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Positive Approaches Foreword 

 

 

“In essence, Positive Approaches is a worldview, in which all individuals are treated with dignity 

and respect, in which all are entitled to Everyday Lives.” 

−Beth Barol, 1996 

The first issue of the Positive Approaches Journal was published in summer 1996 and 

focused on four domains: environment, communication, assessment, and “hanging in there.” 

In the 27 years since that first edition, we have rebalanced our human services system so 

that most people are served in community versus facility settings. During this time, we have 

also witnessed significant advances in our understanding of trauma, brain development, 

genetics, and treatment options. In spite of these advances, the lessons from that first edition 

of the journal still hold relevance for us today because, as a system, we still face challenges 

in supporting people with co-occurring intellectual or developmental disability and a serious 

mental illness to live Everyday Lives. 

As our service systems continue to move away from institutional and congregate care and 

toward supporting people to be fully engaged in their communities, the need to revive the 

Positive Approaches Journal became clear to us. People who have dual diagnoses face some 

of the greatest challenges for true inclusion and being connected with their communities. We 

need to work together to develop best practices and appropriate services and supports. The 
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Positive Approaches Journal is part of a broad effort to build this capacity and support best 

practice in service delivery for people with dual diagnoses. The Journal will also allow us to 

share, communicate and collaborate as we address this very important issue. 

We are eager for the submissions that will come from practitioners and theorists here in 

Pennsylvania that will drive innovation at all levels in our service systems. It is truly very 

exciting to begin publishing the Positive Approaches Journal again, and it is with great 

pleasure that we present to you Volume 11, Issue 4. 

 

Kristin Ahrens  

Deputy Secretary 

Office of Developmental Programs  

 

Jennifer Smith  

Deputy Secretary 

Office of Mental Health and Substance 

Abuse Services 
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Positive Approaches Journal Mission Statement 

To improve lives by increasing capacity to provide supports and services to individuals with 

mental health and behavioral challenges, intellectual disabilities, autism, and other 

developmental disabilities, using the guiding principles of Everyday Lives and the Recovery 

Movement. 

Through case studies, articles, interviews, and related academic sources, Positive Approaches 

Journal will strive to feature resources, observations, and advancements that are relevant and 

timely to professionals and supporters.
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Introduction 

 

In the spirit of Thanksgiving, the Editorial Board of the Positive Approaches Journal would like 

to share our gratitude to the dedicated contributors to the November 2023 issue, “Safe Spaces, 

Strong Supports: Multifaceted Approaches to Suicide Prevention and Mental Well-being.”  

Though each issue of the Journal maintains a focus on our Mission Statement as described on 

page 5, the topic of suicide seems to be particularly relevant as winter approaches and as 

stressful events loom large in all forms of media.  

 

The generosity of time and talent of contributors to PAJ is, frankly, remarkable.   The current 

issue is no exception in bringing together contributions from a diverse range of voices, expertise, 

and professional backgrounds.  The current issue focuses important attention on the often under-

recognized topic of suicide and individuals with intellectual disabilities and autism.   

 

Knowledge brings new understanding, and new understanding brings new opportunities to be 

hopeful about better addressing the impact of suicidal thoughts and actions.  In this issue the 

authors share their insights, experiences and resources which will aid in your support of others.   

 

 

Gregory Cherpes MD, NADD-CC 

Medical Director 

Office of Developmental Programs 

Department of Human Services 

 

Amy Alford, M.Ed., BCBCA 

Clinical Director 

PAJ Acting Editor-in-Chief 

Office of Developmental Programs 

Department of Human Services
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Data Discoveries 

 

Suicide is a leading cause of death in the United States and suicide rates have increased about 

36% since 2000.1 Suicide was the cause of death for more than 48,000 people in the US in 2021 

alone, which translates roughly to one death every 11 minutes.1 Suicide impacts people of all 

ages. It is the second leading cause of death for children aged 10-14 and young adults between 

20-34 years old.1 Millions of people attempt or make a plan to attempt suicide each year. In an 

effort to address this mental health crisis, the United States Substance Abuse and Mental Health 

Services Administration's (SAMHSA) Center for Mental Health Services launched a revamped 

three-digit crisis and suicide lifeline: 988.2 The 988 crisis and suicide lifeline was launched in 

2022 in an attempt to streamline support for people across the U.S. and provide resources to 

individuals experiencing a mental health crisis and those worried about someone experiencing a 

mental health crisis. The new abbreviated number was designed to be easy for people to 

remember during a crisis and to reduce barriers to support .3 988  , is a distinctive service 

because it offers   "someone to talk to" , connecting individuals in crisis to trained counselors 

who provide emotional support and assistance. Over 98% of issues are resolved at the initial 

contact, eliminating the need for further dispatch of additional services.4 People can call, text, or 

chat online with a trained crisis counselor who will listen, provide support, and connect them 

with resources, as opposed to a 911 dispatcher who will engage other services like police or 

emergency medical services that may not be necessary.2 

 

As 988 roll-out continues nationally, efforts to fund outreach will be critical to ensuring 

community awareness.3 Addressing misconceptions about mental health and suicide and 
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spreading awareness about 988 through media channels is crucial to ensure connections to this 

important service, especially among people in minoritized and marginalized communities, such 

as in Black and Hispanic populations and people in the LGBTQI+ community.3 There are also 

gaps in funding that have made it challenging for states to effectively staff 988 call centers to 

answer calls, texts, and chats, which may be resulting in lower call answer rates in states like 

Alaska, Arkansas, Alabama, and South Carolina.5 However, it is important to note that calls not 

answered at the state leve, may be transferred to a national call center to be answered, in order to 

provide support to the caller.3 Finally, data collection regarding 988 usage, caller demographics, 

and the effectiveness of the provided support can be used to improve services, identify trends, 

and allocate resources more efficiently.3  

 

The data dashboard presented below provides information and data about 988 and suicide in the 

U.S. The first tab provides age-adjusted suicide rates from 2010 to 2021 (rate per 100,000 

population), including the percent change over that time per state in the U.S. The second tab has 

data on the variation between states in the percentage of calls answered out of the calls to 988 

that were made. Finally, the third tab has links to resources relevant to 988 and suicide 

prevention. 
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Link to Data Discoveries Dashboard  

 

Data Discoveries Conclusion 

The Autism Services, Education, Resources, and Training Collaborative (ASERT) is a resource 

and information hub geared towards autistic individuals and those with other intellectual and 

developmental disabilities (IDD) and their family members, providers, and other supporters. 

ASERT has created a host of resources focused on mental health, including Be Well, Think Well, 

https://public.tableau.com/app/profile/pacdrexel/viz/DataDiscoveriesSuicidality/PositiveApproachesSuicidality
https://paautism.org/resource/be-well-mental-health/
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a resource collection designed to increase understanding of the impact of mental health 

diagnoses on autistic individuals. This bundle includes social stories created for autistic people, 

information about suicide and emergency situations, and more. The Policy Impact Project, an 

initiative out of the Policy & Analytics Center (PAC) at Drexel University, is focused on 

translating important policy information impacting autistic people and people with IDD into lay-

friendly resources. This includes a series of blog posts focused on 988, including an overview of 

the program and unpacking some of the complexities and areas for growth.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://policyimpactproject.org/the-411-on-988/
https://policyimpactproject.org/the-411-on-988/
https://policyimpactproject.org/988-its-complicated/
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Unintentional Harm is Still Harm 

Lisa Morgan M.Ed., CAS  

 

Research has shown autistic people without an intellectual disability to be at a significantly 

higher risk of suicidal thoughts, attempts, and death than the general population, yet the 

professionals supporting people in suicidal crisis do not understand this truth (Newel et al., 

2023). The result is unintentional harm (Autism Crisis Support | Lisa Morgan Consulting, n.d.).  

 

Unintentional harm is rooted in misconceptions, stigma, and preconceived notions about autism 

and autistic people that are then reflected back to autistic people through the way professionals 

interact with them. It can be invalidation of their autism diagnosis (for example, uninformed 

people saying, “Aren’t we all a little autistic?”) or communicating with them using figurative 

language and then getting frustrated when the autistic person doesn’t understand what the 

professional meant. It can mean putting a supportive hand on their shoulder when they are 

distressed, not understanding that touch can be very dysregulating sensory-wise, and not at all 

comforting. It can be insisting on eye contact or refusing to turn down lights or turn off noise. It 

can be talking too fast and not making space for a slow processing speed due to high anxiety. 

While all these actions are done with the best of intentions, it's not supportive and is even 

unintentionally harmful to autistic people. 

And still, unintentional harm is still harm. 

 



                                   Morgan| 15   
 

Social communication between autistic and non-autistic people has its differences, and even 

more so when an autistic person is dysregulated and in crisis. Suddenly, the social nuances the 

autistic person could understand no longer make sense. Literal speech may be all the autistic 

person can understand while in a crisis. Being concise, using as few words as possible, and 

getting straight to the point shows kindness towards an autistic person in crisis, yet I’ve been told 

that this is rude by the professionals who do not believe me when I present on this subject.  

 

An autistic person is not a neurotypical person with a little autism on top. Autistic people have an 

autistic brain. Their brain is structured differently. They think, communicate, and experience the 

world differently, so they need support that meets their needs, not standardized, evidence-based, 

best practice support for non-autistic people. 

 

There are resources available that have been developed by subject matter experts (Autism Crisis 

Support | Lisa Morgan Consulting, n.d.). One in particular was an international team effort that 

resulted in a proposed set of warning signs of suicide for autistic people (Warning Signs of 

Suicide for Autistic People an Autism-Specific Resource Based on Research Findings and Expert 

Consensus, n.d.). The resource is beneficial in that there are scenarios for each warning sign 

describing what it can look like for an autistic person experiencing that warning sign. The 

importance of understanding how autistic people might express their crisis situation is crucial to 

giving them support that can potentially save their life. 

 

For example, there’s a scenario that goes with the warning sign, “A new focus on suicidal talk, 

ideation, or death-related topics that are not a special interest,” explaining that an autistic person 
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can be completely calm when they say they want to kill themselves. There may not be any 

preceding traumatic event, and they may not show any emotions externally, because it’s all 

happening internally for them (Palser et al., 2021). Many autistic people have reported not being 

believed, because to a non-autistic supportive person, there needs to be something that happened 

or a display of emotions equaling whatever the supportive person deems enough. The words of 

an autistic person must be as meaningful as any expected preceding traumatic event, display of 

emotions, or whatever other criteria suggests a crisis to non-autistic people. Let me say that again 

because it’s excruciatingly important. 

“The words of an autistic person must be as meaningful as any expected preceding 

traumatic event, display of emotions, or whatever other criteria suggests a crisis to non-autistic 

people.” 

~ Lisa Morgan 

There’s another scenario that goes with the warning sign, “Sudden or increased withdrawal,” 

where an autistic person withdraws more than usual, is still not regulated, yet can still do all their 

school, work, or social activities. Professionals supporting autistic people need to understand that 

for autistic people, continuing to attend all their regular activities is not an indication that they 

are doing well.  This could be the case, but what might also be happening is that change is too 

hard for that autistic person because they are struggling mentally, emotionally, or 

psychologically. It could be that it takes too much energy to adjust their schedule to meet their 

need to withdraw more, because of cognitive inflexibility or an aversion to change. Supportive 

professionals need to know and understand both possibilities. 
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The last scenario I will discuss goes with the warning sign, “No words to communicate acute 

distress.”  The scenario explains that an autistic person who can verbally communicate may lose 

the ability to communicate as they go deeper, more severely into a crisis situation. The autistic 

person may still be able to talk about things that do not have to do with the crisis they are 

experiencing, but they are still in crisis. The autistic person may be very quiet and look calm, 

possibly peaceful, but a raging emotional storm could be going on internally. When this is 

happening, they need support just as if they are exhibiting extreme external behaviors and yelling 

that they are going to harm or kill themselves. Professionals need to understand this when 

supporting autistic people in crisis. It’s imperative they do not misunderstand a quiet, calm 

autistic person as being ok. It is also imperative they do not misunderstand a quiet, calm autistic 

person as being in crisis when they are just calm and quiet. The difference is in the change. The 

support is in knowing the possibilities of what might be happening for the autistic person they 

are helping. The change between being verbal and then suddenly becoming non-verbal and quiet. 

To support an autistic person who is experiencing this, offer them other means to communicate 

such as emojis, drawing, an assistive device, or writing. 

 

Autistic people need to be supported as autistic people. It seems simple, doesn’t it? Yet they 

continually experience unintentional harm by well-meaning professionals, who use all the 

knowledge they learned to help the general public with the autistic people they support, instead 

of what the autistic person actually needs. Using general knowledge of how to support non-

autistic people doesn’t always help a different-thinking person. It’s supportive to see the person 

before you. Allow the autistic person space to help you help them. Be culturally humble and 

learn what you can so that you can be supportive and help, and not unintentionally harm them. 
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From A Suicidal Youth to Working in Youth Suicide Prevention:  

An Outline of the Pennsylvania Garrett Lee Smith Grant 

O.A. Mowery, Rose A. Milani, Perri Rosen  

 

Youth suicide prevention is a bit like the Swiss cheese model,1 and I once almost fell through the 

holes. I was backstage at my local Christian theater the first time I had a suicidal thought; a 

month shy of 14. That moment was fleeting—thankfully—but as I made my way through high 

school, my stress compounded, and my brain coped by devising other ill-wrought plans. I don’t 

know if I would be here today if not for a stern but kind AP English teacher who personally 

reached out to my mother with her concerns about my teariness in class.  She also connected me 

with the Student Assistance Program (SAP),2 which helped me get the support I needed. Of 

course, not every student has a Miss Muntz, and if we think of the Swiss cheese model, she was 

only one slice. While it takes just one person to notice that a child is struggling, it still requires a 

team effort to connect them to care. Preventing youth suicide requires a holistic, cross-systems 

perspective, which is why I am proud to be a research coordinator on the Pennsylvania Youth 

Resource for Continuity of Care in Youth Serving Systems and Transitions (PRCCYSST) 

project, funded by the Garrett Lee Smith Youth Suicide Prevention Grant (GLS), so that I can 

contribute to efforts to improve care for other Pennsylvania youth at risk of suicide.  

 

This grant is the fourth iteration that has been awarded to Pennsylvania’s Department of Human 

Services’ Office of Mental Health and Substance Abuse Services (OMHSAS) by the Substance 

Abuse and Mental Health Services Administration (SAMHSA). It is a five-year grant, now in its 
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final year, focused on continuity of care across youth-serving systems for those at risk of suicide. 

When someone is experiencing a suicide-related crisis, multiple systems are typically involved. 

For instance, they may initially be identified at home, at school, or in their community (e.g., by a 

primary care physician). Once identified, that youth may be referred to the crisis system or an 

emergency department for further evaluation. They may then be connected with various mental 

health treatment services (e.g., inpatient, outpatient, etc.). If admitted to an inpatient hospital, the 

youth and their family follow a similar pathway once the crisis is resolved, wherein they may be 

linked with additional supports (e.g., Student Assistance Program) and/or treatment options (e.g., 

outpatient) as they return to school. Within this project these pathways are referred to as the 

“pre-care” and “post-care” pathways.  These pathways rely on effective cross-systems 

communication and collaboration. The grant team members from OMHSAS, Thomas Jefferson 

University, Drexel University, and the University of Pittsburgh have partnered with leadership in 

16 different counties to bolster these pathways as a primary goal of the project.  

 

This work is based upon Zero Suicide,3 a seven-part framework created by the National Action 

Alliance for Suicide Prevention, the Suicide Prevention Resource Center, and other national 

experts in suicide prevention. Based on a longitudinal research study that found that 83% of 

individuals who died by suicide had a healthcare visit in the year prior to their death,4 Zero 

Suicide asserts that suicides are preventable for individuals within healthcare systems. The seven 

facets of this comprehensive approach to suicide prevention are to lead system-wide culture 

change (LEAD), train a competent and caring workforce (TRAIN), identify individuals at risk 

(IDENTIFY), engage at-risk individuals using a care plan (ENGAGE), treat suicidal thoughts 

and behaviors (TREAT), transition individuals with warm hand-offs (TRANSITION), and 
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improve policies and procedures (IMPROVE).  While Zero Suicide was created with the intent 

of being used in healthcare settings, our team has attempted to broaden it to assess and impact 

change from a systems-perspective across an entire county. Not only have we applied the 

framework to multiple systems (e.g., schools, SAP liaison agencies, primary care, law 

enforcement, crisis services, emergency rooms, inpatient psychiatric hospitals, outpatient 

agencies, county human services, and suicide prevention task forces), but we have also worked 

to adapt the framework to have a focus on youth.  

 

The team’s approach to working with each county has involved four phases. Phase One included 

what we called “needs assessments” which were adapted from the original Zero Suicide 

Organizational Self-Study5 to fit the context of each of the systems involved. This survey was 

referred to as the Pennsylvania Organizational Self-Study, or POSS. One of the tenants of Zero 

Suicide is that each organization or entity will have different needs, so an evaluation is critical to 

successful implementation. Within each county, we worked with mental health leadership to 

develop rosters of organizations and lead contacts within each of the youth-serving systems to 

complete the survey.  Organizations were assessed for strengths and needs regarding 

comprehensive suicide prevention by responding to questions on a continuum of best practices in 

accordance with Zero Suicide. Responses were presented as text where the first response was 

baseline and the fifth response showed best practice, to which participants indicated the option 

that best reflected their organization’s level of prevention efforts related to that specific question. 

Their responses helped identify strengths and needs regarding training, screening, assessment, 

organizational policies and procedures, treatment, and prevention practices. We also utilized the 

county rosters to build county-specific network analysis surveys, which aimed to identify the 
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connections between organizations in regard to supporting youth at risk of suicide. These surveys 

were referred to as the Pennsylvania Network Analysis (PANA). Survey respondents identified 

all organizations that they had connected with while supporting a youth experiencing a suicide-

related crisis for either “pre-care” or “post-care,” as well as for other relevant indicators such as 

data sharing and exchange of services. Our evaluation partners then conducted a network 

analysis illustrating the relationships between organizations within each county. Sharing these 

visual network maps back with county leadership leads to valuable insight, such as showing a 

particular hospital being underutilized while another was overburdened, for example.  

 

Results of the POSS and the PANA were presented back to the counties in Phase Two, which 

focused on local strategic planning. The primary goal of Phase Two was to reflect on the data 

collected, gather input to help identify youth suicide prevention priorities, and discuss strategy 

ideas for the priority areas, all while engaging a diverse group of stakeholders within each 

county.  This led to the development of a strategic plan that would serve as an anchor for 

implementation and sustainability. County leadership expanded their original rosters of those 

whom they asked to complete the survey, in order to incorporate additional stakeholders and 

community partners, including those with lived experience. All identified stakeholders were then 

invited to two strategic planning meetings. At the first meeting, the grant team facilitated 

discussion among smaller system-specific groups, utilizing aggregate data on the strengths and 

needs identified for each system. Stakeholders within these groups were asked to reflect on the 

data and identify areas of priority. Following this meeting, all priority areas were consolidated 

and presented back to county leadership, who then identified two to three  areas of focus. 

Stakeholders were then invited to a second meeting in which those areas of focus were presented 
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back to them. Then, in cross-systems breakout groups, stakeholders were asked to consider each 

priority area and identify key efforts or resources already in place, as well as barriers to 

improvement. They then had the opportunity to brainstorm strategies for implementation of that 

priority area. Following these meetings, the grant team worked to develop a draft of a strategic 

plan for county leadership to reflect on and decide to adopt, often with additional input from 

their stakeholders.   

 

Phase Three of the project involved supporting counties as they refined their action plans and 

began strategy implementation within one or more of their goals. Because Pennsylvania is a 

commonwealth, every county is unique and thus each county’s approach to their strategic action 

plan has been unique. Some counties established suicide prevention task forces or other local 

coalitions to oversee and implement aspects of their plan, while others have focused their efforts 

on strengthening infrastructure as a first step through expanding, diversifying, and/or 

restructuring their local task forces. In this phase, the grant team met regularly with each county 

to provide technical assistance in support of their plans. In some cases, the grant team offered 

direct support, such as for training or screening efforts, and in other cases the team provided 

consultation or feedback on local resource development or further data collection efforts.   

 

In our current and final phase of the project, the focus has been sustainability of the strategic plan 

and key strategies. For some counties, Phase Four has involved readministering the POSS and 

PANA surveys in order to evaluate system-specific changes as well as cross-organizational 

connections that may have evolved over the course of the project. For other counties this phase 

has involved continuing to strengthen infrastructure to support implementation of the strategic 
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plan beyond the end of this project, as well as further technical assistance from the grant team to 

identify methods for expanding or sustaining prioritized local initiatives.  

 

In this final year of the grant, the project team is also conducting analyses to look at overall 

impact, and the feedback from our partner counties has been positive thus far.  Additionally, we 

have begun to identify common themes that have emerged across counties, which we collectively 

discuss at monthly cross-county meetings. Stakeholders across counties have emphasized the 

need for increased communication across systems, including the standardization of documents 

and screening tools. There has also been a resounding need across multiple counties for 

resources specifically created for youth and families who are in crisis. We are working in 

partnership with statewide family support organizations to create resources for families that will 

then be distributed to our partner counties for their adaptation and use. An additional goal of the 

grant team in this final year of the project is to create a toolkit, so that other counties in the 

commonwealth can implement these efforts on their own. 

 

Our goal in this project has been to support and work closely with our partner counties to enact 

change through a multi-disciplinary, multi-system approach to suicide prevention. Rather than 

just focus on schools or primary care as we have done with previous GLS grants, we sought to 

collaborate with counties in engaging multiple systems, bringing them into a shared conversation 

about comprehensive youth suicide prevention both within and across organizations. While Zero 

Suicide has provided us with a helpful framework for doing this work, we also hope that it 

becomes a shared language across systems, thus improving communication and collaboration. 
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All our efforts are made to support youth at risk of suicide and their families by improving the 

continuity of care to keep them from falling through the gaps. 
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The Power of Belonging: How to Create Supportive Learning Environments That Reduce 

Suicide Risk 

Pennsylvania Department of Education - Office for Safe Schools 

Dr. Nikole Hollins-Sims, Dr. Scott Kuren, Dr. Dana Milakovic  

 

Abstract 

The Office for Safe Schools at the Pennsylvania Department of Education (PDE) is focused on 

creating supportive learning environments for every learner in the commonwealth. As an office 

dedicated to safety, educational approaches centered in equitable trauma-informed practices, 

seek to address physical and psychological safety. As the office has evolved over time, it now 

primarily focuses on promoting inclusivity, connection and belonging through cultivating 

relationships of care, support, and safe environments. These key tenets are imperative for 

reducing suicide risk in youth from a preventative and systemic approach.   

 

Keywords: Belonging, Trauma-Informed, Safety 
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The Power of Belonging: How to Create Supportive Learning Environments That Reduce 

Suicide Risk  

 

Supportive learning environments across the educational ecosystem are the place for learners to 

engage with others, learn how to become self-directed citizens, and develop academic skills for 

adulthood. In addition, learning environments can serve as a place where learners can feel 

connection, experience belonging, and create inclusive communities. The Office for Safe 

Schools at the Pennsylvania Department of Education (PDE) works collaboratively with 

Pennsylvania school communities and vested partners to advance efforts to develop and sustain 

equitable trauma-informed learning environments that promote and support the academic, 

physical, and psychological safety and well-being of all students and staff.   

 

Over the past years (2017-2023), the Office for Safe Schools has evolved in a variety of ways. 

As schools continue to be places where learners are experiencing academic, social, emotional 

and behavioral interactions, the Office for Safe Schools has focused on explicitly integrating 

physical and psychological safety, with the understanding that physical safety alone could not be 

the primary focus of our public-facing work. Learners show up in schools as whole beings, and 

seeking ways to address each of these valuable domains of life are paramount. While the office is 

bound to specific laws and regulations that guide portions of the work, the ways in which these 

initiatives and practices are communicated to the educational community becomes an imperative 

and significant role of the office.  
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For example, Act 71 was signed into Pennsylvania law on June 26, 2014. Act 71 is dedicated to 

Youth Suicide Awareness and Prevention and Child Exploitation Awareness. “This law, which 

added section 1526 of the School Code, 24 PS § 15-1526, specifically requires school entities to: 

(1) adopt a youth suicide awareness and prevention policy; and (2) provide ongoing professional 

development in youth suicide awareness and prevention for professional educators serving 

students in grades 6-12. Additionally, section 1526 specifically permits school entities to 

incorporate curriculum on this topic into their instructional programs pursuant to their youth 

suicide awareness and prevention polices.” 1 Although Act 71 is specific to suicide prevention, 

the guidance and curriculum that accompany the law are aligned with other proactive and 

preventative guidance that schools are expected to put in place for safety purposes. Act 44 signed 

into law on June 22, 2018, is an example of where schools are required to (a) Appoint School 

Safety and Security Coordinators; (b) Establish mandatory school safety training for school 

entity employees, and (c) Establish standards for school police, school resource officers, and 

school security guards. To illustrate the importance of psychological, emotional and physical 

safety, these requirements are aligned and integrated with situational awareness, trauma-

informed educational awareness, behavioral health awareness, suicide prevention/awareness, 

bullying prevention and awareness, substance use awareness, and emergency training drills. In 

June 2022, Act 55 amended Act 44 to increase the training requirement for school personnel to 

three hours annually for these topics, based on the needs of the school environment.   

 

These examples of mandates for schools serve as an avenue for the Office for Safe Schools to 

articulate ways for schools to be intentional, and is creating safe and supportive learning 

environments. When implemented with fidelity, these educational systems can create equitable, 
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inclusive, and trauma-informed spaces of belonging. Since the onset of the global pandemic in 

2020, the Office for Safe Schools has sought to equip elementary and secondary schools with the 

necessary tools to align their efforts in proactive ways, and sustain climates of care for learners, 

staff and communities. Fall 2020 saw the release of the PDE Equitable Practices Hub, which 

served as a one-stop shop repository of resources dedicated to establishing and sustaining 

equitable practices in education. Organized around six pillars of practice, the hub offers 

resources aligned to specific spheres of influence. These include, school/district, classroom, and 

the individual educator, with each sphere represented in the following pillars of practice: (1) 

General Equity Practices, (2) Self-Awareness, (3) Data Practices, (4) Family/Community 

Engagement, (5) Academic Equity, (6) Disciplinary Equity. Although the audience for the hub 

extends beyond educators, the primary users have been teachers, administrators, and student 

support service providers (school counselors, school psychologists, etc.) The ultimate goal of 

creating equitable learning environments is to create inclusive communities that produce spaces 

of belonging. Given the ongoing work for the Office for Safe Schools related to school climate, 

social-emotional learning, trauma-informed practices, equitable practices, bullying prevention, 

and alcohol and other drugs prevention, the focus on aligning these supports in a comprehensive 

equitable and trauma-informed approach was necessary at a time when educators needed 

streamlined and clear approaches to their work.  

 

In 2019, the Office for Safe Schools launched a dedicated MH webpage in an effort to be 

responsive to the educational field, inclusive of students, staff, families and communities. 

Resources provided to the field were a compilation of supports for mental health, social and 

emotional learning, suicide prevention, and grief and loss. Supports were  linked to other state 



 
                                                                                                                 Hollins-Sims, Kuren, Milakovic| 33 
  

agencies to reduce the need for schools, families, and staff to navigate multiple state agency 

websites.  In 2020, as families and students struggled to adapt to a changing world, this page was 

updated to provide targeted supports for families and students. This included self-care for 

educators, families, and students; support for families in dealing with emotional youth while they 

were struggling with emotions; and support in developing positive online learning environments.   

As schools began to physically re-open in 2021, it became more evident there was a need for 

supports around mental wellness, suicide prevention, and self-care. Updates were made to align 

with reopening guidance, and mental health was integrated into the Accelerated Learning Plan 

developed by PDE.  

 

In addition, the traditional way of supporting schools and districts was revamped from a siloed 

delivery system of support to a cohesive and collaborative cascade model. For years, the 

intermediate units, which offer regional professional development and coaching to schools and 

districts, connected to PDE through a state system of support (SSOS). The Office for Safe 

Schools would initiate content and direction for each of the intermediate unit’s individual point 

of contact, who was then responsible for communicating to their team and local area school 

districts necessary training and content by topic. For example, the PDE lead for bullying 

prevention would connect with the 29 intermediate unit points of contact (POCs) assigned to 

bullying prevention and ensure that the most up-to-date information and training content was 

available and accessible to each POC. There was a lead for bullying prevention, school climate, 

equity, mental health/Student Assistance Program (SAP), school safety, etc. As one can imagine, 

many of the intermediate unit points of contact were responsible for many different areas of 

focus. While this approach is necessary, given the needs in the educational field, it unfortunately 
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did not create an understanding of the interconnectedness of many of these initiatives and 

processes.  The year 2021 was a year of significant change in education, and the Office for Safe 

Schools recognized the need for positive change as well. The need to streamline processes and 

convey the importance of connected approaches was evident and expressed by the educators 

attempting to deliver services to the best of their abilities in an ever-changing societal climate. 

The Office for Safe Schools dedicated time to engaging in an overhaul of the service delivery 

model previously established through the state system of support and established the Social-

Emotional Wellness (SEW) system of support across the 29 intermediate units. In this new 

iteration of supports, each intermediate unit maintained a point of contact. The primary role was 

to align efforts related to trauma, equity, school climate, and bullying prevention into one 

connected stream of support. Students engaging in schools each day do not attend as one piece of 

their profile (e.g., academic, social-emotional, behavioral), but rather as a complete being 

seeking connection and community in their school environment. This knowledge informed the 

shift toward a complete approach to efforts in creating learning environments where students, 

staff, families and communities have the access and opportunity to experience school in a 

positive way. Currently, the SEW supports offered to schools and districts focuses on making 

explicit connections in centering equitable, trauma-informed practices to create supportive 

learning environments. The goal is to make transformative systems changes in schools, where 

students ultimately know that they are in a place of safety and care. Suicide prevention is 

nuanced and necessary. At the macro-system level there are many opportunities for educational, 

health, human service and economic agencies to influence and impact how to reduce the risk of 

suicide in youth. Safe, supportive and responsive learning environments can serve as the core of 
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these influences and offer a safe haven for students to feel human connection that promotes 

mental wellness, cultural humility, and belonging.  
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Suicide, Self-Harm & Risk-Taking: The Tragic Dangers that Social Media Poses to 

Children 

Angela Liddle  

 

Abstract 

Since the introduction of MySpace in the late 1990s, social media has become an integral part of 

our lives.  This is especially true for today’s children and teens, who spend many hours per day 

on social media platforms.  Studies show that this constant usage is impacting children’s mental 

health, and this can lead to tragic, sometimes fatal, consequences for families.  This article from 

Pennsylvania Family Support Alliance (PFSA) discusses what parents and families can do to 

ensure their children remain safe, healthy, and protected in this digital era.  

-- 

At age 16, Chase Nasca seemed to have it all. The Long Island, New York teenager was 

“handsome, athletic, smart and funny,” according to his family.  Chase’s promising life was cut 

short on February 18, 2022, when the teen took his own life.  After his death, Chase’s family 

discovered that his TikTok feed was filled with thousands of unsolicited videos that showed 

violence, suicide, and self-harm.1 

 

Social media has become an integral part of all our lives but has been particularly adopted by our 

children and youth.  Tweens aged 8 to 12 average four or more hours per day and teens aged 13 

to 18 spend more than eight hours per day on their screens and devices, thanks in part to the 

COVID-19 pandemic, which caused kids to turn to their screens to connect with friends or 

entertainment.2  Policymakers at the state and federal levels have proposed bans and restrictions 
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on social media platforms, namely TikTok, in the interests of national security and protecting our 

children.  

 

Legislation alone, however, is not enough to protect our kids.  Parents and families must be 

equipped with the resources and tools to strengthen them to raise healthy children in a digital era. 

Social competence, after all, is a much better form of safety than avoidance. 

 

Social Media and Mental Health 

Excessive use of social media platforms can have very negative impacts, particularly on children 

and youth. But just as the impacts are important to understand, so are the reasons for why such a 

large portion of youth use social media excessively. For example, “dark patterns” help to explain 

some of the reasons why youth seem to have trouble putting down their device and staying off 

social media platforms.  Dark patterns are user interfaces whose designers knowingly confuse 

users, make it difficult for users to express their actual preferences, or manipulate users into 

taking certain actions.3  The main areas where dark patterns are prevalent are social media, 

games, and ecommerce.4  Examples of dark patterns on social media platforms include infinite 

scrolling, autoplay features, and pull-to-refresh.5  These intentional designs enhance user 

engagement and begin to interfere with or even impair user autonomy, leading to excessive use. 

 

Social media platforms use several factors to decide what content to serve a user.  In TikTok’s 

case, it considers, among other attributes, how users interact with the app, such as which 

accounts they follow, comments they post, and videos they’ve liked or shared; the ads a user 

looks at; and the types of videos that a user creates.6  Accidentally clicking the wrong ad or 
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viewing an inappropriate video can have severe consequences, such as contributing to depression 

and anxiety in teens, or memory loss.7  “For teens and children, the TikTok algorithm may be too 

effective,” noted a June 2023 article from Discover Magazine.8  “Reading a teen's innermost 

thoughts — especially when their vulnerable minds are drawn to harmful content — can lead 

them to see more problematic content.”  

 

Family Digital Wellness 

Social media use by teens has increased, and continues to increase, year after year.  In fact, the 

share of teens who say they are online almost constantly has roughly doubled since 2014-15 

(46% now and 24% then).  When asked about the amount of time they spend on social media, 

just 8% of teens think they spend too little time on these platforms.9 This is why family digital 

wellness matters.  

Between the ever-increasing access to technology-enabled devices and the lagging behind-nature 

of research, it is imperative that we begin to equip families—children and caregivers—with the 

necessary education and training to become competent in building safe and healthy interactions 

with technology.  Every phase is important, from basic safeguards against potential harm, to 

understanding how our daily behaviors impact our overall well-being.  Families in today’s digital 

era should focus on collective awareness, resilience, and competence—not avoidance—as the 

best way to keep kids safe online. 

 

Case Study: PFSA Family Digital Wellness 

PFSA is a nonprofit organization dedicated to child abuse and neglect prevention through 

education, training, and programming services.  Knowing that lawmakers were floating bans and 
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prohibitions, and seeing studies that showed the dangers of social media, we felt it was 

imperative to equip parents and families to recognize warning signs of digital threats, while 

learning how to create a foundation for safe, healthy relationships, and interactions with digital 

technologies.  

 

To that end, we launched in 2022 the Family Digital Wellness initiative, an inclusive, supportive, 

and preventative approach aimed to strengthen families in raising healthy children in a digital 

era.  The Family Digital Wellness hub on our website includes several resources to help parents 

and families, including a Parent Toolkit that features easy-to-implement solutions for families; 

practical guides and informational packets to help parents and families navigate the social media 

age; and up-to-date news and media stories regarding social media trends, policy updates, and 

examples of digital threats. 

Advice 

• Do not punish your children for using social media or threaten to take away their devices 

and screens.  This will only help to make social media more attractive to them, especially 

teenagers.  

• Learn to recognize common digital dangers, such as your child being secretive or anxious 

about their phone; or they become sad, upset, or angry when using their device. 

• Monitor your child’s general mood changes and behaviors for signs of increased anxiety 

or depression. 

• Become involved in the apps and games your child uses or has an interest in. 

• Remind your child that you are a support and, at any point in a difficult situation, they 

can come to you without worrying about getting into trouble. 
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• Teach your child to assume everything they post online is public and teach them not to 

say anything online that they wouldn’t say in real life.  

• Help your child create and protect passwords, making them hard for others to guess.  

• Encourage your child to tell an adult if they encounter anything online that makes them 

feel uncomfortable or that they think is inappropriate.  

• Make a habit of regularly checking your child’s privacy and filter settings in social media 

apps. 

• Show your child how image filters can distort the reality of photos we see online and on 

social media.  

 

Conclusion 

Social media is here to stay.  It is incumbent upon us as parents and guardians to help our 

children foster safe, healthy behaviors when they use these technologies.  By doing so, we can 

make sure the next generation is better equipped for the good, and the bad, that comes with the 

use of social media.  The mental health of our children and youth depends on it.  
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Alone: Suicide Prevention in the Pennsylvania Department of Corrections 

Dr. Lucas D. Malishchak, DBA  

 

Abstract  

A recent cluster of suicides within the Pennsylvania Department of Corrections (PDOC) facilities 

led to a review of suicide data, identification of an inadvertent error in the data collection 

process, and numerous transformative revisions to PDOC’s suicide prevention efforts. Revisions 

have included but are not limited to single celling procedures, the utilization of suicide risk 

assessments with making housing decisions, and enhancements in understanding the connection 

between violence and suicide risk in prison, as well as the connection between State Correctional 

Institutions’ physical plant layouts and protective factors of suicide in prison.    
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A few years ago, the Pennsylvania Department of Corrections (PDOC) experienced a cluster of 

suicides within a short period of time. After each suicide, PDOC adhered to our standard suicide 

clinical review process in an effort to identify areas of improvement or needed remediation. Our 

Psychology Office also reviewed the cluster of suicides together as a whole, to identify any 

broader systemic concerns that may have occurred. In this cluster review, we identified that the 

percentage of individuals categorized as “double celled” at the time of their death – meaning 

they had a cellmate assigned to their cell – appeared high based on our previous experience 

reviewing and understanding suicides. Consequently, we re-reviewed each suicide within the 

cluster and discovered that in fact only one of them was technically double celled at the time of 

the suicide; that is, in only one instance was the cellmate present in the cell when the decedent 

was discovered.  

  

In the other four cases, although the individuals were categorized as double celled, they did not 

initiate the suicide until their cellmate was away or had exited the cell. The individuals were 

actually alone in the cell by themselves at the time they initiated their suicide. Upon discovering 

this inadvertent data collection error, we initiated a larger retrospective review of all suicides that 

had occurred within PDOC since 2000 in an effort to clarify the precise housing status of each 

decedent at the time of their discovery. Looked at through the lens of our new understanding of 

the concept of being double celled versus being alone, our review of this larger dataset revealed 

the same error in our understanding and categorization of housing status. The result was 

staggering: in 95% of all suicides that have occurred within the PDOC since 2000 – 174 of 184 – 

the individual was alone in a cell at the time of the suicide. The pie chart on the next page tells 

the entire story.  
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 For reference, a Z-code indicates the person is assigned to a single cell (i.e., they are not 

assigned a cellmate). Once we discovered the “alone” issue, we wanted to further examine the 

data beyond our categorization error. We thought it would be helpful to know which specific 

PDOC prisons had experienced the most suicides during the past 50 years, so that we could 

strategically focus planned corrective interventions. We plotted exactly where – at which state 

correctional institution – each of 342 suicides had occurred since 1971. 

  

Asking the Right Question 

 The 50 years of data revealed that certain prisons had experienced significantly more suicides 

than others. We asked ourselves, “What are those institutions doing so wrong?” It seemed 

obvious that we would find what we needed to know in the answer to that question. After some 

deliberation, we realized at least two reasons those prisons had experienced the most suicides: 

they have been open the longest, and they are some of our largest prisons. It immediately became 

clear that we were asking the wrong question. The better question was, “Which prisons have had 

the fewest suicides and why?” We identified four State Correctional Institutions (SCI) that were 
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at least 30 years old and had very few suicides: Quehanna Boot Camp, SCI-Cambridge Springs, 

SCI-Laurel Highlands, and SCI-Waymart. 

 

 We were surprised to find that all four facilities house populations known to be at increased risk 

of suicide: Quehanna Bootcamp houses and treats predominantly younger (under 40) people with 

drug and alcohol treatment needs. SCI-Cambridge Springs specializes in housing females, who 

report or experience higher rates of mental illness and serious mental illnesses than men. SCI-

Laurel Highlands specializes in delivering the highest level of acute medical care in our system, 

including care for people who are terminally ill or near end of life. SCI-Waymart is responsible 

for delivering PDOC’s highest level of inpatient mental health care and specializes in housing 

our most seriously mentally ill male individuals. Despite high-suicide-risk patient populations, 

those four SCIs, looked at together, had only ever experienced two suicides. That finding was 

counterintuitive to what we thought we knew about suicide risk. How were those institutions, 

which house apparently higher-risk populations, having so much success at preventing suicides? 

  

We informally interviewed staff from each of the prisons and asked, “What are you doing 

differently?” Their answers were consistent: "We’ve learned how to work effectively with these 
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populations. We know how to keep them safe. We treat them professionally and humanely; we 

speak to them and treat them with respect." That seemed like a plausible explanation, but it 

didn’t quite fit with what the data was telling us. While we agreed that our staff at these 

institutions were professional, we thought there may be something more going on, and in fact 

there was. At each of these four prisons, there are very few cells. Most of their physical plants 

are essentially open-dorm style settings. Most individuals are housed in large open areas, visible 

to many other people, which creates infrequent “alone time.” In addition to their excellent staff, 

one potential reason these prisons had so much success in preventing suicides was that the 

individuals in these settings were rarely housed alone. 

   

Suicide and the Pandemic 

 The number of suicides recorded in PDOC prisons since the beginning of the COVID-19 

pandemic appears to corroborate the psychology office’s data findings. Given the significant 

change, stress, loss, and unpredictability associated with this crisis, one would expect the number 

of suicides to rise. During COVID, however, the total number of suicides within PDOC prisons 

decreased by more than 50%, compared to the same amount of time immediately preceding the 

start of the pandemic. How do we explain that significant reduction? It might have been our 

reduced population, a new Suicide Risk Assessment tool, enhanced training and communication, 

better levels of supervision, or maybe even something else. One of the preventative actions 
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PDOC, like other correctional jurisdictions enacted to mitigate the risk of spreading COVID-19, 

was to enhance movement restrictions within our population. Many activities that during normal 

operations take people out of their cells and create an opportunity for those who are double 

celled to be alone – for instance going to school, work, or even to the day room to play chess – 

were suspended. In an effort to protect our staff and population from spreading COVID-19, we 

unintentionally decreased the amount of time alone experienced by those who were double 

celled. We believe this partly explains why PDOC did not have a single suicide categorized as 

“Doubled but cellmate was away” throughout the entire pandemic, but had 

experienced at least one of those types of suicides in 16 of the 18 years prior to the pandemic. 

After putting all the pieces together, it seemed clear to us that double celling or having a cellmate 

present is a strong protective factor against suicide.  

  

Our next step was to critically review our operational policies and practices. We began with a 

review of our Z-code policy, which outlined operational standards and guidelines for single and 

double celling. We discovered that our Z-code policy indicated that having mental health 

problems or a history of being dangerous toward self, self-mutilative, or unable to care for self 

were acceptable singular reasons to consider housing someone in a single cell. Our data, 

however, suggested that those reasons, taken alone, were likely contraindicated for being housed 

alone. As a result, we took immediate action and issued a memo to the organization revising the 

Z-code policy to prohibit assigning Z-codes for those contraindicated reasons. Additionally, we 

directed that all SCIs commence meaningful reviews of all individuals single celled at that 

time to determine whether the individual could be safely double celled. Other improvements we 

have implemented, based on this suicide data review: 
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• Increased the frequency of security rounds on all Restrictive Housing Units and Special 

Management Housing Units statewide, from once every 30 minutes to unpredictable 

intervals with no more than 15 minutes between checks, with special emphasis on those 

individuals housed alone. By increasing the frequency of security rounds, we decreased 

the amount of time that people who are housed alone, are alone.  

• Increased emphasis on out-of-cell clinical encounters with individuals housed alone on 

all Restrictive Housing Units and Special Management Housing Units, by assigning 

additional psychology staff to these units.  

• Developed enhanced psychological evaluations for Z-codes, which now include a suicide 

risk assessment, violence risk assessment, review of objective testing, review of records, 

patient interview, and discussion with other staff members who know the patient well. 

• Augmented pre-service and annual in-service suicide prevention trainings for all contact 

staff to include the results of this data review and relevant operational updates. 

Additionally, we emphasize that all other suicide prevention efforts currently in place 

must continue. 

 

 Through this process, the PDOC’s Psychology Office explored possible explanations for this 

“Alone Effect.” We tried to answer the question of why prison suicides appear to happen so 

rarely among people who are double celled but so often amongst those who are housed alone. 

The Psychology Office believes there are several potential explanations. First, if a cellmate is 

present, that cellmate can provide immediate rescue or intervention (i.e., to the person who is 

attempting suicide). Similarly, if a cellmate is present, that person can immediately call 
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professional custody staff for help. Also, if a cellmate is present, that person may act as a 

deterrent simply by being present.  A cellmate, if present, may offer protection against the 

fluctuating nature of suicide risk and or inaccurate assessments of suicide risk by correctional 

professionals. Likewise, if a cellmate is present, their presence may offer protection against those 

who falsely deny suicide intent to correctional professionals. Additionally, we believe that if a 

person is double celled with another person, their chances of developing their social support 

network, a known protective factor against suicide, is greatly increased. Finally, we believe there 

is a strong association between people assessed to be at high risk of violence and increased risk 

of suicide in prison, given that one of our primary violence risk mitigation interventions in prison 

is to cell violent people alone.   

 

And that is how a fortuitous error helped advance PDOC’s understanding of suicide prevention 

and led to transformative changes. 

 

Reprinted with permission from the National Commission on Correctional Health Care, 

CorrectCare magazine, copyright 2022. 
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More Health Care System Interventions Needed to Curb Veteran Suicide Rate 

Universal screening can help more effectively determine risk 

Allison Corr  

 

Suicide is a major public health challenge that disproportionately affects veterans—both men and 

women—in the U.S. In 2020, the rate among this group was 57% higher than their non-veteran 

counterparts, according to the 2022 National Veteran Suicide Prevention Annual Report1 by the 

U.S. Department of Veterans Affairs (VA). Pennsylvania has steep disparities as well: The rate 

of veteran deaths by suicide was 86% higher than the overall state suicide rate. The VA report, 

published in September 2022, also discussed the federal government’s comprehensive public 

health strategy2 to improve suicide prevention interventions for veterans. Included in these 

efforts is the practice of universal suicide risk screening to help stop these preventable deaths.   

Research suggests that a multitude of factors contribute to the risk of suicide among veterans.3 

Military service can lead to post-traumatic stress disorder, depression, substance use disorders, 

and chronic pain and other serious health conditions. To make matters worse, too often veterans 

experience systemic barriers to accessing critical health care. The VA states that preventing 

suicides is its top clinical priority4, and has made resources available, including evidence-based 

therapies, mobile apps to promote mental health, and special training for anyone who encounters 

a veteran in crisis. Yet administrative and bureaucratic challenges, including availability of 

providers5, long wait times, and financial qualifications6, are ongoing obstacles in some places, 

and can discourage veterans from getting the care they need. 

 

https://www.mentalhealth.va.gov/docs/data-sheets/2020/2020-State-Data-Sheet-Pennsylvania-508.pdf
https://www.mentalhealth.va.gov/docs/data-sheets/2020/2020-State-Data-Sheet-Pennsylvania-508.pdf
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However, many veterans who die by suicide utilized health services, including through the 

Veterans Health Administration (VHA), in the weeks or months leading up to their deaths. The 

VA reported that in 2020, 40% of veterans who died by suicide had a VHA encounter in the year 

of their death or year prior. Previous research found that 56% of male VHA patients with 

substance use disorders7 who died by suicide had a VHA encounter in the month before death, 

and 25% in the week prior. These health care visits are critical opportunities to identify patients 

experiencing suicidality—which includes suicidal thoughts, plans, deliberate self-harm, and 

suicide attempts—and connect them to evidence-based treatment. 

 

Universal screening 

In 2018, the VA published a 10-year broad public health strategy8 on preventing suicide among 

veterans. This comprehensive, interagency approach includes implementing effective treatment 

and support services for veterans already identified as high risk. It also emphasizes the 

importance of strengthening clinical and community suicide prevention initiatives, including 

universal screening. 

 

This screening practice means that all patients are briefly assessed for risk of suicide upon intake 

at a health care setting, regardless of whether they are exhibiting signs of suicidality. Research 

shows that universal screening is effective9 at identifying a greater number of people 

experiencing suicide risk compared with assessing only those seeking behavioral or mental 

health care. The results of a recent study looking at VHA data suggests that screening all 

veterans in these settings,10 not only veterans seeking mental health treatment, will help ensure 

individuals experiencing suicide risk receive appropriate care. 
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Patient data from hospitals and health systems outside of the VA show similar results. When 

looking at the general population, research reveals that about half of people who die by suicide 

see a health care professional10 in the month before their deaths. More than half of the people 

who die by suicide11 do not have a known mental health condition. However, including universal 

screening as part of comprehensive suicide care can help prevent suicides. A study of eight 

emergency departments showed that universal suicide risk screening helped12 identify twice as 

many people who were at risk for suicide compared with screening only patients presenting with 

psychiatric symptoms. Researchers have also found that universal screening followed by 

evidence-based interventions13 reduced total suicide attempts by 30% that year. 

 

Despite some concerns from health care providers, talking about suicide does not increase 

risk14 of suicidal thoughts or behavior. Evidence indicates that suicide risk screening is not 

associated with increased suicidality;15 on the contrary, directly communicating with patients 

about suicide helps identify at-risk individuals and connect them to treatment. Incorporating 

universal screening is even feasible without disrupting workflow,16 with an initial screening 

taking less than a minute17 and covered by public and private insurance. All patients, veteran and 

civilian, can and should be asked a few simple questions to determine suicide risk so they have 

an opportunity to receive care. 

 

Although there is no simple solution to the devastating problem of suicide among veterans, there 

are evidence-based preventive measures and interventions that can help save veterans’ lives. The 

https://www.pewtrusts.org/en/research-and-analysis/fact-sheets/2022/08/02/a-few-simple-questions-can-help-prevent-suicide
https://www.pewtrusts.org/en/research-and-analysis/fact-sheets/2022/08/02/a-few-simple-questions-can-help-prevent-suicide
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place to start is expanded and improved suicide screening to ensure veterans receive the critical 

treatment and support services that they need. 

Allison Corr works on The Pew Charitable Trusts’ suicide risk reduction project. 

If you or someone you know needs help, please call or text the Suicide and Crisis Lifeline at 

988 or visit 988lifeline.org and click on the chat button. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

tel:+988
tel:+988
https://988lifeline.org/
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The Role of the Gatekeeper in Reducing Veteran Suicide 
 

Dr. Janice L. Pringle and Dr. Debra W. Moore 

 

In 2020, the University of Pittsburgh School of Pharmacy’s Program Evaluation and Research 

Unit (PERU) and Janice Pringle, Ph.D., received $3,500,000 in funding from the U.S. Centers 

for Disease Control and Prevention’s (CDC) new Comprehensive Suicide Prevention Program 

for Veteran suicide prevention in Northwest Pennsylvania. PERU’s Northwest Pennsylvania 

Veteran Suicide Prevention Program (NW PA VSPP) is a collaborative effort between healthcare 

partners, community organizations, and Veterans groups to create significant and lasting change 

in the 15-county region. The program aims to reduce veteran suicide attempts, injuries, and 

deaths by 10 percent (on average) over five years using the principles of the Zero Suicide 

framework and the Zero Suicide in Health and Behavioral Health Care model. Primary goals are 

improving access to treatment and support services, increasing awareness of suicide risk, and 

targeted suicide prevention activities and training opportunities. 

  

Grounded in the Zero Suicide Model 

Suicide is a growing public health crisis that took more than 48,000 lives in the United States in 

2021, according to the CDC. In Pennsylvania alone, the rate of suicide deaths in 2020 was 13.25 

per 100,000, compared to the national rate of 13.96 per 100,000.1 The Zero Suicide framework is 

based on the realization that people experiencing suicidal thoughts and urges often do not receive 

the care they need from a sometimes fragmented and distracted healthcare system. Studies have 

shown that most people who died by suicide saw a health care provider in the year before their 

deaths.2 This information presents an opportunity for healthcare systems to make a real 
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difference by transforming patient screening processes and the care they receive. Throughout all 

50 states and internationally, health and behavioral health systems implementing Zero Suicide 

have found success by adapting the model through the lenses of their care offerings and cultural 

considerations.  

 

The Role of the Gatekeeper in Reducing Veteran Suicide 

Suicide is an important problem affecting military service members and Veterans. Recent 

estimates suggest that 17 Veterans may die by suicide each day.3 To address this serious 

problem, the U.S. Department of Defense and the U.S. Department of Veterans Affairs have 

implemented comprehensive suicide prevention programs that reduce the negative attitudes and 

stigma associated with mental health care. Stigma poses a significant barrier to seeking help, 

engaging in care, and completing psychological health treatment. Mental health stigma in the 

military is strongly grounded in military culture and is linked to a desire to handle problems 

independently. As a result, Veterans often refrain from seeking mental health services due to the 

stigma attached, which can lead to extreme and life-threatening consequences, including 

depression, substance use disorder, and suicide. 

 

In 2004, the Garrett Lee Smith Memorial Act prioritized training suicide prevention gatekeepers. 

These training programs are designed to improve knowledge, skills, and motivation to prevent 

suicide. A gatekeeper is an individual who can recognize a crisis and the warning signs of 

someone possibly contemplating suicide. Gatekeepers come from all walks of life and do not 

require any prior training or education. Clinical providers and nonclinical individuals interacting 

with Veterans and their families are natural gatekeepers to identifying and referring Veterans at 
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risk for suicide. Gatekeeper training programs have improved knowledge and self-efficacy, 

especially among non-clinicians4, and can help reduce the stigma associated with mental health 

care for at-risk Veterans. 

 

QPR Gatekeeper Training in Northwestern Pennsylvania 

In 2022, the NW PA VSPP began delivering in-person and virtual QPR gatekeeper training at no 

cost to those living or working in the 15-county region. QPR, which stands for Question, 

Persuade, and Refer, equips people to recognize the warning signs of a suicide crisis and how to 

question, persuade, and refer someone for help. QPR is considered an emergency mental health 

intervention with the intent of identifying and interrupting the crisis and directing that person to 

proper care. 

 

Components of the NW PA VSPP’s QPR Gatekeeper Training 

• How to Question, Persuade, and Refer someone who may be suicidal 

• The common causes of suicidal behavior and warning signs of suicide 

• How to get help for someone in crisis 

• Resiliency and protective factors within the Veterans community 

 

QPR Training Outcomes to Date 

While CDC funding for training and outreach continues through August 2025, data collection 

and evaluation efforts are ongoing. Between March 2022 and July 2023, the NW PA VSPP 

conducted 58 in-person and virtual gatekeeper sessions, resulting in 1,066 individuals learning 
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about the QPR method. Of these participants, 421 self-identified as professionals trained in 

physical or behavioral healthcare, and 645 as working outside healthcare. 

 

All QPR training sessions include a knowledge-based pre- and post-test designed to capture each 

participant’s level of understanding about the risks and signs of suicide, and their confidence 

level activating the QPR steps. Evaluation data from individuals who participated in training 

between May 2022 and July 2023 indicates that 75% of participants scored 80% or higher on the 

training post-test.  

 

Applying Information from the Training 

Participants felt more confident and comfortable asking questions about suicidal ideation and 

having follow-up conversations with their clients. According to them, this confidence and 

comfort would help them engage and interact. Other respondents mentioned they would apply 

the information to look for and identify signs of suicidal thoughts and ideation. Respondents 

mentioned that the training information will help them to step in and handle a situation if it 

arises.  

 

Changes in Self-Perception of Skills 

Participants were asked to rate their perception of their knowledge and abilities concerning 

suicide awareness and assisting someone contemplating suicide. Figures 1, 2, and 3 show the 

response rates.  
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Figure 1 shows the responses for targeted suicide awareness knowledge and abilities. Before 

training, some participants did not feel confident in their knowledge and skills. After training, no 

participants indicated low confidence about suicide prevention. Specifically, after training, 

participants felt highly capable of recognizing warning signs.  

 

Figure 1. Change in ratings for targeted suicide awareness abilities. 

Figure 2 shows participants’ understanding of suicide and suicide prevention. Before training, 

some participants reported a low understanding. After training, there was a substantial 

improvement. 

Figure 2. Change in participant understanding of suicide and suicide prevention. 

14%

11%

23%

20%

16%

23%

63%

54%

42%

52%

49%

49%

23%

36%

35%

28%

35%

28%

19%

14%

13%

20%

15%

29%

81%

85%

87%

79%

85%

71%

Facts concerning suicide
prevention

Warning signs of suicide

How to ask someone about suicide

Persuading someone to get help

How to ask someone for help

Information about local resources
for help with suicide

Low Medium High

Pre

Post

Pre

Post

Pre

Post

Pre

Post

Pre

Post

Pre

Post

14% 62% 24%

24% 76%

Overall level of understanding about suicide and suicide
prevention

Low Medium High

Pre

Post

(Pre (n= 664)  Post (n = 750))

(Pre (n= 664) Post (n = 750)) 



 
                                                                                                                                          Pringle & Moore | 66 
  

Figure 3 displays participants’ responses to how likely they are to ask someone about suicide and 

if it is appropriate to ask. Some disagreement existed prior to, but more importantly, some 

disagreement continued to persist even after training. This finding presents an area for 

improvement to understand better the hesitancy of some participants to engage in questioning. 

 

Figure 3. Change in rating for asking about suicide and appropriateness. 

 

Looking Ahead 

Participating in QPR gatekeeper training can be an effective way to learn more about the causes 

of suicide and develop suicide prevention skills. For Veterans and those in their 

community/family network, recognizing potential warning signs of suicide is vital. Developing 

comfort and confidence using QPR with a friend, family member, client, or community member 

can help those in crisis access behavioral healthcare and needed services. To learn more about 

the NW PA VSPP and participate in our training and outreach, visit resilientveteran.org. 

 

 

 

 

3%

5%

43%

46%

54%

49%

17%

21%

82%

79%

Asking someone about suicide is appropriate

Asking someone if they are thinking of suicide

Never Sometimes Always

Pre

Post

Pre

Post

(Pre (n= 664)  Post (n = 750))



 
                                                                                                                                          Pringle & Moore | 67 
  

References 

1. Centers for Disease Control and Prevention. Web-based Injury Statistics Query and 

Reporting System (WISQARS) [Online]. (2023) 

 

2. Raue PJ, Ghesquiere AR, Bruce ML. Suicide risk in primary care: identification and 

management in older adults. Curr Psychiatry Rep. 2014 Sep;16(9):466. doi: 

10.1007/s11920-014-0466-8. PMID: 25030971; PMCID: PMC4137406. 

 

3. Department of Veteran’s Affairs: 2021 National Veteran Suicide Prevention Annual 

Report. 2021. [Accessed: Sep 9, 2021]. Available from URL: 2021 National Veteran 
Suicide Prevention Annual Report (va.gov) 
 

4. Matthieu MM, Cross W, Batres AR, Flora CM, Knox KL. Evaluation of gatekeeper 

training for suicide prevention in veterans. Arch Suicide Res. 2008;12(2):148-54. doi: 

10.1080/13811110701857491. PMID: 18340597. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
                                                                                                                                          Pringle & Moore | 68 
  

Biographies 

Dr. Janice Pringle is an epidemiologist by training, with extensive experience in health services 

research. She is a Professor at the University of Pittsburgh, School of Pharmacy, and the founder 

and Director of the Program Evaluation and Research Unit (PERU) within the University of 

Pittsburgh, School of Pharmacy. Her area of expertise is health services research and 

organizational health, especially as it relates to healthcare innovation implementation. She has 

conducted numerous health services research studies and program evaluation efforts involving (but 

not limited to): screening, brief intervention and referral to treatment (SBIRT), innovative 

addiction treatment approaches, chronic disease intervention and prevention models, medication 

adherence interventions, and patient access to care improvement efforts. She has also developed a 

framework for assessing organizational health and guiding systems transformation, which has been 

used with the Veterans Health Administration, primary care practices, and integrated care 

practices, among other healthcare sites and entities. Additionally, she is the Co-Chair of the 

Pennsylvania Department of Drug and Alcohol Program’s Clinical Standards Committee. 

Throughout her career, Dr. Pringle has secured over $150 million in grants from a variety of 

sources, and she has developed healthcare policy research and briefs that have been used to inform 

policy development at both the state and federal level. 

 

Dr. Debra Moore is a quantitative research methodologist by training, with extensive experience 

in measurement and program evaluation. She is currently the Director of Program Evaluation and 

Quality Improvement with the Program Evaluation and Research Unit (PERU) at the University 

of Pittsburgh. In this position she leads a team of evaluators that develop, monitor, and implement 

the evaluation efforts for all projects across PERU’s portfolios. Prior to joining PERU, Dr. Moore 

spearheaded a five-year multimillion-dollar redesign of the statewide Federal accountability 

assessment for students with the most significant cognitive disabilities. During that time, she 

moved the assessment to a digital platform, designed and implemented validity studies to ensure 

the technical adequacy of the redesigned assessments, and completed a successful Federal peer 

review. Additionally, she worked as a quantitative methodologist and psychometrician developing 

instruments to measure ‘at scale’ the instructional practices of teachers and refining researcher-

created instruments that predict future interest in STEM careers and engagement in science 

activities and exhibits. She also used various data-mining techniques to determine patterns in a 

large federal educational data set for proposed pathways to STEM careers. For the NIH-funded 

Clinical and Translational Science Institute at the University of Pittsburgh, Dr. Moore developed 

new outcomes-based curricular frameworks for the degree-granting and certificate programs and 

assessed the implementation of those frameworks. Additionally, she served as measurement 

specialist, program evaluator, and statistical and psychometric consultant for more than a dozen 

NSF, IES, and other grant-funded projects evaluating projects, programs, and educational 

interventions and taught courses in statistics, research methodology, and assessment. 

 

Contact Information 

University of Pittsburgh, School of Pharmacy 
Program Evaluation and Research Unit (PERU) 
5607 Baum Blvd, Pittsburgh, PA 15206 
412-383-0217 

https://www.peru.pitt.edu/contact-us/



 
                                                                                                                        Conner, Ionadi, Mazefsky | 69 
  

 

Recent Research Points to a Clear Conclusion: 
 

Autistic People are Thinking About, and Dying by, Suicide at High Rates 

Caitlin M. Conner, Ph.D.; Amy Ionadi, Ph.D.; Carla A. Mazefsky, Ph.D. 

Department of Psychiatry, University of Pittsburgh School of Medicine 

Regulation of Emotion in Autistic Adults, Children, and Teens (REAACT) Program 

Note: If you are currently experiencing a crisis or are thinking of suicide, please call, text, or 

chat the national suicide prevention lifeline at 988 (call or text) or Link to 988 Lifeline Chat and 

Text.  

 

Rates of death by suicide among teens and adults have increased more than 30% since 2000 in 

the United States, and an estimated 800,000 people die from suicide worldwide each year.1,2 

Even more people experience suicidal thoughts and/or make suicide attempts. The past several 

years of research have taught us that autistic people are more likely to die from suicide than non-

autistic people.3–5 Autistic people are also more likely to have suicidal ideation and to make 

attempts. Based on rates from a recent meta-analysis (statistical analysis to combine rates from 

published studies on the topic), 20% of autistic children and teens reported suicidal ideation in 

the past year, and 10% reported suicide attempts.6 Non-autistic children and teens comparatively 

report rates of 14.2% for suicidal thoughts and 4.5% for suicidal attempts.7 This suggests that the 

rates of suicide attempts are double in autistic children and teens compared to non-autistic 

children and teens. The comparisons for adults are even more striking. For autistic adults, 42% 

reported suicidal ideation in the past year, and 18% reported attempts.6 In studies of people who 

https://988lifeline.org/chat/
https://988lifeline.org/chat/
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were first diagnosed as autistic in adulthood, over 60% reported having suicidal ideation.8 

Comparatively, non-autistic adults reported rates of 4.8% for suicidal ideation and 0.7% for 

suicidal attempts.9 Therefore, available data suggests that autistic adults are 25 times more likely 

to make a suicide attempt than non-autistic adults.  

 

An important limitation is that nearly all of the suicide research in autism has occurred in the 

past five years and the body of evidence remains limited in comparison to the general suicide 

literature. Further, it is important to note that there are large differences in suicide rates across 

different studies. Many studies have used online samples, and it may be possible that relying on 

online studies may result in higher rates. As a potential explanation, autistic adults might be 

drawn to participate in studies because of their personal experiences with suicidality. 

Furthermore, it can be hard to know if people in an online sample accurately represent the 

entirety of the autistic community. Regardless, these high rates are very concerning, and several 

autistic advocacy groups have identified suicide risk and prevention as top priorities for research 

and government efforts.10,11 

 

Risk and Protective Factors 

One reason for higher rates of suicidality in autistic people might be that many known risk 

factors (that increase a person’s risk) for suicide are also more likely in autistic people. The most 

commonly cited examples of these risk factors are depression and lacking social support, but 

other risk factors common in both suicidality and autism include rumination (getting “stuck” on 

negative thoughts and emotions), loneliness, difficulties with problem solving, difficulty using 

coping skills when upset, experiencing trauma or abuse, and being impulsive.12–14 
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Autism researchers have also started to evaluate whether established suicide risk factors are also 

related to suicide risk in autistic people.  Examples of risk factors for suicidal thoughts and 

behavior that have been considered in research on autism include: feelings of hopelessness, 

feeling like you are a burden to others, feeling like you do not belong, feeling trapped in your life 

circumstances, not fearing pain, and access to lethal means (things people use to try to die). 

These studies’ findings are mixed, with some results supporting these theories and others not 

supporting these theories as key contributors to suicidality in autistic people.15 Studies have also 

examined protective factors (related to being less likely to have suicidal thoughts or behaviors) 

like social support, finding that autistic adults’ feeling of having supportive social connections is 

associated with a lack of suicidal thoughts or attempts.15–17 However, we need more research to 

determine other protective factors for autistic people. 

 

Additionally, research has shown that there are potentially unique risk and protective factors for 

suicidal thoughts and behaviors in autistic people, like masking their autism characteristics, 

autistic burnout, and sensory overload.11,18,19 There may also be unique protective factors for 

suicide in autism, but none have been explored yet. There may also be important differences in 

suicide risk between autistic and non-autistic people that need to be identified. Thus far, death 

records suggest that autistic women are more likely to die by suicide than autistic men, a pattern 

that is opposite the non-autistic literature that consistently finds men to be more likely to die by 

suicide. It is also important to consider that autistic people often experience intersectionality (i.e., 

having multiple minoritized identities such as being both autistic and a gender minority), which  

is a well-established risk factor for suicidality.20  
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Future Directions and Implications 

For researchers, there is a lot of work to do to learn more about what puts an autistic person at 

risk for suicidal thoughts and behaviors, and what can be most helpful. It is also important to 

understand what might support positive quality of life and well-being. We are currently working 

on a large study to better understand mental health and suicide in autistic people with a goal to 

learn what factors are the most important. In the most comprehensive study of suicidality in 

autism to date, we are using neuroimaging, physiological measures, repeated phone surveys in 

daily life, clinical interviews, questionnaires, and follow-up over a year to hopefully speed up 

progress.  

 

Despite how much remains unknown about suicidal thoughts and behaviors in autistic people, it 

is clear that autistic people are at higher risk. Therefore, service providers and counselors need to 

check in with their autistic clients regularly. Assessing clients for suicidal thoughts and plans to 

harm themselves can be feel uncomfortable; however, it is important to ask the person clearly 

and directly, in a supportive and non-punitive manner. Many years of research has shown that 

asking people if they have considered suicide does not make them more likely to have suicidal 

thoughts or behaviors.21 However, it is possible that fear of consequences may lead clients to 

deny suicidality that they are, in fact, experiencing. Thus, it is critical to establish rapport and be 

mindful of any sudden changes in a person’s mood and behavior, or whether a person is dealing 

with a challenging or traumatic experience in life. When discussing suicide, it is imperative to be 

validating (and avoid being dismissive or judgmental), as often autistic people experience 

suicidality as a reaction to repeated negative social experiences. Listening and providing support 

and validation can be the first and most important step.  
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Service providers should also create a safety plan with clients who are at risk/have reported any 

suicidal thoughts or behaviors, including helping them refer to it or use it later. Safety plans are 

collaborative, where you work with your client to identify times/situations when they are more 

likely to have suicidal thoughts and behaviors and list the coping skills, people to reach out to, or 

professionals or agencies to reach out to when in crisis. It is important to ensure that safety plans 

are individualized to the client. And it may also be important to be cognizant that existing 

resources, such as 988, were not developed for autistic people, and, while perhaps necessary and 

the best available option, may not be as helpful for autistic people as intended. As we await more 

research on autism-specific intervention and support research, there are some resources available 

based on best available evidence and clinical experience (see below). 

 

Resources 

• Link to American Association of Suicidology Autism Resources.  

• Link to PA ASERT Mental Health Resources.  

• Link to University of Pittsburgh REAACT Research Program Crisis Resources Page.  

Safety plan resources:  

• Link to ASERT Safety Plan for Individuals with Autism.    

• Link to UK Safety Plan.   

 

 

 

https://suicidology.org/resources/autism-resources/
https://paautism.org/resource/be-well-mental-health/
https://reaact.pitt.edu/resources/crisis-resources
https://paautism.org/resource/safety-plan/
https://drive.google.com/file/d/1K77Mk_aY5MMC_5irYTOuqDu5BkqNIrBN/view
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