10 years, the Action Alliance has worked to strategically advance implementation of
the National Strategy’s high-priority objectives, in collaboration with federal agencies, health systems, non-
governmental organizations, business and community leaders, and many others. Today, suicide prevention
efforts in the United States are more widespread than ever before,'® and research suggests that the vast
majority of Americans recognize that suicide can be prevented and want to be there for someone who is
struggling or having suicidal thoughts.%*

The time for action is now. To truly make a difference in reducing suicide, we need to move closer to fully
implementing the goals and objectives in the National Strategy, thereby increasing the reach, breadth, and
impact of our suicide prevention efforts. The six priority actions and related strategies presented in this Call
to Action are intended to do just that.
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Appendix B: Resources

The following selected resources can support the implementation of the six actions presented in this report.

Action 1. Activate a Broad-Based Public Health Response to Suicide

Suicide Prevention Planning

Preventing Suicide: A Technical Package of Policy, Programs, and Practices
https://www.cdc.gov/violenceprevention/pdf/suicideTechnicalPackage.pdf?s cid=cs 293

This CDC technical package presents a select group of strategies based on the best available evidence to help communities and states
sharpen their focus on prevention activities with the greatest potential to prevent suicide.

Suicide Prevention Resource Center (SPRC) Effective Prevention Model
http://www.sprc.org/effective-suicide-prevention

Designed to help develop and implement suicide prevention efforts in any setting, SPRC’s Effective Suicide Prevention Model includes three
elements—strategic planning, keys to success, and a comprehensive approach—that work together to make suicide prevention efforts
successful in achieving desired outcomes and using limited resources most efficiently.

Communication

Framework for Successful Messaging
http://suicidepreventionmessaging.org/

Developed by the Action Alliance, this website can help individuals and organizations who communicate about suicide develop messages that
are strategic, safe, and focused on solutions.

Healthy People 2030
https://health.gov/healthypeople/about/workgroups/mental-health-and-mental-disorders-workgroup

Developed by the U.S. Department of Health and Human Services, the Healthy People initiative (or Healthy People 2030) provides national
objectives and targets related to mental health and mental disorders and substance misuse, and provides evidence-based resources and data
to track progress toward achieving these objectives throughout the decade.

National Recommendations for Depicting Suicide
https://theactionalliance.org/messaging/entertainment-messaging/national-recommendations

Developed by the Action Alliance, in collaboration with the Substance Abuse and Mental Health Services Administration and the
Entertainment Industries Council, this resource provides national recommendations for depicting suicide in entertainment content.

REACH
https://www.reach.gov/

The REACH public health campaign encourages a culture of openness, support, and belonging surrounding the topic of suicide, and
mental health more broadly. Through REACH, the federal government is now able to engage Americans nearly a billion times per month
to REACH those who are struggling with mental health challenges, substance misuse and addiction, and self-destructive or suicidal
thoughts and behaviors.
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Recommendations for Reporting on Suicide
https://reportingonsuicide.org/

This brief guide to the “do’s and don’ts” of responsible reporting was developed by leading experts in suicide prevention and in collaboration
with several international suicide prevention and public health organizations, schools of journalism, media organizations, key journalists, and
Internet safety experts.

SPRC Strategic Communication Planning Video Series
http://www.sprc.org/resources-programs/strategic-communication-planning

These brief videos feature expert advice on developing a suicide prevention communication plan, understanding your audience, and
evaluating your communications efforts.

Lived Experience

Engaging People with Lived Experience: A Toolkit for Organizations
http://www.sprc.org/livedexperiencetoolkit/about

This online toolkit was developed by SPRC to assist organizations and agencies leading suicide prevention programs in their communities with
recruiting and engaging individuals with lived experience.

Responding to Grief, Trauma, and Distress After a Suicide: U.S. National Guidelines
https://theactionalliance.org/resource/responding-grief-trauma-and-distress-after-suicide-us-national-guidelines

Prepared by the Action Alliance’s Survivors of Suicide Loss Task Force, this report outlines how communities can effectively respond to the
devastating impact of suicide loss. The report paves the way for advances in postvention services, including support for the bereaved after a
suicide.

The Way Forward: Pathways to Hope, Recovery, and Wellness with Insights from Lived Experience
https://theactionalliance.org/resource/way-forward-pathways-hope-recovery-and-wellness-insights-lived-experience

Prepared by the Action Alliance’s Suicide Attempt Survivors Task Force, this report summarizes eight core values and offers a lens through
which suicide prevention can be envisioned to embrace safety and bring hope and meaning to those in suicidal despair.

Research and Evaluation

A Prioritized Research Agenda for Suicide Prevention: An Action Plan to Save Lives
https://theactionalliance.org/resource/prioritized-research-agenda-suicide-prevention-action-plan-save-lives

Developed by the Action Alliance’s Research Prioritization Task Force and the National Institute of Mental Health, this resource outlines the
research areas that show the most promise in helping to reduce the rates of suicide attempts and deaths.

RAND Suicide Prevention Evaluation Toolkit
https://www.rand.org/pubs/tools/TL111.html

This toolkit was designed to help program staff overcome common challenges to evaluating and planning improvements to their programs.
The toolkit’s design and content are the result of a rigorous, systematic review of the program evaluation literature to identify evaluation
approaches, measures, and tools used elsewhere.
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Action 2. Address Upstream Factors that Impact Suicide

Hiring Our Heroes
https://www.hiringourheroes.org/

Launched in 2011, the U.S. Chamber of Commerce’s Hiring Our Heroes initiative is a nationwide effort to connect Veterans, service members,
and military spouses with meaningful employment opportunities. PREVENTS, Hiring Our Heroes, and the VA partnered in November 2019 to
launch Wellbeing in the Workplace, a collaborative workplace mental health effort. An initial group of 30 companies, representing 6 million
employees, signed the Pledge to Prioritize Mental Health and Emotional Wellbeing in the Workplace at a launch ceremony in Washington,

D.C. The companion Wellbeing Guidebook was created to assist companies with the basic steps in creating an emotionally healthy workforce.
Through this ongoing initiative, employers are committing to prioritizing mental health and well-being in the workplace and recognizing that
the health and well-being of their employees is both good for business and good for America.

A New Way to Talk About Social Determinants of Health
https://www.rwijf.org/en/library/research/2010/01/a-new-way-to-talk-about-the-social-determinants-of-health.html

Developed by the Robert Wood Johnson Foundation, this guide discusses why we need a better way to talk about the social determinants of
health, and best practices to assist in conversation with different audiences around this concept.

Pain in the Nation: The Drug, Alcohol and Suicide Crises and the Need for a National Resilience Strategy
http://www.paininthenation.org/assets/pdfs/TFAH-2017-PainNationRpt.pdf

This report from the Well Being Trust and Trust for America’s Health provides high-level ways to address the many factors that contribute to
diseases of despair.

Projected Deaths of Despair During the Coronavirus Recession
https://wellbeingtrust.org/wp-content/uploads/2020/05/WBT_Deaths-of-Despair COVID-19-FINAL-FINAL.pdf

This report from the Well Being Trust estimates the impact of the coronavirus pandemic in the United states on deaths of despair—defined as
deaths to drugs, alcohol, and suicide—based on similar past situations.

Promoting Individual, Family, and Community Connectedness to Prevent Suicidal Behavior
https://www.cdc.gov/violenceprevention/pdf/suicide strategic direction full version-a.pdf

This CDC resource describes ways to prevent suicide by strengthening connectedness and social bonds within and among individuals,
families, and communities.

SPRC Comprehensive Approach
http://www.sprc.org/effective-prevention/comprehensive-approach

This model presents nine strategies that form a comprehensive approach to suicide prevention. Each strategy is a broad goal that can be
advanced through an array of possible activities.
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Action 3. Ensure Lethal Means Safety

CDC Firearm Violence Prevention: unded Research
https://www.cdc.gov/violenceprevention/firearms/funded-research.html

This webpage provides information on funding opportunities from CDC’s National Center for Injury Prevention and Control related to the
prevention of firearm violence.

Lethal Means & Suicide Prevention: A Guide for Community & Industry Leaders
https://theactionalliance.org/resource/lethal-means-suicide-prevention-guide-community-industry-leaders

This Action Alliance report describes the role of reducing access to lethal means among those who may be at risk for suicide, and highlights
actions by governments, organizations, and industries that have resulted in lives being saved.

Means Matter
https:/www.hsph.harvard.edu/means-matter/

This website, maintained by the Harvard Injury Prevention Research Center at the Harvard School of Public Health, provides information
about the connection between firearms at home and increased risk of suicide.

The President’s Roadmap to Empower Veterans and End a National Tragedy of Suicide (PREVENTS)
https://www.va.gov/PREVENTS/

Launched in June 2019, this nationwide roadmap aims to implement a comprehensive approach to ending the national tragedy of suicide.
The roadmap includes 10 overarching recommendations to inform suicide prevention across various sectors.

SPRC Reduce Access to Means of Suicide
http://www.sprc.org/comprehensive-approach/reduce-means

This SPRC webpage provides information and the latest resources on lethal means safety.

Action 4. Support Adoption of Evidence-Based Care for Suicide Risk

Caring for Adult Patients with Suicide Risk: A Consensus Guide for Emergency Departments
https://www.sprc.org/edguide

This guide is designed to improve patient outcomes after discharge by assisting ED health care professionals with decisions about the care
and discharge of patients with suicide risk.

Critical Crossroads: Pediatric Mental Health Care in the Emergency Department Care Pathway Toolkit

https://www.hrsa.gov/critical-crossroads

This toolkit is designed to assist EDs in improving the identification, management, and continuity of care for children and adolescents who
present to the ED in a mental or behavioral health crisis. The toolkit walks the user through the available resources that support the creation of
a customized care pathway through various stages of patient management.
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Recommended Standard Care for People with Suicide Risk: Making Health Care Suicide Safe
https://theactionalliance.org/resource/recommended-standard-care

This Action Alliance report outlines recommended standard care aimed to help health systems better identify and support people who are at
increased risk of suicide.

Suicide Prevention Toolkit for Primary Care Practices
http://www.sprc.org/settings/primary-care/toolkit

This toolkit, which can be used by all primary care providers, contains tools, information, and resources to implement state-of-the art suicide
prevention practices and overcome barriers to treating suicidal patients in the primary care setting.

Zero Suicide Toolkit
http://zerosuicide.edc.org/toolkit

This SPRC website provides information and tools for developing a Zero Suicide program in health and behavioral health care systems.

Action 5. Enhance Crisis Care and Care Transitions

Best Practices in Care Transitions for Individuals with Suicide Risk: Inpatient Care to Outpatient Care
https://theactionalliance.org/resource/best-practices-care-transitions-individuals-suicide-risk-inpatient-care-outpatient-care

This Action Alliance report presents feasible, evidence-based practices for health systems to improve patient engagement and safety during
the transition from inpatient to outpatient care.

Crisis Now
https://crisisnow.com/

Developed by the Action Alliance, the National Association of State Mental Health Program Directors, Rl International, and the National
Suicide Prevention Lifeline, this website provides communities with a roadmap to safe, effective crisis care that diverts people in distress from
the ED and jail by developing a continuum of crisis care services that match people’s clinical needs.

Crisis Now: Transforming Services Is Within Our Reach
https://theactionalliance.org/sites/default/files/inline-files/CrisisNow%5B1%5D. pdf

Developed by the Action Alliance’s Crisis Services Task Force, this report identifies the core elements of effective crisis care.

National Guidelines for Behavioral Health Crisis Care: A Best Practices Toolkit
https://www.samhsa.gov/find-help/implementing-behavioral-health-crisis-care

Released in 2020, these national guidelines are intended to help states and communities develop and implement effective crisis
services and systems.
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Crisis Lines

988 Number

https://www.fcc.gov/document/fcc-designates-988-national-suicide-prevention-lifeline

This new telephone number will connect callers to the National Suicide Prevention Lifeline. Note: This number will be in place by July 2022 but
is not yet operational.

Crisis Text Line

https://www.crisistextline.org/

Text-messaging support is available for those in crisis. Callers text “HOME” to 741741 from anywhere in the United States at any time to
obtain support from trained crisis counselors.

Military Crisis Line and Veterans Crisis Line
https://www.veteranscrisisline.net/get-help/military-crisis-line
https://www.veteranscrisisline.net/

Phone-based text-messaging and online chat support is provided at no cost to all service members, including members of the National Guard
and National Reserve, and all Veterans, even if they are not registered with the VA or enrolled in VA health care.

National Suicide Prevention Lifeline (1-800-273-8255)
https://suicidepreventionlifeline.org/

This 24-hour toll-free confidential suicide prevention hotline is available to anyone in suicidal crisis or emotional distress. Pressing “1”
connects callers to the crisis lines for military service members and Veterans.

TrevorLifeline (1-866-488-7386)
https:/www.thetrevorproject.org/get-help-now/

Crisis services are provided by phone, chat, and text to LGBTQ persons by The Trevor Project, the leading national organization providing
crisis intervention and suicide prevention services to LGBTQ young people.
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Action 6. Improve the Quality, Timeliness, and Use of Suicide-Related Data

Data Infrastructure: Recommendations for State Suicide Prevention
http://www.sprc.org/sites/default/files/StatelnfrastructureDataSupplement.pdf

This detailed supplement to the Suicide Prevention Resource Center (SPRC) resource Recommendations for State Suicide Prevention
Infrastructure can help state and local leaders understand the data resources and systems needed to effectively direct suicide
prevention efforts.

Healthy People 2030
https://health.gov/healthypeople

Healthy People provides 10-year, measurable public health objectives, and tools to help track progress toward achieving them.

Locating and Understanding Data for Suicide Prevention
https://training.sprc.org/enrol/index.php?id=35

This free SPRC online course helps participants locate and apply suicide-related data to inform their prevention efforts.

Strategic Planning, Step 1: Describe the Problem and Its Context
http://www.sprc.org/strategic-planning/problem-context

This SPRC webpage provides guidance on how to describe the suicide problem and offers relevant data resources.
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Suicide Prevention Home

Prevention Strategies

Suicide is a serious public health problem that can have long-lasting effects on individuals, families, and communities. The
good news is that suicide is preventable. Preventing suicide requires strategies at all levels of society. This includes
prevention and protective strategies for individuals, families, and communities. Everyone can help prevent suicide by
learning the warning signs, promoting prevention and resilience, and a committing to social change.

CDC's Suicide Prevention Resource for Action highlights strategies based on the best available evidence to help states and
communities prevent suicide. The strategies and their corresponding approaches are listed in the table below. Click here to
learn more about how to implement the strategies in the Prevention Resource.

@ Strengthen economic supports

u ¢ Improve household financial security

e Stabilize housing

rrm]_lj Create protective environments
oo

¢ Reduce access to lethal means among persons at risk of suicide
¢ Create healthy organizational policies and culture

¢ Reduce substance use through community-based policies and practices

g Improve access and delivery of suicide care

e Cover mental health conditions in health insurance policies
¢ Increase provider availability in underserved areas
¢ Provide rapid and remote access to help

¢ Create safer suicide care through systems change

@5\@ Promote healthy connections

\@/ * Promote healthy peer norms

e Engage community members in shared activities

Teach coping and problem-solving skills

& ll
¢ Support social-emotional learning programs



e Teach parenting skills to improve family relationships

e Support resilience through education programs

Identify and support people at risk

i

Train gatekeepers
¢ Respond to crises
¢ Plan for safety and follow-up after an attempt

¢ Provide therapeutic approaches

m Lessen harms and prevent future risk
& . .
L ¢ Intervene after a suicide (postvention)

e Report and message about suicide safely

See Suicide Prevention Resources for articles and publications about prevention strategies for
suicide.

Contact the 988 Suicide and Crisis Lifeline if you are experiencing mental health-related
distress or are worried about a loved one who may need crisis support.

o Callor text 988 ; 88

e Chat at 988lifeline.org [4

SUICIDE
& CRISIS

Connect with a trained crisis counselor. 988 is confidential, free, and available 24/7/365.
LIFELINE

Visit the 988 Suicide and Crisis Lifeline for more information at 988lifeline.org [ .
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