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	Day 3 - Welcome
Aims & Outcomes 

	
	Welcome back.
A reminder of the group contract, housekeeping and a comprehensive check-in to see how everyone is so far.
· Reflections from last week
· Any applied examples in the workplace this week
· Concerns, Fears, Hopes for today

CHECK IN ON THE FACT THAT WE WILL BE COVERING BEREAVED BY SUICIDE – IF WE HAQVE ANY LIVED EXPERIENCE IN THE ROOM PLEASE MESSAGE THE TRAINER DIRECTLY.

How does it feel to be near to the end of the training and to becoming a Grief First Aider?

Module 3 – Difficult subjects, signposting, and support.
This module will cover some difficult subjects but will also prepare you for your next steps into the role.
	PP.  Module 3 – Difficult subjects, signposting and support (2)

	Aims & outcomes
	
	Awareness​
· Trauma​
· Impact of being bereaved by suicide​.
· Additional resources and support for grief support​
· How to implement the Grief First Aider role in your workplace​
Skills​
· How to identify traumatic loss and signpost​
· How to support ​
· Signposting​
· Bringing it all together in your workplace

​In this module we have group cohesion, we have shared a space, and bring everything together.  We tackle trauma, bereaved by suicide and the strategy to counter these using self-care.​

Note to trainers: Self-care is covered again slightly in week three because it is important to see how the topics land with everyone, but also to ensure how the overall feeling is about supporting someone, as we come to the end of the training.

BRING IN – TAKE SEVERAL DEPER AND SLOWER BREATHS – if you can -  CALM THE SYMPATHETIC NERVOUS SYSTEM – FLIGHT FLIGH MECHANISM IF EXPERIENCING RISING ANXIETY 
	PP. Aims & Learning outcomes (3)

	Self-awareness for a GFA
	
	Self-awareness for a GFA
We are going to talk a lot about trauma in this module.  It’s important to note that we are not training GFA’s to be clinical.  We cannot diagnose, and it could put the person and the GFA at risk should they try and support above there competencies. (Mention risk and disclosure to company again: see below).

For example, if you feel that symptoms of trauma could be present, then GFA’s need to signpost to an appropriate Employee Assistance Programme and the GP, (GP only if no EAP)​.  A big part of the GFA role is signposting to other agencies and organisations, such as charities, NHS, and other support networks to ensure the person gets the best support that they can do.  Organisations all work together to signpost the person to the right areas; this keeps the person that you are supporting safe and well.  We should not take this on or do this alone.
​
Key points:
· ​ Symptoms of trauma cannot be managed safely within the GFA support / relationship.​

· As a GFA we are not diagnosing / managing any condition, mental health / trauma etc.​

· As a GFA we do not connect the dots, we facilitate the person connecting dots. Signposting is key.​

​
	PP. Self-awareness for a GFA (4)














	What about you?
	
	What about you?
Sometimes working with bereaved people, they start to think about their own mortality, this can be quite normal after a significant loss.  However, this can feel difficult for the person listening or supporting them.  
Its good practice to think about how these conversations may affect you as a GFA, and if you have had these types of conversations in your personal lives or at work with colleagues?

Trainer to ask candidates, have they thought about the following questions in their own lives?
(Breakout rooms – discuss amongst themselves) (Pairs).
Come back as a group after (10-15 mins) and a speaker from each group to talk about what was discussed.

Some useful questions to use in summary.
· How comfortable are you talking about death and dying?
· How comfortable are you - using the words that surround this?
· Have you thought about your own mortality?
· What might your funeral look like?
· What would your wishes be?
· Has the training brought any of this up for you?
· Triggers?
	PP. What about you? (5) 





Breakout rooms / discussion
PP.(6) Exercise- BO room – pairs – reflections on your own mortality – 10 mins


	What types of reflections arise when talking about dead, death and dying?

	
	What types of reflections arose when talking about dead, death and dying?
· Do you have death in service plans at work or similar?
· Is this something you feel that your employer gives you information about on induction?
· How comfortable are you having these conversations with customers?
· Do you have policies in place​?
· Life assurance​
· Will​
· Look after your pets​.
· Legacy monuments​
· Reflect on personal bias.

Citizens advice is a great resource site for financial aspects of bereavement. https://www.citizensadvice.org.uk/benefits/claiming-bereavement-support-payment/



	PP. What types of reflections arise when talking about dead, death and dying? (7)



	Adopting the role
	
	Now you are adopting the GFA persona.
· Is your usual self-care enough?
· What might you need to change to adopt this role into your life?
· How will you keep yourself safe?
· How will you switch it off?
· Who can you talk to? 
· [bookmark: _Int_TyGlNUnT]What’s confidential? (discussion with exceptions as discussed earlier)
· Can you write notes? (No - any notes that you write must be destroyed).

Our volunteers have supervision (trainer to expand on this).  What might support look like for you personally and professionally? (safety / risk).
Discussion: go around the room ask for volunteers to contribute ideas.
	PP. Adopting the role (7)





Discussion.

	Signposting & support 
	
	Signposting & Support 
Anyone that has had a bereavement, can call the helpline, they will get emotional support, the most up to date signposting and, if available a referral to Cruse branch.
You are not alone.
Trainer to emphasise you're not alone – ‘not just a strapline’.
Following on from this training, candidates will have the Cruse website, Helpline and the Untangle App in your ‘grief go bag’. Hopefully moderated Facebook group Support
[bookmark: _Int_2tYbpkbv]What would be in your Grief Go bag? (like a first aid bag) virtual / physical?
	PP. Signposting & support (8)
PP. You are not alone (9)


	Additional Resources
	
	Additional Resources

Trainer to point out, perhaps bring up the Cruse website and the search facility on there for downloadable and articles.

Specialist sites
Trainer to expand on information on slide on useful signposting information.
The grief channels on YouTube, lots of web resources, our micro site for GFA’s, HOPEFULLY – (check b4 delivery) a moderated GFA Facebook site.
	PP. Specialist sites (10) / Handout


Handout / QR codes.



	Trauma
	
	Trauma
Now we will cover trauma in more detail.

A reminder: ​If symptoms of trauma are present – GFA’s need to signpost to employee assistance programme and the GP (GP only if no EAP).​
​Symptoms of trauma cannot be managed safely within the GFA support / relationship.​
​
Emphasise​: as a GFA we are not diagnosing / managing any condition, mental health/trauma etc.​ GFA’s do not connect the dots, we facilitate the person connecting dots. Signposting is key.

IF WE IDENTIFY TRAUMA AS A GFA WE IMPLIMENT OUR WORKPLACE SAFEGUARDING POLICY – ARRIVE AT A JOINT DECISION – MENTION THE DUTY OF CARE IN THE INITIAL AGREEMENT WE MADE WITH THE “CLIENT”.
Trauma Video (2.22 min)
Play video – discussion re. key points / learning.
· Bring back to the workplace in discussion.
· Moments in life that test us and challenge our sense of safety.  We are ‘human’. ​
· Trauma can come from nowhere.
· Trauma comes in many forms and can have a ripple effect.
· Also, significant loss, e.g., in the Manchester Arena incident.​
· With some people: trauma can pass with time, but not in other cases.
· Fear sadness guilt and anger – can be all common but arise as prolonged ‘exhaustion’.​
· Effects of trauma can creep into everyday life: sleep, alcohol and other drugs / self-harm.​
· People feel like they are not making progress – overwhelmed – trapped – family may feel helpless. ​
	PP. Trauma (10)







PP. Trauma video (12)
(2.22min).
Discussion.


	Sudden & Traumatic Death
	
	Sudden & Traumatic Death 
Trainer to use slides of how this can cause complexities, expand on the below.
Examples:
· Car CRASH –  the word accident is not the best word to use with victims of a  traffic crash, inquests. – ref road peace charity.
· NHS / Medical incidents, inquests, blame.
How this plays out:
· Heightened emotion – anger, guilt… ​
· Greater sense of disbelief ​
· Loneliness and isolation more likely ​
· Need to blame someone or something ​
· World as we know it feels changed forever ​
· Sense of pointlessness / hopelessness – external locus of control
	PP. Sudden & Traumatic Death. (13)
Discussion

	Vicarious Trauma
	
	Vicarious/ Secondary Trauma
It’s important to note how we can be affected by vicarious trauma.
This can happen through:
· Reading something 
· Hearing something 
· Seeing something

Video (1.19 min) – discuss key points.
Give examples, i.e., major incidents unfolding via the media, Covid, Grenfold.
​
What time off do you get for the following trauma / loss in an organisation?
· ​A week off for a parent or a sibling​?
· ​4 days for an aunt or uncle?​
· ​4 days hopefully soon for a miscarriage​?
· 0 days for a pet?​
​
· 0 days if you are traumatised and grieving because you found someone who has completed suicide​!
​
​Vicarious trauma is a process of change resulting from empathetic engagement with trauma survivors. Anyone who engages empathetically with survivors of traumatic incidents, torture, and material relating to their trauma, is potentially affected, including doctors and other health professionals.

	PP. Vicarious Trauma (14)
Q&A / discussion
Video (1.19 min)





	Window of tolerance
	
	Windows of Tolerance Model​
Optimal Zone
In the optimal zone, we can love, relax, learn etc.​

Traumatic Stress
For someone coping with a traumatic stress reaction, even small everyday events can push them out of their window of tolerance towards distress, everything can seem more intense​.

Hyper Arousal Reaction**
Reactions are usually hyper-arousal (fight, shout, not being able to relax or concentrate, having no sense of head space).

Hypo Arousal**
Hypo-arousal (being over-tired, not having any energy, feeling numb or shut down, not being able to think clearly)​.

**These reactions are both survival modes, they are a dysregulation indicating a trauma response, as opposed to being disruptive or deliberately unhelpful, and must be framed this way for the person.
	PP. We all have a window of tolerance (15)

	The biology of trauma
	
	The Biology of Trauma
Video: (5.37 min) 
​
Key points / discussion.
Remind trainees that the person’s response to trauma will be automatic as opposed to consciously chosen and that they may well find it hard to engage with the trauma in a cognitive, thinking way.  There may be times when they are in the overwhelm and can only react to it.​

​Useful additional video: 
Dan Siegel’s ‘Flip Your Lid’ video​ (3.18min)
https://www.youtube.com/watch?v=gm9CIJ74Oxw​
	PP. The biology of trauma (16)
Video: (5.37min).
Discussion.

	Trauma and the recovery model 
	
	Trauma and the recovery model
Trainer to show the side, introduce the model, but the next slide (video) will also explain the model further.

Key emphasis – with Trauma – the external locus of control has been far removed – trauma survivors do not feel safe – they must accept what has happened and to do that revisit what they can when they can – Judith Herman theory.

There is a 19 min vid of this lady on YouTube – the CPTSD diaries – this is an insight. The fact that she is doing the work of recovery using a video filter is inspirational.

I amended the video and inserted the recovery clip – it says pause on the video – so you may want to stop share – chat and then show end.

Video: (4.11min)
· People who are traumatized will not be therapy ready
· If trauma identified – seek external help
​
Key points / discussion.
Introduction of a trauma recovery model - safety, remembrance and mourning and reconnection. This is Judith Herman’s model, author of Trauma and Recovery. ​
 ​
Trainer to point out the similarities with the dual process model in terms of the grief / mourning and the restoration / reconnection phases. ​
​​​
In trauma the grief and loss are to do with the loss of life being as it had, of having a sense of control, power, autonomy in our lives which has now been profoundly shaken.​

​Safety
· First focus on working with a traumatic event because the event will have robbed the person of their sense of power and control. 

· It is an essential stage before beginning to consider grief support, as the person may still be in survival mode. A safe environment, a safe person to whom they will feel safe with. 
· Once we have been hurt, we want to isolate ourselves, through that process we regain the feeling of being safe. ​

Remembrance and mourning
· The need to grieve for how things were before the traumatic event occurred will be mixed with the need to grieve for the bereavement too.

· The survivor tells the story of the trauma, a reconstruction, entering into the life’s story. The basic principle of empowerment is still key, it’s a choice for the survivor to revisit and speak​.
​
Reconnecting
· Growing around grief of the trauma. Introduce the idea of Post Traumatic Growth, where adversity and the courage and capacity to deal with it can result in positive psychological change and a higher level of functioning than before the traumatic event occurred. The survivor now faces the fact that they must have to face the future, and they are changed by the loss/trauma.​

​Empower the person to get further professional support / signpost appropriately.
	PP. Trauma and the recovery model (17)
PP. Judith Herman in practice (18) 
Video: (4.11min).


Discussion.

	HUGS: Help understanding grief by suicide.
	
	HUGS: Helping to understand grief by suicide

The elephant in the room poem is a mechanic – to give people the confidence to talk -  that we use in Cruse for our UYBO sessions – which has been designed as a quick intervention (as waiting lists can be long), a psych education and PEER TO PEER support group for the bereaved. 30 min video or presentation and then 60 minutes facilitated peer support.

You could use this mechanic in your workplace.

The next 6 pages of these trainers notes, are for trainer talking points and depth – It is not intended to be talked through in this format.
​
Introduction: 
Bereaved by suicide or witnessing a suicide has unique, amplified consequences in the workplace.

· You are more likely to get a bunch of flowers from the workplace or neighbours if your pet has died, than if a family member has died by suicide. 

· Stigma: There is a manifestation that people literally cross over the road.  They are triggered, they are unable to comprehend what suicide looks like, especially in their own landscape.  Their assumptive world has not built in that calculation.
​
What is suicide?​
Suicide is when someone intentionally ends their own life.​

What are suicidal thoughts?​
Suicidal thoughts or suicidal ideation means thinking about or planning suicide. Thoughts can range from a detailed plan to a fleeting consideration.​

What are some of the common myths about suicide?​ 

Q& A – trainer to ask the group a selection of the below Q&A.

Myth​
· Talking about suicide will give someone the idea to do it.​
Fact​
· Talking about suicide does not make it more likely to happen.​
· Talking about suicide not only reduces the stigma, but also allows someone to tell you how they feel.​
· People who have felt suicidal will often say what a huge relief it is to be able to talk about what they are experiencing.​
· Once someone starts talking, they’ve got a better chance of discovering other options to suicide.​
Myth​
· People who talk about suicide aren’t serious and won’t go through with it.    ​
Fact​
· People who take their life by suicide have often told someone that they do not feel life is worth living or that they have no future. Some may have actually said they want to die.​
· While it’s possible that someone might talk about suicide as a way to seek the support they need, it’s vitally important to take anybody who talks about feeling suicidal seriously.​
Myth​
· You have to be mentally ill to think about suicide.​
Fact​
· Not all people who die by suicide have mental health issues.​
· Two in three suicides are by people who are not under mental health care services.​
· Around one in five adults say that they have thought about suicide at some point in their life.​
Myth​
· If a person is seriously thinking about taking their own life, there is nothing you can do.​
Fact​
· Most people who experience suicidal thoughts don’t go on to take their own life.​

Why does someone have suicidal thoughts?​
· Thoughts of suicide can affect anyone at any time.​
· People might think about suicide for different reasons. Often there isn’t one main reason why someone is thinking about taking their life, it can be a result of problems building up to the point where they feel unable to cope and see suicide as the only option to escape from what they are experiencing.​
· Some of the problems that might increase the risk of someone thinking about suicide include:​
· Loss or the breakup of a close relationship​
· Change in circumstances (e.g., education, employment, housing, social, financial)​
· Bullying or social isolation​
· Physical illness​
· Heavy use or dependency on alcohol or other drugs​
· Depression​
· Previous suicide attempts or self-harming behaviours​
· History of suicide in the family.​

How will I know if someone is experiencing suicidal thoughts?​
There is no exhaustive list of signs, some can be obvious and some more subtle.​ A significant number of people with suicidal thoughts may try to keep their thoughts and feelings a secret and show no signs that anything is wrong.​

There are some things to look out for which may be a sign that someone is struggling to cope and is feeling suicidal:​
· Feeling or appearing to feel trapped or hopeless​.
· Feeling intolerable emotional pain​
· Having (or appearing to have) an unusual preoccupation with violence,      dying, or death​.
· Having mood swings (happy or sad)​
· Talking about revenge, guilt, or shame​
· Being agitated or in a heightened state of anxiety​
· Experiencing changes in personality, routine, or sleeping patterns​
· Consuming drugs or more alcohol than usual 
· Engaging in risky behaviour such as driving carelessly or taking drugs​

· Getting their affairs in order and giving things away​
· Getting hold of a gun, medications, or substances that could end a life.
· Experiencing depression, panic attacks, impaired concentration​
· Increased isolation​ / talking about being a burden to others​.
· Seeming to be unable to experience pleasurable emotions from Normally pleasurable life events.
· Severe remorse and self-criticism​
· Talking about suicide or dying, expressing regret about being alive or ever having been born.​

Most importantly pay attention, look out for small changes in behaviour and follow your instincts. If you feel they are ‘not right’ telling the professionals and ask them to reassess the person you are supporting.​

What can I do to help?​
Often people report that they find it difficult to support someone who has attempted suicide or is experiencing suicidal thoughts because they feel they don’t know what to say.​

It can be hard to find the right words when you’re feeling overwhelmed and emotional yourself.​ There are several things you can do to help someone who is suicidal, and you may find these suggestions below helpful.​

Be there for them and listen​.
Spend time with the person and express your care and concern. Ask them how they are feeling and listen to what they say without judging. Let them do most of the talking. Offer support rather than advice and help them to think about other options.​

Ask direct questions about suicide​ 
(Trainer to ensure they cover difficult questions to ask) ...
The best way to know if someone is thinking about suicide is to ask. It can often be a relief for people to be asked what they are feeling. Asking can sometimes be very hard but it shows that you have noticed things, been listening, that you care and that they are not on their own. If you are concerned someone is thinking of ending their life, ask them honestly and directly whether they have suicidal thoughts and whether they have a specific plan. Not only will it help you find out how best to support them, but by being direct you will be taking away some of the shame and secrecy around suicidal feelings, which can also reduce their impact. Don’t agree to keep their suicidal thoughts or plans a secret.​

The following suggestions may serve as prompts:​
· Do you feel life is not worth living?​
· Do you feel like ending your life?​
· Do you ever feel so bad that you think of suicide?​

Check out their safety​.
If a person is considering taking their life it is important to know how much thought, they have put into this. It is helpful to ask about the following:​

· Have they thought about how and when they plan to kill themselves?​
· Do they have the means available to carry out their plan?​
· What support can they access to stay safe and get help?​
· How can you help them to draw on the links and support from family, friends, pets, religious convictions, personal coping strategies and strengths?​

Seek professional help​.
The person can get help from a range of professional and supportive people:
· General Practitioner (family doctor)​
· Support organisations such as the Samaritans, Papyrus (see Support for information about how to contact these services)​
· Counsellor, psychologist, social worker​
· School counsellor, youth group leader​
· Priest, minister, religious leader​
· For urgent access to services phone your local mental health crisis service, ring 111 – 24hrs a day, 365 days a year​

It is important that you do seek help from someone, even telling a friend or family member.​
Ask to see their safety plan​.
People in receipt, or previously in receipt of mental health services, who have been identified as having suicidal thoughts may have developed a safety plan with the support of staff, their family and/or carers.  

If there is an immediate risk​
If someone you know, is in immediate risk of harm (for example, if someone has taken an overdose or in the process of carrying out their suicide plan), ensure that they go to their nearest accident and emergency department or call 999 for an ambulance immediately.​

Looking after yourself​
If you are supporting someone who is considering suicide, make sure you take care of yourself. It can be difficult and emotionally draining to support someone who is suicidal, especially over an extended period.​

Below are some things to consider, to look after your own wellbeing:​
· Ensure you eat and drink​.
· Set small goals and celebrate them together​.
· Continue to do the things that you enjoy​.
· Don’t do it on your own. Find someone to talk to, maybe friends, family, religious leaders, GP, professionals​.
· Ask for help if you need it – be specific in your request so people know what is useful​.
· Contact a support organisation – even if you don’t know where to start; they will be able to give you more guidance (details are available at the end of this information)​.
· Don’t try and remember everything – write down any information you are given so you have something to refer to.
	PP. HUGS: Helping to understand grief by suicide (19)

PP. The elephant in the room (20)













	Why is bereavement by suicide different?

	
	Why is bereavement by suicide different?
Assumptive World Theory ​
When life is running normally, we assume that our world will always be like this. ​
Our assumptive world refers to our view of reality; it’s our working model of the world, a personal theory of reality. If it changes suddenly, we are thrown into shock.​


​Bring me sunshine (1.33min)
Play video – discussion.
Check in – Thoughts – How did it land

Bereaved by suicide: from grief to hope.
Key points:
· We have the voices of 7500 people to draw upon – Massive / unique Manchester study
· When someone takes their own life, someone finds them, who may not be connected to the person who has died.  Maybe on the way to work or commuting on a train?
· Would your workplace deal with a non-relative death?

Use the next several slides to frame a story – link each slide – I have left the original material to the side of the deck – but we cannot use those from the report – so I recreated the slides referencing just the top 3-4 stats.

AGE FLOWS TO RELATIONSHIP FLOWS TO IMPACT FLOWS TO MANIFESTATION FLOWS TO POINT THREE SUICIDE STATS FLOWS TO SUPPORT TO NATURE OF SUPPORT – FLOWS INTO A CHAT ABOUT THE GFA ROLE. The stats slides can be storied through and then pause for discussion.

Discussion .
· Statistics for suicide in the workplace?
· Effects on colleagues?
· How would we communicate?
· What is the strategy?

Survey results:
The results include statistics and direct quotations from those who participated in the survey, to add context. ​
​
The aim of this report is to share the ‘lived experience’ of those bereaved by suicide to help inform policy and practice. Consequently, some of the content is graphic and may cause distress to readers. We therefore suggest that you be mindful of this prior to reading the report.​
​
If reading this report causes you distress and you would like to talk to someone, you may find it helpful to get in touch with: ​
· ​Survivors of Bereavement by Suicide (SOBS): Helpline: 0300 11 5065 Monday to Friday 9am-9pm​

· Samaritans: Helpline: 116 123 (24 hours) Email: jo@samaritans.org (24 hours) ​

· Cruse Bereavement Care: Helpline: 0808 808 1677 (always refer to website for times).
​
	PP. Why is bereavement by suicide different? (21)


PP. Bring me sunshine (22)
Video (1.33min): discussion.

PP. Bereaved by suicide: from grief to hope (23)
Handouts

PP(24) Age – to PP(30)


	Perceptions
	
	It can be…
· ​​Draw out that some stats / note that: most of this can be stigmatising to the majority of people, if we are not careful.

Problem solving capacity

Key points for discussion: 
· Suicidal crisis/severely reduces problem- solving capacity.​
​
· In the unlikely event of an immediate risk to safety, the Police would be contacted to assess the situation and arrange a welfare visit. ​
​
It is therefore important to understand what best routes there are to take when mitigating any risk present, whilst also dealing with the actual queries that the person has presented. ​ This needs to be established within your organisation. Key point: signposting and / or contacting the right immediate services is crucial.
	PP. Common perceptions (31)

PP. Problem solving capacity (32)



	Immediacy of risk 












I jumped


Signs of concern
	
	Immediacy of risk / Signs of concern
How do you work out the immediacy of risk?

· By identifying what means are acceptable (how?)
· Usually, one or two methods can be named by the person (e.g., stash of tablets, kitchen knife).  Then they find out whether they have the means available.  
​
If a person does indicate that they are feeling suicidal, and has expressed what plans they have to carry out an attempt, the next step is to undertake what is called ‘The A Test’: ​

​Acceptable
What means are acceptable to them contemplating suicide? 
Generally, people tend to opt for one or two preferred means, e.g., hanging, poisoning, jumping.

Available
This is establishing if the preferred means are available to the person. Some means are more available to the general public than others (for instance, it is usually easier for many people to obtain medication than a firearm). ​

If a chosen means is both acceptable and available, then the risk is increased, and is usually at a ‘very high level at this point. 

Suicide awareness video (7.5 min) Survivor Story.
Trainer to show if time allows.

Trainer to raise awareness about what behaviours you could see or pick up from the conversation that would indicate a higher risk, and cause us to be more aware of a potential safeguarding risk.
	PP. Immediacy of risk (33)













PP. 34 - Video: (7.5min).


PP. Signs of concern (35)



	How to support 
	
	How to support
Trainer to talk through the slide.
Q&A.


	PP. How to support (36)
Q&A



	BLAKE
	
	
BLAKE
A reminder of Blake
Responding proactively and confidently - participants can make use of the following models to help them remember how to respond.​
Talk through each of the steps covered earlier. ​
​
BLAKE - a simple protocol to regulate initially how you react to a distressing call.

Respond to the person so as to promote a beneficial engagement. This practical model takes you through a process with a person from beginning to end. Self-care is highlighted. Taking a breath at the beginning can have a profoundly positive effect on your ability to listen and think clearly afterwards. This model recommends finding out the exact location of the person. There is a determination of risk; very high and high risk being associated with specificity of a suicide plan, a clear intent to die, evident self-harm and an inability to respond from the person.
​
Breathe: it can be scary to hear something like this, so take a moment to simply breathe and focus your thoughts. You can do this by acknowledging what the customer has said: “I’m so sorry to hear you feel that way. How can we help?”​
​
Listen: we always take what the customer has shared seriously, but we also always listen carefully so we can assess the imminent risk of harm. Listen to the customer using verbal nods and recapping key information to show your understanding.​

​Ask: listening is important, but where gaps continue to exist in your understanding about the current situation, you should ask questions to fill these. Example questions could include: “What has led to these feelings?” or “Have you spoken to anyone about how you are feeling? ​
​
Keep safe – Get the person to safety / keep yourself safe. ​
​
Effects of hearing about suicidal thoughts and feelings ​
​
We can experience all sorts of thoughts, feelings and bodily sensations when we hear someone talk about killing themselves. These commonly include: ​
Thoughts Feelings Sensations:

“What do I do?”​
“What do I say?”​
“It will be my fault!”​
“I don’t know what to do” The absence of any thoughts. ​

· Shock Panic Blankness Sadness Anger ​
· Rapid heartbeat Dry mouth Inability to speak Numbness Trembling
 ​
These all usually denote an entirely normal response to hearing something very distressing and are reactions not to be concerned or self-accusatory about. They are part of our entirely human response to a very horrible situation – which is to avoid the situation. As humans, we broadly react in the following ways: ​

Positive situation - something we like and something we want to do. ​
Negative situation - something we dislike or feel threatened about.

We can take control and help ourselves exercise choice when faced with either. This is the case when working with suicide. We can take steps to help ourselves that will then help us help other people. ​
	PP. BLAKE (37)










	
	
	Video – CALM - STAY. (1.46min).
Powerful movie – bookends this section – Highlight that they may never know – but your conversation may be the one to get someone to stay.

	PP (38) Video - STAY

	
	
	Meaning Making – TRAINER INFO ONLY – NO SLIDE
The slides have been removed – but this information remains if asked how meaning making can be applied to BBS. There are the links in the handouts. We covered meaning making in module  - link back.

“Meaning making in response to loss can be said to include the ideas of sense making, benefit finding and identity change” (Flesner, 2013, p 2). 
Neimeyer’s research on meaning making finds that “individuals experiencing post-traumatic growth express many identity changes including, feeling more resilient, having more awareness…and having more empathy for others” (Flesner, 2013, pp. 2-3).  

​
	Discussion / Handout








	Your workplace action plan
	
	Your workplace action plan
What will you do after this training, to best support the organisation to help you to develop the GFA team / support?

Use whiteboard to collate ideas / suggestions.

Possible answers:
· Communicate your role.
· Identify who can help you.
· Insert yourself into the policy.
· Identify your resources.
· Get buy in from the company for the support that you will need.
· Subscribe to Cruse socials
	PP. Your workplace action plan (39)
Whiteboard – ideas.

	Organisational Good Practice
	
	Organisational Good Practice
· Dependent upon company size ​
· E.g., a small company: the GFA may be the CEO, or the GFA may be one person in a site of 600 people and have no organisational input at all.

	PP. Organisational Good Practice (40)

	Adopting the Role
	
	Enquire as to everyone how they will adopt the role in their unique workplace – especially insightful if an open company session. Explore barriers – opportunities – How can Cruse help further?
	PP. Adopting the role (41)
Discussion

	Congratulations!
	
	Congratulations!
· Well done!
· Keep in touch.
· Download the app.
· Potentially seek out the Facebook group
	PP. Congratulations (42)

	Checkout / Blob Tree
	
	Checkout & Blob Tree
Ensure that there is a ‘check out’ to see how the training has landed and how the candidates are doing now we have reached the end of the training. 
· Where are they now on the Blob tree? 
· Who can you identify with on your blob tree​?
· ​Are you excited, climbing, hanging on, enjoying the view?
	Checkout / Blob Tree (43)

	Work with us
	
	Work with us / Thank you. 
As we have mentioned, Cruse is a charity, and all support is provided for free. ​
​In order to keep doing that we work with business and individuals to raise the funds we need. 
There are many ways you can get involved in helping us to support more people.  EMPTHASIS: We cannot continue our great work without donations!
Questions
Any questions?
	PP. Work with us (44)
PP. Thank you (45)
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