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MYSPP PLAN EXECUTIVE SUMMARY

Introduction

In the past decade in the United States, suicide has been widely recognized as a public health
problem requiring national attention and urgent action. In 2001, the U.S. Surgeon General issued
the National Strategy for Suicide Prevention emphasizing that suicide is a major public health
problem, which can only be reduced through integrated efforts by all sectors of society.

Many of the risk and protective factors for suicidal behavior are known. The evidence for
effective suicide prevention programs is limited, but growing. Maine is one of the states at the
forefront of implementing and evaluating youth suicide prevention programs.

The Maine Youth Suicide Prevention Program (MY SPP) is a multi-agency effort coordinated by
the Injury Prevention Program in the Maine Center for Disease Control and Prevention (Maine
CDC), Division of Family Health in the Department of Health and Human Services. The long
term goal of the MYSPP is: To reduce the incidence of fatal and non-fatal suicidal behavior
among Maine youth ages 10-24.

In 1997, the original MYSPP plan was created through an extensive process that included input
from suicide survivors, youth, and a wide variety of clinicians and professionals statewide as a
result of a task force established by Governor Angus King. Since that time, there has not been an
appreciable reduction in the youth suicide rate in Maine. However, reports of suicidal behavior
among high and middle school students show a steady, measurable decline from 1999 to 2007.
MY SPP activities have yielded concrete interim results, most notably in training gatekeepers and
in implementation of the comprehensive school-based Lifelines Program® in Maine high schools.
Both of these activities have been evaluated and have been shown to increase adult confidence in
identifying those at risk for suicide and in boosting student’s help-seeking behaviors.?

In 2005, Governor John Baldacci issued an Executive Order to strengthen the MYSPP. A
strategic planning process to improve the program plan was initiated by Maine’s First Lady, Mrs.
Karen Baldacci, who charged stakeholders, both within and outside of state government, with
participating in the process.

This document represents a comprehensive plan with ten goals mirroring the National Strategy
for Suicide Prevention. The objectives and activities contained within the plan goals represent
the thoughtful recommendations of approximately 100 individuals who engaged with the
MYSPP in this strategic planning process. As resources dedicated to implementing the
recommended activities are limited, it is not possible to implement all recommendations made
herein. However the plan provides a useful guide to the program and its partners in advancing
youth suicide prevention efforts into the future and funding will be sought to support key
priorities.

! Kalafat, J. Underwood, M. Lifelines: A School Based Adolescent Suicide Response Program. Kendall/Hunt Publishing Co.,
Dubuque, 1A. 1989.

2 Madden, M., Haley, D., Hart, S., Kalafat, J., Saliwanchik-Brown, C. An Evaluation of Maine’s Comprehensive School-based
Youth Suicide Prevention Program. 2007



Suicide and Self-Inflicted Injuries in Maine

Suicide is the 2™ leading cause of death for Maine residents ages 15-24, and the 3" leading cause
of death for 10-14 year olds.* Between 2000-2004, 115 Maine youth ages 10 — 24, or an average
of 23 youth per year, died by suicide. In that five year period, Maine youth ages 10 —24 died by
suicide at a higher rate, 8.8 per 100,000, than the Northeast regional rate of 5.3/100,000 and the
national rate of 7.0/100,000. Due to the high rates of suicide among the young, suicide is the
fourth leading cause of years of potential life lost in Maine.

Non-fatal self-injuries, suicidal ideation and suicide attempts, are larger problems among youth
than in the adult population. From 2001-2005, 1,677 youth ages 10-24 were hospitalized for self-
inflicted injuries, the 2™ leading cause of injury hospitalizations in this age group after motor
vehicle related injuries. The 2001-2005 rate of self-injury hospitalization among youth ages 10-
24 was 12.7 per 10,000 compared to 8.6 per 10,000 among those over age 25.

It is estimated that there are 25 to 100 suicide attempts by adolescents and young adults for every
death by suicide. In the Maine 2005 Youth Risk Behavior Survey, 13 percent of Maine high
school and 19.8 percent of middle school students reported seriously considering suicide in the
past year. Six percent of high school and 8.5 percent of middle school students reported making
at least one attempt.

The national Suicide Prevention Resource Center (SPRC) estimates medical cost per suicide in
Maine at $3,780. Due to the high incidence of suicide at young ages, the estimated work loss cost
per suicide is $1,079,323.

Maine Youth Suicide Prevention Program Plan

The plan presented herein was created in direct response to Governor Baldacci’s Executive
Order and will be adjusted and implemented as new resources become available, activities are
completed and objectives are achieved. Flexibility must be maintained so that the program can
respond to emerging issues in Maine and new research in the field of suicide prevention. The
plan will be used to guide program implementation. Any revisions made will seek to honor the
contributions of those involved in crafting the objectives and activities contained within the plan.

The MYSPP Plan contains ten goals that mirror those in the National Strategy for Suicide
Prevention. During the strategic planning process, objectives were prioritized and ordered
accordingly under each goal and possible lead departments and potential partners were
identified. It was not possible to engage all stakeholder groups concerned about suicide
prevention in this planning effort. To implement this plan, ongoing outreach is necessary to the
potential leaders and partners identified in the plan. Specific activities to meet objectives are
described in a separate working document for use by those directly involved in carrying out the
activities.

*The leading cause of death to this age group is motor vehicle crashes.
ii



The long-term goal of the MYSPP is: To reduce the
incidence of fatal and non-fatal suicidal behavior among

Maine youth aged 10-24.

To attain this goal, a comprehensive and sustained approach is necessary. The
ten goals for enhancing the MYSPP are in alignment with the National
Strategy for Suicide Prevention:

GOAL 1: Increase public/private partnerships dedicated to implementing and
sustaining the Maine Youth Suicide Prevention Program.

GOAL 2: Increase public awareness that suicide is a preventable public health
problem.

GOAL 3: Develop and implement strategies to reduce the stigma associated with
being a consumer of behavioral health services for families and youth and to
increase help-seeking behaviors.

GOAL 4: Increase the number of Maine schools and communities statewide that
implement effective youth suicide prevention activities.

GOAL 5: Support initiatives to decrease the risk of youth suicides by reducing
access to lethal means.

GOAL 6: Implement training for recognition of at-risk behavior and appropriate
response to a variety of audiences statewide.

GOAL 7: Develop and promote effective clinical and professional practices.

GOAL 8: Improve access to and community linkages with mental health,
substance abuse, and suicide prevention services.

GOAL 9: Improve media reporting practices to reduce the potential of suicide
contagion.

GOAL 10: Improve the understanding of fatal and non-fatal suicidal behaviors
among Maine youth.



INTRODUCTION

MAINE YOUTH SUICIDE PREVENTION

PROGRAM PLAN

OVERVIEW

In the past decade in the United States, suicide has been widely recognized as a public health
problem requiring national attention and urgent action. Many of the risk and protective factors
for suicidal behavior are known. The evidence for effective suicide prevention programs is
limited, but growing. The U.S. Surgeon General issued the National Strategy for Suicide
Prevention in 2001, emphasizing that suicide is a major public health problem, which can only
be reduced through integrated efforts by government, public health, mental health, human
services, public safety and education working with communities, schools, employers, families,
youth and other public and private partners. In a 2003 report Achieving the Promise:
Transforming Mental Health Care in America issued by President Bush, suicide prevention was
included in the first of six goals for the nation. In 2004, Congress passed the Garrett Lee Smith
Memorial Act to provide federal funding to states for youth suicide prevention.

Maine is one of the states at the forefront of implementing and evaluating evidence-based youth
suicide prevention programs. Current Maine Youth Suicide Prevention Program (MY SPP)
activities include: 1) Statewide Information Resource Center; 2) Statewide crisis hotline; 3) Web
sites for adults and youth; 4) Gatekeeper training and technical assistance for multiple audiences;
5) Awareness education programs and resources; 6) Training of trainers to conduct awareness
education; 7) Annual suicide prevention conference; 8) School protocol guidelines and a protocol
development workshop to help schools establish administrative protocols for suicide prevention,
intervention and crisis management in the event of a suicide 9) Training for high school health
educators in teaching “Lifelines” student lessons; 10) Training for instructors in the Coping and
Support Training (C.A.S.T.) curriculum for high risk youth; 11) Education on restricting access
to lethal means; 12) Media contagion education and guidelines; 13) Fact sheets, information
booklets, and other resource materials; and 14) Suicide and self-inflicted injury data monitoring
and analysis. In addition, the MYSPP is currently working on improving several program
components and resources to increase effectiveness with specific populations at risk.

MYSPP HISTORY

The MY SPP was developed as an initiative of the Governor’s Children’s Cabinet which includes
the commissioners from the departments of Health and Human Services, Education, Corrections,
Labor and Public Safety. The MYSPP is housed within, and coordinated by, the Division of
Family Health in the Maine Center for Disease Control and Prevention of the Department of
Health and Human Services. Since inception, the program has been advised by a Steering



Committee that provides guidance to program development and implementation. Membership
includes government and private stakeholders.

Since 1998, the MYSPP has employed a public health approach to address youth suicide. The
program is based upon the assumption that collaboration among state agency leaders and staff,
along with significant input from service providers, youth, suicide survivors and others, is
necessary to plan and conduct youth suicide prevention activities. The long-term goal of the
MYSPP is: To reduce the incidence of fatal and non-fatal suicidal behavior among Maine youth
ages 10-24.

The original program plan was created in 1997 through an extensive process that included input
from suicide survivors, youth, and a wide variety of clinicians and professionals from around the
state. Many activities in the initial plan are still being implemented.

When program implementation began in 1998, every Children’s Cabinet agency was instructed
to include youth suicide prevention as a priority area using existing agency funds. Each agency
was asked to assume leadership in implementing specific portions of the plan in order to build
and sustain a state level infrastructure. In 1999, the Children’s Cabinet provided some start-up
funds to initiate program activities.

The MYSPP has received regional and national recognition for its efforts and has given
numerous presentations at state, regional and national conferences. Maine has contributed to the
national suicide prevention evidence base through its work, most notably through implementing
and evaluating the Lifelines Program, a promising school-based program, with a grant from the
Centers for Disease Control and Prevention (CDC).

This project was implemented in 12 Maine high schools from 2002-2006. In September 2005,
the MYSPP was awarded a Garrett Lee Smith Memorial Act grant from the Substance Abuse
and Mental Health Services Administration (SAMHSA) for a three-year youth suicide
prevention project. In 2006, an additional grant award to conduct an in-depth evaluation of the
SAMHSA project was obtained.

STRATEGIC PLANNING PROCESS

In February 2005, following consultation with key stakeholders, the Governor’s Office issued an
Executive Order directing Children’s Cabinet agencies to strengthen the MYSPP. Two things
happened in direct response to the Executive Order. First, the Children’s Cabinet created an ad
hoc Safe School and Community Climate Committee to increase the implementation of effective
positive youth development approaches, anti-bullying, anti-harassment, and anti-discrimination
policies and procedures to foster safe school and community environments for Maine youth. This
work resulted in legislation requiring all Maine schools to establish or modify their policies and
procedures to address bullying and harassment and the development of model policies for school
systems.



Second, the MYSPP initiated a strategic planning process. A full day retreat was held at the end
of March 2005 with facilitators from the National Suicide Prevention Resource Center (SPRC),
the Centers for Disease Control and Prevention (CDC) and the Children’s Safety Network
(CSN). A diverse group of stakeholders, from within and outside of state government,
participated in the retreat and were given their charge by Maine’s First Lady, Mrs. Karen
Baldacci. Four new committees were launched to begin a process of identifying gaps and
selecting strategic priorities to strengthen the MY SPP plan.

The committees were formed to align with the goals of the National Strategy for Suicide
Prevention and included: 1) Public Awareness; 2) School and Community-based Suicide
Prevention; 3) Effective Clinical and Professional Practices; and 4) Lethal Means Restriction.
Co-leaders, one from a state agency and one external to state government, worked with their
committee members to produce recommendations to the MYSPP. A fifth committee, the Data
and Evaluation Committee, met once outside of the retreat and drafted recommendations for
improving data collection and analysis.

Development of the plan would not have been possible without the many hours spent by those
who participated at and since the retreat. Almost 100 individuals participated in the process of
revising the MY SPP plan. Drawing on their diverse knowledge and experience, these individuals
reviewed national goals and applicable research, and participated in multiple meetings to discuss
and develop recommendations for action to the MYSPP. While significant program strengths
were noted, gaps were identified and priorities were set to indicate where new program efforts
could be directed.

The Steering Committee provided oversight of the process by reviewing the work submitted by
the committees. Steering Committee members offered valuable insight in further developing
some of the goals, and identifying leaders, potential partners and possible resources for the new
program plan. A report containing a response to the Executive Order and a 2006 MYSPP
workplan was issued in December 2005.

SUPPORTS AND CHALLENGES TO SUICIDE PREVENTION IN MAINE

Supports

The MYSPP is fortunate to have the endorsement and support of the DHHS, the Governor’s
Office and the Children’s Cabinet for this very important work. Collaboration is key to the
success of any public health initiative and many public as well as private stakeholders have
partnered with MY SPP. Schools from throughout the state continue to exhibit strong interest in
learning more to enhance their prevention infrastructure and plan for effective responses to
suicidal behavior.

The program has a modest amount of consistent funding, which it uses to good advantage,
supporting a part-time coordinator and a training contract. More than 500 training programs have
been provided across the state to over 15,000 people. The MYSPP has established strong
relationships with local schools, mental health providers, colleges and universities and other key
organizations. The state level infrastructure allows the program to disseminate its messages and
interventions to receptive audiences, using resources efficiently.



With two federal grants acquired by the program, the MYSPP has expanded prevention
initiatives to 20 Maine communities, bringing resources and programs, and generating new
information on effective strategies in rural youth suicide prevention to the field.

Challenges
Suicide prevention, like any public health issue, faces multiple challenges.

The following are some of the more salient barriers in the suicide prevention field:

Public awareness that suicide is a health problem that can be prevented is not widespread.

Stigma surrounds obtaining services for mental health and substance abuse conditions,
particularly in rural areas where the suicide rates are the highest.

Waiting time to access non-crisis mental health services is often lengthy.
Pre-service (college) education in effective suicide prevention and intervention strategies
for professionals entering the fields of education, health care, public safety and other

fields is not widely available.

Suicide behavior is not widely perceived by the healthcare community as a problem that
they can recognize and address.

Restricting access to lethal means around suicidal individuals is not widely understood
and accepted as an important method of reducing suicide.

Suicidal behaviors are complex. Strong, evidence-based research for effective suicide
prevention, intervention and treatment is not well developed.

Reaching older youth and disconnected youth at risk, who are not in school settings, is
difficult.

Some specific challenges faced in Maine:

>

Timely access to and in-depth analysis of morbidity and mortality data to improve
understanding of the youth suicide problem and trends in our state are lacking.

State agency staff involved in the program consistently experience multiple competing
demands on their time.

Few school or community based suicide prevention programs exist in the state.

Resources to implement best practice suicide prevention activities statewide are limited.



SUICIDE AND SELF-INFLICTED INJURIES IN MAINE

Suicide is a significant public health problem in the United States and in Maine, impacting
families, friends, school systems and entire communities.

Suicide is the 11th leading cause of death in the United States, claiming over 32,000 lives
annually. It is the leading cause of intentional injury death for persons ages 10 and over in Maine
and was the 10" leading cause of death overall for Maine residents from 2000-2004, the most
recent five-year period for which data are available. In the same period, the Maine suicide rate of
11.7 per 100,000 population was ranked 27" highest age-adjusted suicide rate in the United
States for all ages; higher than the national average rate of 10.8 per 100,000 and the Northeastern
rate of 7.7 per 100,000.

Overall, suicide rates in Maine and the U.S. have decreased since the early 1990s. The average
suicide rate for 1991-1995 in Maine was 13.5 per 100,000. For 2000-2004, the rate was 11.7 per
100,000. Over this same time period, the U.S. rate declined from 11.9 per 100,000 in 1991-1995
to 10.8 in 2000-2005.

Age-adjusted suicide rates in Maine and the U.S., 1995-2004, all ages
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Source: Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. Web-
based Injury Statistics Query and Reporting System (WISQARS) [online]. (2005) [cited 2007 Oct. 4].
Available from URL: www.cdc.gov/ncipc/wisgars

From 2000 through 2004, 789 Maine residents died by suicide, an average of 158 each year.
Eighty-five percent (674) of these suicides were persons over age 24; 15 percent (115) were
youth aged 10-24 (eight youth aged 10-14; fifty-two 15-19 year olds; and fifty-five young adults
aged 20-24). Suicide is the 2" leading cause of death for Maine residents ages 15-34; the 3™
leading cause of death for 10-14 year olds and the 4" leading cause of death for those ages 35-
54.
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The MYSPP focuses upon suicide prevention among 10-24 year olds. Between 2000-2004,
Maine’s suicide rate among youth and young adults ages 10-24 was 8.8 per 100,000. This is
higher than the Northeast regional rate of 5.3/100,000 and the national rate of 7.0/100,000.

Among youth in Maine, especially those between 15-24, the suicide rate declined between 1991-
1999, but has since varied with no discernable trend. The average suicide rate among Maine
youth 10-24 was 10.9 per 100,000 in 1991-1995. Between 2000-2004, this average had dropped
to 8.9 per 100,000.

Suicide death rates among youth age 10-24 years in Maine, 1995-2004
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based Injury Statistics Query and Reporting System (WISQARS) [online]. (2005) [cited 2007 Oct.
4]. Available from URL: www.cdc.gov/ncipc/wisgars

Suicide claims more lives of young people than cancer, heart disease, AIDS, birth defects,
stroke, pneumonia, influenza, and chronic lung disease combined. Due to the high rates of
suicide among the young, suicide is the fourth leading cause of years of potential life lost in
Maine. More young people in our state die by suicide than homicide. There are four to five
suicides for every homicide among Maine youth.

Suicide deaths, though very tragic, are the tip of the iceberg particularly among youth. Rates of
suicidal behavior among youth are thought to be far higher than in adult populations. It is
estimated that there are 25 to 100 suicide attempts by adolescents and young adults for every
youth suicide.

Self-reported suicide attempts in Maine have decreased over time, especially among girls,
according to data from the Maine Youth Risk Behavior Survey (YRBS), a representative survey
of high school students in Maine. In 2001, 11.6 percent of Maine high school girls reported
attempting suicide within the past year; in 2005, this dropped to 6.6 percent. Among boys we did
not see a similar large decline over this 5-year period; 6.7 percent reported attempting suicide in
2001, compared to 6 percent in 2005. Suicide ideation has also decreased in Maine youth over
time. In 1997, 30 percent of Maine middle school students reported considering attempting
suicide within the previous 12 months. This number decreased to 19.8 percent in 2005.
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Self-reported suicide attempts among Maine and U.S.
High school students by sex, YRBS 2001-2005
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Source: Maine Youth Risk Behavior Survey, 2001, 2003, 2005

Despite the decline in self-reported suicide attempts, youth in Maine are more likely than adults
to be hospitalized for self-injury. In Maine, from 2001-2005, 1,677 youth under age 24 were
hospitalized for self-inflicted injuries.

Adolescent girls age 15-19 have consistently exhibited the highest rate of self-injury
hospitalization in the state. The 2001-2005 rate of self-injury hospitalization among youth ages
10-24 was 12.7 per 10,000 compared to 8.6 per 10,000 among those over age 25. Intentional
self-inflicted poisoning was the 3" leading cause of injury hospitalizations in all ages combined.

Age and Gender-Specific Rates of Hospitalization (per 10,000) for
Self-Inflicted Injury in Maine, 2000-2004

OMale BFemale OTotal
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Source: Maine Uniform Hospital Discharge Database, Maine Health Data Organization



Risk Factors

Suicidal behavior is complex. When someone is suicidal, it is usually due to a combination of
external stressors, internal conflicts, and biological dysfunction. There is no one set of risk
factors that fits all suicidal individuals or accurately predicts the imminent danger of suicide for a
specific individual. Several studies and data from Maine reveal that suicide rates vary by
demographic characteristics such as gender, race/ethnicity, and sexual orientation. Other
prominent risk factors for suicide include a family history of suicide, living alone, being
unemployed and owning a gun. Trauma, depression, anxiety, conduct disorders, substance abuse,
and lack of personal skills or supportive resources also contribute to the possibility of suicide,
but they do not, by themselves, cause suicide.

Race/Ethnicity

Across the U.S., white, non-Hispanic males experience the highest rates of suicide. The second
highest rate is among American Indians and Native Alaskans. Maine’s suicide rate among white,
non-Hispanics is higher than the Northeast region’s white, non-Hispanic rate, but is not
significantly higher than the national white non-Hispanic rate. Racial/ethnic differences do not
account for Maine’s elevated suicide rates.

Gender

Four of five suicide victims in Maine are males. Of the 789 suicides in Maine from 2000-2004,
640, or 81 percent, were males, with those ages 20 though 59 representing more than half (54
percent) of Maine’s suicides.

Females are more likely than males to be hospitalized for intentional self-injury. Between 2000
and 2004, the rate of hospitalizations for self-inflicted injury was higher for females in every age
group to age 64 when compared to males. The highest rate of hospitalization for intentional self-
harm is among females ages 15-19.

Data from the 2001-2005 Maine Youth Risk Behavior Surveys reveal that high school girls are
more likely than boys to report considering or planning a suicide attempt. Between 2001-2005,
almost 1 in 4 (23.6 percent) high school girls and 1 in 6 (16.1 percent) high school boys reported
considering or planning a suicide attempt. Girls were also more likely than boys to actually
attempt suicide (10.0 percent vs. 6.0 percent).

Sexual Orientation

Some research suggests that suicide risk is higher among homosexual youth due to the
challenges many face when dealing with the stigma of homosexuality. In Maine, high schools
students who report same sex or bisexual contact are more likely than youth who reported
opposite sex or no sexual contact to report both suicide ideation and attempts. Based on data
from the 2001-2005 YRBS, almost 40 percent of youth who reported same sex/bisexual contact
considered suicide or planned an attempt in the previous 12 months compared to 21 percent of
youth who had opposite sex contact only and 15 percent of youth who had never had sexual
contact. Almost than 1 in 4 (23 percent) youth who reported same sex/bisexual contact attempted
suicide in the past year.



Mental IlIness

It is widely believed that from 60 percent to 90 percent of suicide victims meet the criteria for
some form of mental illness, most commonly severe depression or other mood disorders and
anxiety or conduct disorders. According to the 2005 Maine Youth Risk Behavior Survey
(YRBS), 1 in 5 (20.6 percent) adolescents reported symptoms of depression in the past year.
Between 2001-2005, 53 percent of the adolescents who reported depressive symptoms
considered or planned a suicide attempt and 22 percent reported attempting suicide. Based on
hospitalization data from 2001-2005, 83 percent of individuals hospitalized for intentional self-
injury had a co-occurring mental disorder diagnosis.

Substance Abuse

Substance use is highly related to mental illness, suicide ideation, and suicide attempts in both
youth and adults. In both the U.S. and Maine, substance use, especially alcohol use, is common
among adolescents. According to the 2005 YRBS, 43 percent of Maine and U.S. high school
students consumed alcohol and 1 in 4 had five or more drinks in a row within the past month.
Twenty-two percent of Maine high school students used marijuana and 3.2 percent used cocaine
within the past month. Among Maine high schools students, smoking any cigarettes in the past
month is associated with suicide ideation (Maine YRBS, 2001-2005); more than 1 in 3 (36
percent) youths who smoked 20 days or more reported suicide ideation in the past year. Youth
who smoked were about three times more likely than non-smokers to report attempting suicide in
the past year. Youth who reported suicide ideation and attempts were also more likely to report
recent binge drinking and use of illegal drugs, such as marijuana, cocaine, heroin, steroids, and
unauthorized prescription medication.

Trauma/Victimization

Several studies have found that a history of sexual assault, ongoing domestic violence, and
experiencing other traumatic events increase one’s risk of attempting suicide. Using data from
Maine’s 2001-2005 Youth Risk Behavior Surveys, high school students who report being the
victim of dating violence in the past year were two times more likely than non-victims to report
suicide ideation (37 percent vs. 17 percent) and suicide attempts (17 percent vs. 7 percent) in the
past year.

Almost half (46 percent) of students who had been the victims of sexual assault during their
lifetime reported suicide ideation in the past year compared to 17 percent of non-victims; 1 in 4
sexual assault victims attempted suicide in the past year.

Being the target of racially offensive remarks, and those who had been attacked based on their
race or ethnicity, at school, or on the way to school, also increased the risk for suicide ideation
and attempts. The same held true for victims of comments or attacks based on sexual orientation.
About one-third of victims of racial harassment/attacks and 44 percent of victims of
harassment/attacks based on sexual orientation considered or planned a suicide attempt in the
past year. One in 5 victims of harassment based on sexual orientation attempted suicide in the
past year.



Nearly half of students (43 percent) who reported staying home from school in the past year
because they felt unsafe considered or planned a suicide attempt and 27 percent actually
attempted suicide.

Method

The lethality of the method determines the difference between a non-fatal attempt and a death by
suicide. Firearm and hanging victims have less chance for survival than those using a less lethal
method, such as poisoning.

Access to firearms is a significant factor in youth suicide, because most suicide attempts by
firearm are fatal. From 2000 to 2004, a firearm was used in nearly 6 of 10 youth suicides, almost
60 percent of male and 40 percent of female youth suicides. The second leading method of youth
suicide during this time was hanging, accounting for nearly 4 of 10 suicides. Between 2000 and
2004, hanging accounted for 34 percent of male suicides and 44 percent of female suicides
among youth ages 10 to 24.

Causes of suicide by gender among 10-24 year olds in Maine, 2000-2004
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Source: Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. Web-based
Injury Statistics Query and Reporting System (WISQARS) [online]. (2005) [cited 2007 Oct. 4]. Available from
URL:_ www.cdc.gov/ncipc/wisgars

Over time, there has been a gradual shift in the methods used by youth who die by suicide. In a
recent national MMWR report®, national data revealed that there has been a recent increase in
suicides among girls in the U.S., and the primary method of suicide shifted from firearms to
hanging/suffocation. In Maine we are unable to examine the gender breakdown by method due to
small numbers, but since the early 1990s, firearm suicides among youth ages 10-24 have
declined, while suicides by hanging/suffocation have increased. Between 1991-1995, hanging
suffocation accounted for 20 percent of suicides among youth ages 10-24; between 2000-2004,
almost 1 in 3 (32 percent) suicides among young were committed by hanging/suffocation.

¥ Lubell KM, Kegler SR, Crosby AE, Karch D. Suicide trends among youth and young adults age 10-24 years -
United States - 1990-2004. MMWR, 56(35): 905-908.
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Percent of suicide methods among 10-24 year olds in Maine, 1991-2004
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Reporting System (WISQARS) [online]. (2005) [cited 2007 Oct. 4].
Auvailable from URL: www.cdc.gov/ncipc/wisgars

Injury Costs

In 2000, the total national burden of suicide was estimated at $125 billion. This includes direct
health care costs and indirect costs related to the loss of productive life. The national Suicide
Prevention Resource Center (SPRC) estimates medical cost per suicide in Maine at $3,780. Due
to the elevated incidence of suicide at young ages, the estimated work-loss cost per suicide is
$1,079,323. For non-fatal suicide attempts, the estimated medical cost per suicide is $11,200 and
the estimated work-loss cost per case is $10,867.

11
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MAINE YOUTH SUICIDE PREVENTION PROGRAM PLAN

The plan contains the goals, objectives and activities recommended by the numerous
stakeholders who engaged in the planning process with the Maine Youth Suicide Prevention
Program (MY SPP) in response to Governor John Baldacci’s 2005 Executive Order. It represents
the best thinking of those involved and is intended to strengthen and guide the MYSPP and
partners into the future. It is acknowledged that all recommendations made cannot be
implemented given current resources. Nevertheless, this plan provides a collection of goals,
objectives and activities to be given consideration as resources become available.

The plan will be adjusted as research in the suicide prevention field progresses and as activities
are implemented and objectives are achieved. Any revisions made will seek to honor the
contributions of those involved in crafting the plan activities and objectives.

The plan contains 10 goals that align with the National Strategy for Suicide Prevention. During
the strategic planning process, objectives were prioritized and ordered accordingly under each
goal. In addition, descriptions are provided for all of the goals and a rationale is given for each of
the objectives. Where possible, lead departments and potential partners were identified, though
every organization named as a potential partner has not yet been approached. Specific activities
are described in a separate working document to guide those directly involved in implementing
them. Several of the activities are being implemented and evaluated with funding from the
Substance Abuse and Mental Health Services Administration (SAMHSA), or have been
evaluated previously. Evaluation plans for most objectives have been drafted, and will be utilized
as funding becomes available. Evaluation plans are not contained within this document.

The MY SPP appreciates the significant and thoughtful efforts of those involved in the process of
developing the plan, and gratefully acknowledges their contributions. It is important to note that
the input gained from this process reflects the ideas and work of those who engaged in the
process. It was not possible to engage all stakeholder groups concerned about suicide prevention
in this planning effort. Much work remains to be done. In some cases, the groups or
organizations named as potential leaders or partners have yet to be contacted. In other cases,
defining baselines and planning feasible and effective activities to meet identified objectives
needs to occur.

Continued and strengthened involvement of the state agencies of the Governor’s Children’s
Cabinet with health, mental health, education, and safety personnel in the field, families and
communities all around the state is necessary to achieving results. With resources dedicated to
implementing the plan over a sustained period of time, Maine’s efforts to prevent youth suicide
will be significantly enhanced and the goal of reducing youth suicide and suicidal behaviors
among Maine children, teens and young adults realized.

12



Maine Youth Suicide Prevention Program (MYSPP) Goal 1

Increase public/private partnerships dedicated to implementing and
sustaining the Maine Youth Suicide Prevention Program.

Background:

Suicide has been widely recognized as a public health problem in the United States in recent
years, requiring national attention and urgent action. In 2001, the U.S. Surgeon General issued
the National Strategy for Suicide Prevention. This publication characterizes suicide as a major
public health problem, which can only be reduced through integrated efforts by government,
public health, education, human services and other public and private partners. Because there are
many paths to suicide, prevention must address psychological, biological, and social factors in
order to be effective. Leadership, collaboration and coordination across a broad spectrum of
agencies, institutions, and groups are necessary to ensure that prevention efforts are effective.*

Description:

Objectives under this goal are designed to solicit and support leadership, improve coordination of
activities and increase collaboration among stakeholders at the state, regional and community
levels in order to enhance support and integration of suicide prevention activities. Outreach to
increase partnerships with unique populations to develop culturally competent suicide prevention
resources is also an identified priority.

Objective 1.1: Increase leadership, coordination and collaboration across disciplines and
with public and private stakeholders at the state, regional and community levels in order to
enhance support for, and implementation of, youth suicide prevention activities.

Population Focus:
Youth-serving private and public organizations
Children’s Cabinet agencies

Rationale:

While several state agencies and private stakeholders are active in youth suicide prevention
efforts, improved collaboration and coordination is necessary to ensure that suicide is understood
as a statewide problem and that limited resources are used efficiently. The knowledge and
resources that each contributes has the potential to significantly enhance the prevention efforts of
individual agencies and the MYSPP as a whole. Consistent commitment and enhanced
collaboration among Children’s Cabinet agencies will lead to increased integration of suicide
prevention efforts into each agency’s mandates, priorities and activities. Partnerships will help
establish momentum for the plan and will provide continuity over time, as well as legitimacy
through the involvement of key groups.

* National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of Health and
Human Services, Public Health Service. 2001; p 50.
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Lead Department:
e Department of Health and Human Services (DHHS), Maine Center for Disease Control &
Prevention (Maine CDC)

Potential Partners:
e Children’s Cabinet Agencies
e MYSPP Steering Committee members

Objective 1.2: Enhance collaborations and partnerships with groups and organizations that
reach youth populations at increased risk of suicidal behaviors.

Population Focus:
Groups and organizations working with or providing services to high risk youth

Rationale:

Some youth are at increased risk for suicidal behavior. The MYSPP intends to reach out to
specific groups and organizations that are in a unique position to assist high-risk youth.
Expanding partnerships is intended to increase awareness and extend the reach of suicide
prevention resources to high-risk youth.

MY SPP committees recommended that collaborations be cultivated with three specific groups:
faith communities, Native American tribes and organizations serving lesbian, gay, bi-sexual,
transgendered and questioning (LGBT) youth.

Faith Communities

Faith communities offer support and guidance to their members and communities at large during
stressful times. Because of their unique position, faith leaders can also play an important role in
suicide prevention by de-stigmatizing mental illness, substance use problems, suicidal and other
related health risk behaviors. Preparation of members of the faith community in basic suicide
prevention knowledge and skills will increase the effectiveness of their response to persons at
risk of suicide and to the needs of survivors of suicide.

Native American Tribes

Across the U.S., American Indian and Alaskan Natives have the highest rate of suicide among
the 15 to 24 age group.® Studies of American Indians and Alaska Natives in other parts of the
country have indicated that social and cultural changes and the pressure to conform to “white”
culture are linked to higher suicide rates.

The vast majority (98.5 percent) of Mainers are white and the native population is relatively small
(0.5 percent). There are 8,576 American Indians ’ living in or near five small rural communities
in Aroostook, Penobscot, and Washington Counties. The small absolute number of American

® Centers for Disease Control and Prevention, National Center for Injury Prevention and Control (producer). Web-based Injury
Statistics Query and Reporting System (WISQARS) [Online]. Available online from:
http://www.cdc.gov/ncipc/wisgars/default.htm. (2004).

® Goldsmith, S. K., Pellmar. T. C., Keinman. A. M., Bunney, W. E., Reducing Suicide, A National Imperative. The National
Academies Press, Washington, D.C. 2002; p 49.

" US Census, American Community Survey Summary Tables, http:/factfinder.census.gov. 2003.
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Indians in Maine makes reliable data collection and analysis of suicidal behaviors among these
youth in the state difficult. However, we know from a study in Maine, from 1993-1997, the age-
adjusted mortality rate due to suicide for American Indians in Maine at that time was 30 percent
higher than that of the overall population.® In order to better understand the extent of suicidal
behaviors and corresponding needs among Native youth, collaboration with the Tribes in Maine is
essential to build culturally competent responses.

Providers and Organizations Serving Lesbian, Gay, Bi-sexual, Transgendered and
Questioning Youth (LGBTQ)

The evidence that LGBTQ youth disproportionately engage in suicidal behaviors is strong. The
public health, medical, and social science research literature is compelling in demonstrating an
association between sexual orientation and suicidal behaviors. A growing body of research
concludes that LGBTQ youth are more likely than heterosexual youth to contemplate and
attempt suicide.’ *° * The 1999 Surgeon General's Call to Action to Prevent Suicide states that
that there is growing concern about an association between suicide risk and bisexuality or
homosexuality for youth, particularly males. It is vital to reach out to sexual minority youth with
information and education by partnering with schools, health care providers and other
organizations serving these youth.

Agencies Serving High Risk Youth

It is widely believed that from 60 percent to 90 percent of suicide victims meet the criteria for
some form of mental illness, most commonly severe depression or other mood disorders, and
anxiety or conduct disorders. These conditions often occur in combination with substance
abuse.'? According to the 2000 National Household Survey on Drug Abuse, youths who reported
use of any illicit drug other than marijuana were three times more likely than youths who did not
use these substances to be at risk for suicide.™® Also at high risk are youth in the juvenile justice
system. Of the more than 11,000 incarcerated youth in the nation, over half suffer from
diagnosable, yet untreated mental illnesses.* Within this group, more than 17,000 incidents of
suicidal behavior are recorded in juvenile facilities each year."> Efforts will be made to engage
agencies serving high risk youth as resources permit.

8 Health Status and Needs Assessment of Native Americans in Maine: Final Report, Kuehnert, P., Maine Bureau of Health,
January 15, 2000.

® Remafedi, G. Sexual Orientation and Youth Suicide. JAMA: Journal of the American Medical Association, VVolume 282,
Number 13. 1999; p 1291-1292,
http://ejournals.ebsco.com.prxy3.ursus.maine.edu/direct.asp?ArticlelD=471CBCAD04516 A0E2010

0 Garofalo, R., Wolf, R. C., Wissow, L. S., Wooads, E. R., Goodman, E. Sexual Orientation and Risk of Suicide Attempts Among
a Representative Sample of Youth. Archives of Pediatrics & Adolescent Medicine, 153. 1999;

p 487-493.

11| eah, R., Brener, N. D., Donahue, S. F., Hack, T., Hale, K., Goodenow, C. Associations Between Health Risk Behaviors and
Opposite-, Same-, and Both-Sex Sexual Partners in Representative Samples of Vermont and Massachusetts High School
Students. Arch of Pediatrics & Adolescent Medicine, 156. 2002; p 349-355.

12 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Dept. of Health and Human
Services, Public Health Service. 2001.

13 National Household Survey on Drug Abuse; The NHSDA Report: Substance Use and the Risk of Suicide Among Youths;
Office of Applied Studies, Substance Abuse and Mental Health Services Administration (SAMHSA),

July 12, 2002.

¥ Teplin, L. A. & McClelland, G. Psychiatric and Substance Abuse Disorders among Juveniles in Detention: An Empirical
Assessment. Paper presented at the convention of American Psychological—Law Saociety, Redondo Beach, CA. March 1998.
5 Hayes, L. M. Juvenile Suicide in Confinement: A National Survey. Corrections Today, 26. July 2000; p 26.
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Lead Department:
e DHHS:
o Maine CDC
o Children’s Behavioral Health Services (CBHS)
o Office of Substance Abuse (OSA)

Potential Partners:
e MYSPP Steering Committee
e Training contractors
e Faith communities/associations
e Office of Minority Health
e Native American Tribes
e Organizations serving LGBTQ youth
e Maine Youth Action Network (MYAN) and other organizations directly serving Maine
youth
< National Alliance for the Mentally 11l of Maine (NAMI Maine)
e Health care and social service providers

Objective 1.3: Annually, increase the number of youth-serving programs statewide,
including state-based efforts, professional and voluntary organizations, and others, that integrate
suicide prevention and intervention activities into their programs.

Population Focus:

Staff from organizations, agencies, institutions and other groups statewide that have a youth
focus or special interest in youth, or are in a position to observe suicidal behavior and take action
when necessary

Rationale:

Considering the known risk and protective factors for suicidal behaviors, a public health
approach implemented at multiple levels is necessary to prevent youth suicide. Violence
prevention depends upon the collaboration of government, business, civic, religious, and cultural
organizations. Maine has many programs designed to build protective factors and/or address
various youth risk behaviors. These programs and systems help to reduce the possibility of
suicide. However, in order to identify and refer youth at risk for suicide, it is essential that
program staff, school personnel, peers, parents, service providers and others in local
communities who regularly interact with youth, acquire specific suicide prevention knowledge
and basic intervention skills. Though partnerships with schools, substance abuse prevention
programs, and mental health crisis agencies are expanding, a more systematic approach to
suicide prevention is needed within these and other agencies and systems. Connections must be
strengthened with the foster care system, correctional system, programs for youth in transition,
and programs for out of school youth.

Many programs attempt to address multiple issues simultaneously, but may not have considered
or included suicide prevention among them. As some risk factors place youth at risk for more
than one problem at the same time, utilizing an intervention that impacts one or more risk or
protective factors provides an opportunity for change in more than one identified problem. When
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a program consciously integrates suicide prevention components (for example, encouraging
help-seeking for emotional distress), the program is likely to be even more effective overall in
reducing occurrences of multiple health or social problems.*®

Lead Department:
All Children’s Cabinet agencies:
e DHHS:
0 Maine CDC
o CBHS
e Department of Labor (DOL)
e Department of Corrections (DOC)
e Department of Public Safety (DPS)
e Department of Education (DOE)

Potential Partners:
e MYSPP Steering Committee
e Employers
e Professional Associations
e Volunteer Organizations
e NAMI Maine
e Local mental health organizations
e Local Communities for Children and Youth
e Keeping Maine’s Children Connected
e MYAN and other organizations serving Maine youth
e Other organizations to be identified statewide

16 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of Health and
Human Services, Public Health Service. 2001; p 53.
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Maine Youth Suicide Prevention Program (MYSPP) Goal 2

Increase public awareness that suicide is a preventable public health problem.

Background:

The stronger and broader the support for a public health initiative, the greater the opportunity for
success. As youth suicide is a relatively rare event, many people are unaware of suicide warning
signs or how to respond to them; yet suicidal behavior is reported by 13 percent of high school
and 20 percent of middle school students in Maine.'” ‘® Because the risk and protective factors
for suicide are well known and most suicidal individuals give warning signs of their suicidal
intention, it is important that everyone in direct contact with youth have a basic understanding of
the risks and warning signs and how to respond effectively.

Greater awareness that suicide is a serious public health problem results in knowledge change,
which, in turn, can influence beliefs and behaviors.*® Better awareness coupled with dispelling
myths about suicide and suicide prevention can result in a decrease in the stigma associated with
suicidal behaviors and an increase in the early identification of individuals at risk.

Description:

A large-scale campaign to increase public awareness and understanding of suicide prevention
was strongly recommended by the committee developing this goal. Such a campaign is not
feasible given resource limitations. Thus, public awareness activities are focused on
improvement of the program website and prevention materials, dissemination of the statewide
crisis hotline number and other available helping resources. An annual awareness event is held
during National Suicide Prevention Awareness Week, the Week of World Suicide Prevention
Day, September 10, to highlight suicide prevention activities and accomplishments and to
acknowledge the contributions of those involved.

Objective 2.1: Increase public awareness that suicide is a public health problem, suicide is
preventable, and help is available.

Population Focus:
General public

Rationale:

The factors that contribute to the development, maintenance, and exacerbation of suicidal
behaviors are better understood from a public health perspective.”’ Utilizing a public health
approach, suicide may be seen as a preventable problem, with pathways to self-injury that may
lend themselves to intervention. A public health approach takes into account the psychological,

Y American Association of Suicidology. Understanding and Helping the Suicidal Individual. www.suicidology.org.

18 2005 Maine Youth Risk Behavioral Survey

' Bringing the Public Health Approach to the Problem of Suicide. Suicide and Life-Threatening Behavior, 28.

p 325-327.

2 Sjlverman, M. M., Maris, R. W. The Prevention of Suicidal Behaviors: An Overview. Suicide and Life-Threatening Behavior,
Volume 25, Number 1, Spring. 1995; p 10-21.
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emotional, cognitive, and social factors that have been shown to contribute to suicidal
behaviors.?* Social and political forces will be mobilized when the belief that suicidal behaviors
are preventable is widespread. If the general public understands that suicide can be prevented,
and people are made aware of the roles that individuals and groups can play in prevention, they
may be more inclined to take action. All suicides cannot be prevented, but suicide prevention is
ALWAYS worth trying.

Lead Department:
e DHHS:
o0 Maine CDC
o OSA
o CBHS

Potential Partners:
e All Children’s Cabinet agencies
e NAMI Maine
e Media

Objective 2.2: Annually increase knowledge of MYSPP resources for youth suicide
prevention in Maine among key state and local stakeholders.

Population Focus:
State agency staff, program partners, legislators and other policymakers, and other state and local
stakeholders

Rationale:

To enable key state and local stakeholders to support and participate in suicide prevention, they
must be aware of resources available. These resources include suicide prevention programs and
trainings, current data, and informational materials. Publicizing these resources to a large,
diverse group of key stakeholders ensures they have the information needed to make informed
decisions and to advocate for suicide prevention activities statewide.

Lead Department:
e DHHS:
0 Maine CDC
o OSA

Potential Partners:
e Training contractors
e MYSPP training program participants
e Children’s Cabinet members

2 potter, L. B., Rosenberg, M. L., Hammond, W. R.. Suicide in Youth: A Public Health Framework. Journal of the American
Academy of Child and Adolescent Psychiatry. Volume 37, Number 5, May. 1998; p 484-487.
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Maine Youth Suicide Prevention Program (MYSPP) Goal 3

Develop and implement strategies to reduce the stigma associated with being a
consumer of behavioral health services for families and youth and to increase
help-seeking behaviors.

Help-seeking behaviors are defined as actions taken by a person who utilizes
different sources of informal (parents and peers) and formal (counselors, teachers, or
mental health professionals) support.

Background:

There is a strong stigma related to seeking and utilizing behavioral health services in our society.
Stigma has been identified as the most formidable obstacle to progress in the arena of mental
health.? It frequently causes many people to hide their symptoms and avoid treatment. Sadly,
only one out of two people with a serious form of mental illness seeks treatment for their
disorder.?® Due to the historic bias and prejudice against those with mental illnesses, health care,
mental health care, and substance abuse treatment have traditionally been viewed as separate
types of treatment. Persons who need mental health care or substance abuse treatment avoid
seeking it, and insurance companies often do not pay for it at the same level of other medical
care. Increasing public understanding about mental health and mental illnesses requires action at
every level in both the public and private sectors.

%2 U.S. Department of Health and Human Services, Rockville, MD. Mental Health: A Report of the Surgeon General: U.S.
Department of Health and Human Services, Substance Abuse and Mental Health Services Administration, Center for Mental
Health Services, National Institutes of Health, National Institute of Mental Health. 1999.

23 Department of Health and Human Services: Substance Abuse and Mental Health Services Administration (2002). National
Household Survey on Drug Abuse: Volume I. Summary of National Findings; Prevalence and Treatment of Mental Health
Problems.

Kessler, R. C., Berglund, P. A, Bruce, M. L., Koch, J. R., Laska, E. M., Leaf, P. J. et al. (2001). The prevalence and correlates of
untreated serious mental illness. Health Services Research, 36, 987-1007.

Farmer, E. M. Z., Mustillo, S., Burns, B. J., & Costello, E. J. (2003). The epidemiology of mental health programs and service

use in youth: Results from the Great Smoky Mountains Study. In M.H. Epstein, K. Kutash, & A. Duchnowsk (Eds.), Outcomes
for Children and Youth with Behavioral and Emotional Disorders and Their Families: Programs and Evaluation Best Practices

2nd ed., [in press]
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The first step to reducing the stigma surrounding mental health and substance abuse problems is
to employ public education activities designed to provide factual information about these
conditions and to suggest ways to enhance mental health. A successful model exists with the
anti-smoking campaigns that promote physical health. Increasing public knowledge that mental
health and substance abuse problems are treatable and that obtaining behavioral health services is
a normal part of overall healthcare will help to “create conditions that enable persons in need of
mental health and substance abuse services to receive them.”** Eliminating stigma will also help
reduce the isolation of these individuals from society.?

Description:

Maine’s objectives under this goal are built upon several key themes. Increasing widespread
public awareness that mental health and substance abuse problems are treatable conditions and
an important part of overall healthcare is a major focus. The second theme is based on
developing new partnerships to integrate anti-stigma messages into existing public awareness
campaigns to increase access to behavioral health services, including substance abuse treatment
and suicide prevention services. Finally, building sensitivity to the needs of youth and families
at-risk and increasing appropriate help seeking are recommended.

Objective 3.1: Increase the proportion of the general public in Maine who are aware that
mental health problems frequently are treatable, and that obtaining mental health and substance
abuse services is a part of overall healthcare.

Population Focus:
General public

Rationale:

Research clearly shows that mental health and substance abuse problems are risk factors for
suicide.?® The National Strategy for Suicide Prevention points out research showing that 60 to 90
percent of all suicidal behaviors are associated with some form of mental illness and/or substance
use disorder. It also cites a study that found over 90 percent of adolescent suicide victims or
suicide attempters had a psychiatric illness (most commonly mood, disruptive and
substance/alcohol abuse disorders).?” The National Strategy further states: “Despite the fact that
effective treatments exist for these disorders and conditions, the stigma of mental illness and
substance abuse prevents many persons from seeking assistance; they fear prejudice and
discrimination.”

 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of Health and
Human Services, Public Health Service. 2001.

% president’s New Freedom Commission on Mental Health, Achieving the Promise: Transforming Mental Health Care In
America. July 2003.

% Harris, E. D., & Barraclough, B. Suicide as an Outcome for Mental Disorders. British Journal of Psychiatry, 170. 1997; p 205-
228.

2 Shaffer, D., et al. Psychiatric Diagnosis in Child and Adolescent Suicide. Archives of General Psychiatry, Volume 53, Number
4. 1996; p 339-348.
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Male youth have been shown to be particularly unlikely to seek help.?® Youth who are unwilling
or unable to ask for help or to connect with potential helpers are at an increased risk for suicide.
g(t) is therefore important that young people are able to identify and access helping professionals.?’

The perception that mental health problems are a result of a character flaw or limited will-power
is widespread. Consequently, conditions that are treatable remain untreated. When people
understand that mental disorders are real illnesses that are responsive to specific treatments, more
persons will seek treatment and the suicide rate will be reduced. Normalization of help-seeking
behaviors for substance abuse, mental health and suicide prevention services will increase the
number of persons at risk for suicide who seek and receive help.®

Lead Department:

e DHHS:
o Maine CDC
o CBHS
o OSA

e DOE

Potential Partners:
e NAMI Maine
e Task Force on Early Childhood
e Maine Youth representing diverse backgrounds
e University Residential Directors
e Media

Objective 3.2: Identify ways to decrease stigma and public misperceptions surrounding
mental health and substance abuse health issues/conditions.

Population Focus:
General public

Rationale:

The stigma attached to mental illness and substance abuse prevents persons who may be at risk
of suicide from seeking help for treatable problems. The stigma of suicide itself can reduce the
number of people who seek help, while adding to emotional burdens. Reducing stigma related to
mental health conditions and substance abuse will increase the number of persons from all
groups who receive appropriate treatment for disorders associated with suicide.**

% Canetto, S. S. Meanings of Gender and Suicidal Behavior during Adolescence. Suicide and Life-Threatening Behavior.
Volume 27, Number 4, Winter. 1997.

2 McWhirter, J., McWirter, B., McWhirter, E., & McWhirter, R. At Risk Youth: A Comprehensive Response. Brooks/Cole,
Belmont, CA. 2004.

30 Holt, M. K., Winzeler, A. A Primer on Bullying. UNH Center on Adolescence

% National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of Health and
Human Services, Public Health Service. 2001; p 59.

®National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of Health and
Human Services, Public Health Service. 2001; p 61.
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Maine is a rural state with many small towns. Stigma associated with mental health conditions
appear to be particularly pronounced among older adults, ethnic and racial minorities, and
residents of rural areas.®® In order for people to receive the services they need, it is important that
they not conceal their symptoms and are not embarrassed or ashamed about seeking treatment.

Lead Department:
e DHHS:
o Commissioner’s Office
o OSA
o CBHS
Potential Partners:
e NAMI Maine
e Advocacy groups
e American Foundation for Suicide Prevention (AFSP — Survivor Speakers’ Bureau)
e Maine media outlets
e Maine youth
e Parent/Family Organizations
e ME Assoc. of Substance Abuse Programs
e ME Assoc. of Prevention Programs
e ME Assoc. of Mental Health Providers
e Governor’s Office of Health Policy and Finance
e Keeping Maine’s Children’s Connected
e Healthy Maine Partnerships
e Contracted trainers

Objective 3.3: Provide opportunities for school-aged youth to understand the importance
of seeking help for mental health or substance abuse conditions.

Population Focus:
Youth ages 10-18

Rationale:

Intolerable stress, inadequate problem-solving abilities, and lack of supportive connections are
all risk factors for suicide. Among teens, at least one in five suicide victims appears to have been
suffering from clinical depression at the time of their suicide.* Yet, according to the 2000
NSDUH (National Household Survey on Drug Abuse) survey, only 36 percent of youths at risk
for suicide during the previous year received mental health treatment.® As the total number of
survey respondents for Maine was small, caution must be used with this finding.

% President’s New Freedom Commission on Mental Health, Achieving the Promise: Transforming Mental Health Care In
America. July 2003.

3 Shaffer, D., Garland, A., Gould, M., Fisher, P., & Trautman, P. Preventing Teenage Suicide: A Critical Review. Journal of the
American Academy of Child and Adolescent Psychiatry. VVolume 27, Number 6. 1998; p 675-687.

% Office of Applied Studies, Substance Abuse and Mental Health Services Administration. Substance Use and the Risk of
Suicide Among Youth. National Household Survey on Drug Abuse, The NHSDA Report. July 12, 2002.
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The extent to which the stigma around seeking mental health or substance abuse services impacts
youth help-seeking attitudes is unknown. Unwillingness to seek care may also be attributable to
lack of knowledge about these services or other barriers such as access issues. Teens and young
adults are also guided in their willingness to seek care by parental attitudes, and by the
availability of systems and providers who are culturally competent.

Most suicidal youths confide their concerns to their peers far more often than to adults.*
However, youth usually do not have the skills to help a friend through a crisis alone. Having
awareness and skills to seek help for themselves and for friends is critical in ensuring that youth
in crisis receive the level of support needed. The Lifelines Program increases the likelihood that
school gatekeepers (administrators, faculty, and staff) and peers who come into contact with
youth at-risk can more readily identify suicidal behavior, provide an appropriate response, know
how to obtain help, and be consistently inclined to take action.’” Research shows that when a
suicide prevention awareness curriculum focuses on suicide as it relates to mental health
problems, more students will seek help, leading to an increased awareness about mental illness
and a reduction in suicide rates.® ** *° In Maine’s implementation and evaluation of the Lifelines
student lessons, an increase in help-seeking among youth was demonstrated.*

Lead Department:
e Department of Education (DOE)
e DHHS:
o0 Maine CDC
o CBHS

Potential Partners:
e DHHS Contracted trainers
e Maine school staff members and the Coordinating School Health Program
 NAMI of Maine
e Maine Medical Center, Portland Identification & Early Referral Program (MMC, PIER)
e Odyssey Program
e Center for Grieving Children
e MYAN and other youth advocacy support organizations

3 Kalafat, J., Underwood, M., O’Halloran, S. Lifelines, A School-Based Response to Youth Suicide. Maine Youth Suicide
Prevention Program. October 2003.

% Kalafat, J., Underwood, M., O’Halloran, S. Lifelines, A School-Based Response to Youth Suicide. Maine Youth Suicide
Prevention Program. October 2003.

3 Ciffone, J. Suicide Prevention: A Classroom Presentation to Adolescents. Social Work, 38. 1993: p 197-203.

% Kalafat, J. Prevention of Youth Suicide; Weissberg, R. P., Gullotta, T. P., Hampton, R. L., Ryan, B. A., & Adams, G. R.
Enhancing Children’s Wellness, Thousand Oaks: CA: Sage. Volume 8; p 175-213.

“0 Ryerson, D. Suicide Awareness Education in Schools: The Development of a Core Program and Subsequent Modifications for
Special Populations or Institutions. Death Studies, 14. 1990; p 371-390.

41 Madden, M., Haley, D., Hart, S., Kalafat, J., Saliwanchik-Brown, C. An Evaluation of Maine’s Comprehensive School-based
Youth Suicide Prevention Program. 2007.
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Maine Youth Suicide Prevention Program (MY SPP) Goal 4

Increase the number of Maine schools and communities statewide that
implement effective youth suicide prevention activities.

Background:

Comprehensive approaches in school and community settings have proven effective in suicide
prevention®?. Through a grant from the Centers for Disease Control and Prevention (2002-2006),
the MYSPP worked with 12 high schools to implement and evaluate the comprehensive school-
based Lifelines Program. Evaluation results have demonstrated the desired outcomes. The
program is ongoing in the project schools, and youth in need of intervention continue to be
identified and referred by school staff members and peers. Youth seek help from trusted adults at
higher than previous rates. Planning for the aftermath of a death by suicide (postvention) has
helped school staff in two of the project schools to meet the significant challenges of managing
the school environment after a suicide and to more effectively handle other crises.

During the time that I have been working with Maine's Statewide Youth Suicide Prevention Program, I
have been impressed with their community-based systems approach, which I consider necessary for
effective prevention. They have developed an overall project logic model as well as logic models and
goals and objectives for each initiative across a spectrum of interrelated programs. Their efforts to
evaluate both the implementation and outcomes of the Lifelines school-based youth suicide response
program will likely result in it moving from a Promising Program designation to an Evidence-Based

program. Their current plan for expanding the involvement of other schools and agencies is a critical next
stage in their statewide project.

John Kalafat, PhD,
Graduate School of Applied and Professional Psychology, Rutgers University

Past President, American Association of Suicidoloay

Description:

Several of the objectives in this goal incorporate what has been learned from implementation and
evaluation of the comprehensive Lifelines Program into MYSPP training programs, school
protocol guidelines and associated resources. The MYSPP protocol guidelines contain a
component to help school personnel assist at-risk students and maintain control of the school
environment in a crisis. Administrative protocols, along with agreements between schools and
local crisis agencies, aid in building links to services needed by at-risk teens. MY SPP provides
all components of the Lifelines training, and, with SAMHSA funding (2005-2008), will provide
technical assistance to six additional high schools to implement the comprehensive Lifelines
Program. Also included is an objective to integrate mental health key concepts into
comprehensive school health education curricula at the middle school level. To prevent suicide
among college students and out-of-school youth and young adults, expansion of suicide
prevention efforts to universities, colleges, employers and other community agencies serving
these populations is recommended.

“2 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of Health and
Human Services, Public Health Service. 2001.

25



Another critical component of a comprehensive approach is the continuing need to identify and
implement effective approaches to assist high-risk youth to develop the life skills and coping
strategies necessary to leading productive lives.

Objective 4.1: Increase the number of Maine high schools with trained staff implementing
the Lifelines Program.

Population Focus:
Middle and high school systems statewide

Rationale:

Teen suicide is a real and serious threat and no school is immune from it. With efforts to update
school crisis response plans comes the realization that a school-based suicide prevention program
is an essential component. Such a program formally recognizes the school’s commitment to the
prevention of adolescent suicide and increases the likelihood that proactive measures will be
taken. The MYSPP has chosen to implement the Lifelines Program as a cornerstone of school-
based suicide prevention efforts. The purpose of the Lifelines Program is to ““enhance the ability
of all members of a school community to recognize troubled students, and to provide them with
step-by-step procedures for intervening in a suicidal crisis.”*® Lifelines Program components
include: 1) Administrative guidelines/protocols to guide effective responses to suicidal
expressions or behavior, including postvention following a suicide attempt or death; 2)
Memoranda of Agreement with Crisis Service Providers outlining referral procedures and
prevention /intervention services to be provided to the school; 3) Educational programs for all
faculty, staff and parents in the school community to include suicide information, indicators of
at-risk students and response and referral protocols; 4) Student lessons that teach peers to
recognize suicidal behavior, respond appropriately, know how to get help from a trusted adult
and be consistently inclined to do so.

Student lessons are instituted only after adults are trained and protocols are in place. Kalafat and
Elias (1994) evaluated an early version of the Lifelines student lessons ** and found that students
who participated in the classes, showed significant gains in relevant knowledge about suicide and
significantly more positive attitudes toward help seeking and intervening with potentially
suicidal peers. Maine’s project evaluation is demonstrating similar results.”> Given that the
Lifelines Program is a proven, effective suicide prevention strategy, it is important to train
teachers to deliver the student lessons across the state.

Lead Department:
e DHHS, Maine CDC
e DOE

“ Kalafat, J., and Ryerson, D. The Implementation and Institutionalization of a School-Based Youth Suicide Prevention Program.
The Journal of Primary Prevention, Volume 19, Number 3. 1999; p 157-175.

4 Kalafat, J., & Underwood, M. Lifelines: A Schoo-Based Adolescent Suicide Response Program. Kendall/Hunt Publishing Co.,
Dubuque, 1A, 1998.

4 Madden, M., Haley, D., Hart, S., Kalafat, J., Saliwanchik-Brown, C. An Evaluation of Maine’s Comprehensive School-based
Youth Suicide Prevention Program. 2007.
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Potential Partners:
e DHHS, CBHS
e DHHS, Coordinating School Health Program
e Lifelines Training Contractor, Medical Care Development (MCD)
e Maine school administrators, pupil services staff and health instructors
e Local crisis service providers

Objective 4.2: Increase the number of middle schools that integrate key concepts related to
mental health and help-seeking within comprehensive school health education.

Population Focus:
Maine Middle Schools

Rationale:

In the 2005 Youth Risk Behavior Survey in Maine, the rate among middle school students
reporting suicidal thoughts, ideation and behaviors surpassed their high school counterparts.*
This trend indicates the need for suicide prevention education to begin in middle school. In order
to facilitate this process, key stakeholders, health teachers and the Department of Education must
be engaged in identifying and integrating mental health key concepts related to suicide into the
comprehensive school health education curriculum.

Lead Department:
e Department of Education (DOE)

Potential Partners:
e Contracted trainers
e NAMI Maine

Objective 4.3: Annually, increase the number of community-based organizations,
institutions and other groups serving middle and high-school aged youth during non-school hours
that have gatekeepers trained to intervene and prevent suicide.

Population Focus:
Staff in community-based organizations such as recreation programs, mentoring programs,
church groups, Boy/Girl Scouts, after school arts programs, theater groups and other youth
oriented programs

Rationale:

Community-based programs provide a wide variety of opportunities in many different settings,
all of which have the potential to provide important support and safety to the youths they serve.
No matter what their focus, these programs are very likely to play a key role in preventing a
youth suicide as well as in the aftermath of a suicide in the community. It is important that
community organizations have trained staff and established protocols for 1) how to appropriately
respond to suicidal behavior and 2) how to manage the aftermath of a suicide crisis.

“6 Centers for Disease Control and Prevention. 2005 Youth Risk Behavior Survey. www.cdc.gov/yrbss. Accessed July 24, 2006.
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Some organizations are structured so that all staff are trained to intervene directly with youth,
while other organizations are structured so that all staff have suicide prevention training and very
clear guidelines on who will actually coordinate intervention efforts. All staff in these
community-based organizations need to be clear about their professional roles/boundaries and
personal/organizational liability issues when responding to these types of events. All staff must
be educated about the contagion factor as it relates to suicidal behavior and suicides.

Lead Department:
e DHHS, Maine CDC

Potential Partners:
e Interdepartmental Coordinating Committee
e Communities for Children and Youth

Objective 4.4: Increase the number of post-secondary educational institutions with staff
trained to assist students at risk of suicide and to appropriately involve their families.

Population Focus:
Primary care, mental health and substance abuse service providers, residential life faculty in
post-secondary educational institutions in Maine.

Rationale:

Graduating from high school and beginning a post-secondary education program is a key
transition period in a young person’s life. For many, this is the first time living away from home
as well as a time to transition from childhood health care providers to new health care providers.
However, the need for adult supports still exists. Post-secondary institutions play a critical role in
promoting the health of the young adult population.

Common health issues addressed on college campuses include alcohol and drug use, unsafe
sexual activity and STDs, and interpersonal violence. Many campuses have innovative programs
that address decision-making and communication skills, programs and policies to decrease
aIcohoJﬂabuse, and task forces that organize campus activities surrounding particular health
issues.

One-fourth of all individuals in the U.S. ages 18-24 are full- or part-time college students,
suggesting that a large proportion of young adults could be reached through college-based
suicide prevention efforts.*® In 2000, the census data showed that one third of persons ages 18-24
years were either full- or part-time undergraduate or graduate students living in Maine.*® Thus,
college-based suicide prevention efforts would serve about a third of the 18-24 population.

“"Centers for Disease Control and Prevention. Improving the Health of Adolescents & Young Adults: A Guide for States and
Communities. Atlanta, GA. 2004.

“8 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U S Department of Health and
Human Services, Public Health Service. 2001; p 66.

9 Maine State Planning Office. Complete Census 2000, 2000 Edition, Augusta: SPO. 2000.
http://maine.gov/spo/economics/census.
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While for many individuals, college serves as a protective factor, there are two groups who
might be at higher risk for suicide: 1) those who enter college with a pre-existing mental health
condition and 2) those who develop a mental health condition once in college. Just as with the
general population, depression plays a large role in suicide. “Ten percent of college students
have been diagnosed with depression.” The majority of young adults ages 18 and older who are
diagnosed with depression do not receive appropriate or even any treatment at all.” *° Primary
and mental health care providers who have the skills to assist youth at-risk of suicide increase the
likelihood of appropriate interventions when faced with a suicidal individual. It is also important
to facilitate appropriate family involvement in the young person’s treatment.

Lead Department:
e DHHS, Maine CDC

Potential Partners:
e Post-secondary institutions in Maine
e Maine College Health Association
e DOL
e DHHS Programs

Objective 4.5: Annually, increase the number of community-based organizations serving
youth who are not in secondary or post secondary educational settings with staff who are
prepared to intervene to prevent suicide.

Population Focus:
Community agencies serving youth ages 18-24 who are not in high school or post-secondary
educational settings

Rationale:

In 2000, Maine census data showed that two-thirds of persons ages 18-24 were not enrolled in
any type of post-secondary education.®* Since this is a large population of young people who are
not being reached in educational settings, it is important to reach out to community-based
organizations, associations, employers and other entities connecting with youth in that age group.

The suicide rate among the 18-24 year-old age group in Maine is higher than the national and
regional suicide rates.>* Between 2000-2004, Maine’s rate was 15.1/100,000, while the national
rate in the same period was 11.7/100,000 and the regional rate was 9.0/100,000.

% National Mental Health Association and the Jed Foundation: Safeguarding your Students Against Suicide-Expanding the
Safety Net: Proceedings from and Expert Panel on Vulnerability, Depressive Symptoms, and Suicidal Behavior on College
Campuses. 2002.

*! Maine State Planning Office. Complete Census 2000, 2000 Edition, Augusta: SPO. 2000.
http://maine.gov/spo/economics/census.

%2 Centers for Disease Control and Prevention, Web-based Injury Statistics Query and Reporting System (WISQARS),
http://www.cdc.gov/ncipc/wisqgars/
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Lead Department:
e DHHS, Maine CDC
e DOE, Adult and Community Education, truancy, dropout and homeless
e DOL, Committee on Transition

Potential Partners:
e MYAN
e OUTRIGHT
e Tribal health leaders and Tribal representatives
e Health Service Providers
e Homeless shelters
e Communities for Children and Youth/Prevention Coalitions
e Maine Medical Center

Objective 4.6: Increase the number of secondary schools with staff members trained to
implement best practice and/or promising programs designed to improve outcomes for at-risk
students.

Population Focus:
Maine secondary schools including alternative schools

Rationale:

The increased potential for suicide in some youths is indicated by the presence of suicidal
thoughts, prior suicide attempts, ongoing depression and/or drug or alcohol involvement.
Prevention strategies for these high-risk youths need to focus on building life skills, enhancing
social supports, and making mental health and substance abuse treatment services accessible and
responsive to these youths at risk and their families.

In response to the serious problem of suicide in the United States, hundreds of suicide prevention
programs have been created and employed across the country. However, accessible evidence
concerning the effectiveness of these programs with high risk youth is limited. The Suicide
Prevention Resource Center (SPRC) has an up-to-date online registry of evidence-based suicide
prevention programs. Many of the programs are in the school domain, but few are especially
designed for high-risk youths. Among the designated best practice programs is Coping and
Support Training (C.A.S.T.), a school-based intervention for students at-risk for suicide who
require an intensive intervention.

Lead Department:
e DHHS:
e OSA
e Maine CDC

Potential Partners:

e Contracted trainers
e Maine Schools
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Maine Youth Suicide Prevention Program (MYSPP) Goal 5

Support initiatives to decrease the risk of youth suicides by reducing access to
lethal means.

Note: Lethal Means is defined as any instrument or object utilized to carry out a self-destructive
act (i.e., firearm, poison, medication, rope, chemicals and/or other hazardous material).

Background:

As firearms have high lethality, the majority of suicide attempts by firearm are fatal. From 2000-
2004, firearms were used in more than half (57 percent) of all youth suicides among Maine
residents ages 12-24. In that five year period, there were a total of 79 firearm deaths among 12-
24 year olds, 65 of which were suicides. The second leading method of youth suicides in this
period was hanging, accounting for 41, or 36 percent of youth suicides.

It has been demonstrated that a large percentage of youth suicides occurred as the result of an
impulsive act. One study conducted by the Harvard Injury Control Research Center and the
American Association of Suicidology asked individuals ages 15-24 how much time elapsed
between the moment they decided to commit suicide and the time they took action. Nearly one
quarter stated that less than five minutes passed.>® Another study showed that 25 percent of 153
survivors of near lethal suicide attempts acted within five minutes of the impulse to do so and 71
percent acted within one hour.>® Other studies that followed victims of nearly lethal attempts
found that 10 to 20 years later, 90 percent or more had not died by suicide.>

Imagine a 14-year-old running out of the kitchen after an argument with a parent. The youth
reaches into a closet, takes a loaded firearm, and pulls the trigger. A life is suddenly and sadly
lost. Now imagine there is no gun, and in the 15-20 minutes it takes to find a rope, gather pills or
fill the garage with fumes, the anger felt may have passed and/or a family member may have
intervened to help. For some youth, the best form of suicide prevention is putting time and
distance between the impulse to die and a lethal weapon.

Restricting access to lethal means has been cited as one of the most effective ways to reduce
youth suicide.®® An analysis of suicide data in Northeast states showed that states with higher
ownership rates have higher suicide rates.”” The National Council for Suicide Prevention, a
group of 10 national organizations dedicated to reducing suicide, supports education, awareness
and policies to reduce the access to firearms by persons determined to be a risk to themselves.

%% Harvard Injury Control Research Center and the American Association of Suicidology. A Public Health Approach to
Preventing Suicide. June 2003.

> Swahn, M. H., Potter, L. B. Factors Associated with the Medical Severity of Suicide Attempts in Youth and Young Adults.
2001.

%5 Barber, C. Fatal Connection; The Link Between Guns and Suicide. Advancing Suicide Prevention, VVolume 1, Issue 2,
July/August. 2005.

6 Hemenway, D. Private Guns, Public Health. The University of Michigan Press, Ann Harbor. 2004.

5" Miller, M., Hemenway, D., Azrael, D. “Firearms and Suicide in the Northeast” Journal of Trauma, 57. 2004; p 626-632.
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Description:

The four objectives in this goal are designed to reduce access to lethal means for young people at
risk of suicide. First, public awareness education efforts must be increased in order to raise
awareness among adults about the importance of restricting access to all types of lethal means.
Second, is increasing the number of primary and behavioral health care clinicians, public safety
officials who routinely assess for the presence of all types of lethal means in the home and
educate about the actions to reduce associated risks. Third and fourth are policy solutions to
strengthen the Child Access Prevention (CAP) Law in Maine and to require parental permission
for the purchase of a long gun by persons up to age 18.

Objective 5.1: Increase awareness among adults in Maine about the importance of
restricting access to all types of lethal means for at-risk individuals.

Population Focus:
General public, MY SPP web users and training participants

Rationale:

Public information campaigns have been shown to be effective in changing health behavior and
improving public health. Successful public information campaigns have decreased tobacco use,
increased seat belt use and decreased the incidence of drunk driving.® Evidence from many
countries and cultures has shown that limiting access to lethal means is an effective strategy to
prevent self-destructive behaviors in at-risk individuals.® The success of campaigns described
previously indicates that similar efforts to educate the public about restricting access to lethal
means in the home could also be successful.

Law enforcement officials are trained to safely remove lethal means from a dangerous situation.
However, while law enforcement officials are trained and available to assist with removing lethal
means from the environment of a suicidal person, this practice is not widely known by the public
and not all law enforcement agencies have procedures about removing lethal means from the
environment of a suicidal person.

Lead Department:
e DHHS, Maine CDC
e DPS
e DOE

%8 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of
Health and Human Services, Public Health Service. 2001; p 75.
% National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of
Health and Human Services, Public Health Service. 2001; p 71.
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Potential Partners:
e Law Enforcement and Emergency Medical Technicians (EMTs)
e Department of Inland Fisheries & Wildlife (DIF/W)
e OSA
e Public Health Nursing
e Schools
e Youth and Parents
e Community agencies, organizations and businesses
e The Office of The Maine Attorney General
e US Attorney’s Office
e Sportsman’s Alliance of Maine and other Hunting and Rod and Gun Clubs
e Maine Coalition Against Domestic Violence
e Media Outlets
e Legislators
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Objective 5.2: Increase the number of primary care providers, behavioral health
clinicians and public safety officials who routinely assess the presence of all types of
lethal means in the home and educate about the actions to reduce associated risks.®°

Population Focus:
Primary care providers, behavioral health clinicians, and public safety officials

Rationale:

It has been shown that the presence of a lethal means, particularly a firearm, in the home
is associated with increased rates of suicide.®* One study showed that, among parents
whose children visited an emergency department for a mental health assessment or
treatment, those who received injury prevention education from hospital staff were
significantly more likely to limit access to lethal means of self-harm than are families
who did not receive such education.® Currently, there are no universally accepted
guidelines for the assessment of suicidal risk in primary health care and emergency
department settings. Such guidelines would assure that these assessments would become
part of the routine protocol for providing clinical care to all individuals seen in these
health care settings and would assist in the process of making clinically appropriate
referrals for mental health and substance abuse treatment.®

Lead Department:
e DHHS, Maine CDC
e The Office of The Maine Attorney General
e DPS: State Police / Emergency Medical Services (EMS)

Potential Partners:
e ME Mental Health Association
e ME Assoc. of Family Physicians
e ME Criminal Justice Academy
e ME Chapter of American Academy of Pediatrics
e Northern New England Poison Center
e Residential Programs
e Local Law Enforcement
e« OSA
e Emergency Room Staff
e Medical Care Providers and/or Personnel
e Intimate Partner Violence Prevention Organizations

8 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of
Health and Human Services, Public Health Service. 2001; p 74.

61 Center to Prevent Handgun Violence Brochure.

62 Grossman, K. M. Suicide and Violence Prevention: Parent Education in the Emergency Department. 1999.

8 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S.

Department of Health and Human Services, Public Health Service. 2001; p 91.
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Objective 5.3: Provide data and research to demonstrate the benefits of
strengthening the Child Access Prevention (CAP) Law in Maine.

Population Focus:
Safety advocates and Maine citizens

Rationale:

CAP laws hold adult owners of firearms criminally responsible if a child under age 18
gains access to a gun that is not made reasonably inaccessible or does not have a device
to lock the gun in place. Multiple studies have shown that strengthening Child Access
Prevention (CAP) laws can increase child safety. A study conducted by researchers at the
Johns Hopkins Bloomberg School of Public Health provides evidence that the CAP laws
for firearms enacted by 18 states significantly reduced suicide rates among young people
ages 14-17.%* Evidence from a study in Houston, Texas suggests that CAP Laws have
been successful in reducing deaths due to unintentional and suicide firearm injuries
among children under age 16.° Holding adult owners of firearms criminally responsible
for improper storage combined with widespread public awareness education would
provide a strong message about the obligation of adults to keep youth safe from
intentional and unintentional firearm injuries. Maine’s CAP law currently states that “gun
owners may be held responsible if they leave a gun easily accessible to a child under 16
years old,” but there are broad exemptions under this law. While Maine has a low rate of
unintentional deaths by firearms,®® the incidence of suicide deaths by firearms is high.

Lead Department:
e DHHS:
o Maine CDC
o CBHS
e DPS: State Police / EMS

Potential Partners:
e Maine Citizen’s Against Handgun Violence
e Maine representatives of the Million Mom March
e Sportsman’s Alliance of Maine
e Medical Community
e Legislators
e Law Enforcement
e Local EMTs
e Parents and Youth

8 Johns Hopkins Bloomberg School of Public Health. Gun Laws Requiring Safe Storage Prevent Some Youth Suicides.
Journal of American Medical Association. 2004.

8 \www.bradycampaign.org/facts/faqs/?page=cap

® Scruggs, R. Why Kids Just Can’t Say No (presented by The Sportsman’s Alliance of Maine). 2003; p 10.
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Objective 5.4: Provide data and research that demonstrates the benefits of
strengthening the law requiring parental permission for the purchase of a long gun by
persons up to age 18.

Population Focus:
Legislature and Maine Citizens

Rationale:

A literature review of the effectiveness of firearm legislation indicates that restricting
access to firearms through legislation and enforcement reduces youth suicide.
Substitution of other means does not appear to offset the benefits of restriction.®” Current
Maine law restricts selling or giving handguns to juveniles under age 18, and restricts
selling or giving rifles or shotguns to juveniles under 16, except for supervised loans of
firearms or for limited lawful activities such as hunting. There is no limit on youth
possessing firearms, nor parental permission required to possess a firearm.

Lead Department:
e DHHS:
o0 Maine CDC
o CBHS
e DPS: State Police / EMS

Potential Partners:
e Maine Citizen’s Against Handgun Violence
e Maine representatives of the Million Mom March
e Sportsman’s Alliance of Maine
e Medical Community
e Maine Legislators
e Law Enforcement
e Local EMTs
e Parents and Youth

" Hemenway, D. Private Guns Public Health. University of Michigan Press. 2004.
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Maine Youth Suicide Prevention Program (MYSPP) Goal 6

Implement training for recognition of at-risk behavior and appropriate
response to a variety of audiences statewide.

Background:

Training and education programs offer a face-to-face opportunity to dispel myths, address
misconceptions, increase knowledge and improve attitudes about suicide prevention. As
pre-service (college) education in effective suicide prevention and intervention strategies
for professionals entering the fields of education, health care, public safety and other
fields is not universally available, continuing education in effective suicide prevention
strategies is essential for those working directly with youth. Training for the individuals
in close contact with youth facilitates the early identification and referral of persons at
risk. Suicide prevention education must be integrated into programs and activities that
already exist and included in the agendas of communities and state groups.®®

Description:

Objectives under this goal are focused on increasing knowledge, skills and confidence
levels among key personnel in schools, colleges and communities in Maine. Basic suicide
prevention awareness and skills trainings will be delivered to general and selected
audiences. Adults attending the sessions will be trained to identify and assist youth at risk
of suicide.

Objective 6.1: Increase knowledge, confidence, and skills among a wide variety of
individuals trained to identify and respond appropriately to youth at-risk of suicide.

Population Focus:
Individuals routinely interacting with youth, ages 10-24 and those working with,
providing services to, or having consistent contact with youth

Rationale:

Creating a network of individuals trained to identify and respond appropriately to youth
at-risk of suicide accomplishes three things. First, it ensures that individuals are trained to
intervene appropriately with suicidal youth; second, these individuals know how to
connect youth to the appropriate services, and third, it ensures that individuals are
supportive to the youth during the process, thus providing a safe and trusting environment
for them. More adults in Maine trained to handle suicidal situations will result in an
increase in successful interventions that save more young people’s lives.

It is vital to increase the confidence of adults who are trained to respond to youth when
intervening in a suicidal situation. Continued in-service trainings reinforce current skills,

%8 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of
Health and Human Services, Public Health Service. 2001; p 53.
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refresh awareness and commitment to suicide prevention, and provide support to those
who have dealt with difficult situations.

Lead Department:
e DHHS, Maine CDC

Potential Partners:
e Training contractors
e DHHS, Behavioral Health Offices
e Children’s Cabinet agency training staff and contractors
e Communities for Children and Youth
e Representatives from Gatekeeper Training audiences

Objective 6.2: Annually, increase the number of staff in youth-serving
organizations and individuals working with youth who have received youth suicide
prevention awareness education.

Population Focus:
Individuals routinely interacting with youth, ages 10-24, and those working with,
providing services to, or having consistent contact with youth

Rationale:

Anyone working closely with youth can learn to conduct a basic three-step suicide
intervention once they have received a basic suicide prevention awareness education
program (60-90 minutes) offered by a trained gatekeeper. Not all adults who are part of a
young person’s support network see themselves as “gatekeepers,” but they may be in a
better position, through regular contact with a young person, to identify a need for help.
These adults may be in the role of teacher, employer, relative, coach, or neighbor.
Enlarging the pool of people who know the risk factors and warnings signs, how to ask
the questions about suicidal intent, and what resources are available, broadens the safety
net for all youth.

Lead Department:
e DHHS, Maine CDC

Potential Partners:
e Training contractors
e Children’s Cabinet agency training staff
e Communities for Children and Youth
e DOL
e NAMI Maine
e AFSP, Maine Chapter

e CBHS
- DOE
e DPS
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e DOC
e Sub-contractors of all Children’s Cabinet agencies
e Healthy Maine Partnerships

Objective 6.3: Increase the number of secondary schools with school-based
primary and mental health care providers trained to assist youth and families at risk of
suicide.

Population Focus:
School-based primary and mental health care providers

Rationale: The 2000 National Household Survey on Drug Abuse found that, while most
youth who reported some risk for suicide had not received any type of treatment (65
percent), 15.1 percent reported seeing a school counselor, school psychologist or
teacher.®® Teens spend a great deal of time in school. School personnel, including primary
and mental health care providers, can play an important role in suicide prevention and
intervention. Training in effective suicide prevention and intervention will provide them
with increased knowledge and confidence to directly address their concerns with a
student. With support from the MYSPP, linkages between schools and local mental
health providers will be strengthened as well in order to facilitate referrals and case
management.

Lead Department:
e DHHS, Maine CDC

Potential Partners:
e DHHS:
o CBHS
o OSA
o Maine CDC
e DOE, Student Assistance Team Unit (SAT)

Objective 6.4: Annually, increase the number of community based primary health
care providers who are trained to identify and assist youth, young adults and families at-
risk of suicide.

Population Focus:

Community based physicians, nurses, physician assistants, nurse practitioners, crisis
response providers, psychologists, social workers and substance abuse treatment
providers

8 Office of Applied Studies, Substance Abuse and Mental Health Services Administration. Substance Use and the Risk
of Suicide Among Youth. National Household Survey on Drug Abuse, The NHSDA Report, July 12, 2002.
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Rationale:

Community based primary health care professionals, crisis workers and substance abuse
treatment providers are in key positions to identify, intervene, and refer youth and young
adults at-risk of suicidal behavior. Many suicidal individuals make contact with their
primary care physicians within a few weeks prior to their death.”” A number of studies
indicate that many professionals are inadequately prepared in these areas.”* Training of
community-based professionals can effectively expand the identification and treatment of
individuals at risk of suicide, and ensure an efficient use of limited resources.

Lead Department:
e DHHS:
o0 Maine CDC
o CBHS
o OSA

Potential Partners:
e University of New England
e Muskie School for Public Service
e Department of Professional and Financial Regulation
 NAMI Maine
e Maine Family Practice Association
e Managed Care Consumer Assistance Program
e ME Chapter American Academy of Pediatrics
« National Association of Social Workers, Maine Chapter
e University of Maine System

%8 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S.
Department of Health and Human Services, Public Health Service. 2001; p 82.

™ Key, J., Marsh, L., Darden, P. Adolescent Medicine in Pediatric Practice: A Survey of Practice and
Training. American Journal of Medical Sciemce, Geb; 309(2). 1995: p 83-87.
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Maine Youth Suicide Prevention Program (MYSPP) Goal 7

Develop and promote effective clinical and professional practices.

Background:
Clinical practices that have been identified to prevent suicide in youth include:
e Early identification
e Early intervention
e Treatment of co-morbid problems (e.g. depressed mood, hopelessness,
helplessness, agitation, severe anxiety, pervasive insomnia, alcohol and drug
abuse, and conduct problems);
e Follow through with natural and community supports as well as professional
services;
e Effective clinical treatments and interventions.

Additional strategies that are more universal, such as promoting and supporting the
presence of protective factors including a safe and supportive environment, skills in
problem solving, conflict resolution and nonviolent handling of disputes are also
appropriate for at-risk individuals. A cognitive behavioral approach to treatment
strengthens these protective factors of problem solving and coping skills. Recently, it has
been documented that cognitive therapy could reduce repeat suicide attempts by as much
as 50 percent.”

Description:

Objectives under this goal are designed to ensure appropriate and effective identification
and intervention for at risk individuals including the implementation of aftercare
treatment programs for individuals who have exhibited suicidal behavior and the
expansion of training and use of evidence based treatment models for persons with mood
and other associated disorders.

Objective 7.1: Engage at least one survivor organization, two family member
organizations and at least two provider organizations in the development and/or
adaptation of suicide prevention educational materials about the identification,
assessment and treatment of mental health and substance abuse and associated risk of
suicide.

Population Focus:
Families, community members, psychiatric and substance abuse treatment facility
personnel

72 Journal of the American Medical Association (JAMA); study by Beck, Brown, University of Penn and colleagues.
August 3, 2005.
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Rationale:

Family and community members are key stakeholders and should be engaged in the
effort to develop guidelines for materials that identify individuals at risk for suicide
through stigma reduction, monitoring and intervening with persons at risk for suicide for
dissemination to families. It has been shown that educating family members about how to
understand, monitor, and intervene with family members at risk for suicide results in
better management and treatment of those identified individuals” Organizations such as
NAMI Maine have conclusively demonstrated the value of family education and support
network education to improve the care of individuals who are at risk. Because the exact
timing of suicidal behaviors is very difficult to predict, it is important that key members
of the family unit and social support network are knowledgeable about potential risks for
suicide and about how to protect an individual from harm.™

Lead Department:
e DHHS, CBHS

Potential Partners:
e NAMI Maine
e Gaining Empowerment Achieves Results (Gear)
e MMC, Division of Child and Adolescent Psychiatry
e AFSP, Maine Chapter
e MMC, PIER
e Center for Grieving Children
e ME Assoc. of Mental Health Service Providers
e ME Assoc. of Substance Abuse Programs

Objective 7.2: Develop and implement suicide prevention discharge guidelines in
80 percent of inpatient, residential treatment, and youth detention facilities.

Population Focus:
Facility providers, outpatient providers, youth, family members, and school personnel
serving youth up to age 21

Rationale:

At the time of transition from intensive out—of-home facilities back to the community,
children and youth experience a significant decrease in structure, support, treatment
intensity and pro-social supports. This leads to increased stress and increased use of
dysfunctional coping mechanisms. Children, teens and young adults recently discharged
from out-of-home facilities are at an increased risk of suicide attempts. Studies indicate
that there is a very high association between youth involved with the corrections system
and increased risk for suicide.” This risk remains after the young person is released from

® Richman, J. Family Therapy for Suicidal People. NY: Springer Sylvania. 1980.

™ National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of
Health and Human Services, Public Health Service. 2001; p 85.

> Harris & Barraclough, 1997; Inskip, Harris & Barraclough, 1998; Tanney, 2000.
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the correctional system. Youth re-entering homes and schools have less structure and
may have fewer supports to help them cope with suicidal thoughts.”

Incarcerated mentally ill youth are routinely transferred from state rehabilitative facilities
to the community upon the termination of their sentences. Upon release, these youth, like
other juvenile offenders requiring specialized forms of treatment, have a poor prognosis
for successful community reintegration and adjustment.”” Wood’s study on the transition
of incarcerated youth indicates that higher levels of intersystem discharge planning and
community treatment services are needed for incarcerated mentally ill youth upon
community release.’

Lead Department:

e DOC
- DHHS:
o CBHS

o0 Child Welfare Services (CWS)

Potential Partners:
e DOE
e Keeping Maine’s Children Connected
e AFSP Maine Chapter
e Correctional Facilities
e NAMI Maine
e Psychiatric Hospitals
e School Districts
e Residential Treatment Facilities
e Community service providers
e Family members

Objective 7.3: Increase the proportion of primary and mental health care and
emergency department settings that have adopted standardized assessment, intervention
and follow-up guidelines for youth suicide prevention.

Population Focus:

Primary care providers, emergency room staff, school based health center personnel,
educational personnel, post-secondary health centers and mental health and substance
abuse treatment providers

6 Wood, P., Trupin, E., Turner, A., Vander Stoep, A., Stewart, D. (NCMHJJ website: The Community Transition of
Incarcerated Mentally 11l Youth: An Outcome Study. Washington State Department of Social and Health Services,
Seattle, WA. 19909.

7 Altzchul and Armstrong, Intensive Aftercare for High-Risk Juveniles: A Community Care Model.

Program Summary, Office of Juvenile Justice and Delinquency Prevention. 1994.

Stewart, Boeky, Truptn, Mental Health Screening of Youth in IRA with Significant Emotional and Behavioral
Problems. 1999.

8 Wood, P., Trupin, E., Turner, A., Vander Stoep, A., Stewart, D. (NCMHJJ website: The Community Transition of
Incarcerated Mentally 11l Youth: An Outcome Study. Washington State Department of Social and Health Services,
Seattle, WA. 1999; p 7.
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Rationale:

Persons at risk for suicide first present in emergency departments, primary health care
settings, and in school-based health centers with a variety of concerns, including mental
illness and substance use disorders, physical abuse, recent losses, and painful physical
illnesses that can place them at increased risk for suicide.” These settings are identified
as increasingly important for access to behavioral health services. In addition to assessing
these individuals for suicide and associated problems, it is essential that they get
connected to and follow through with the appropriate resources. Only then can they
receive the treatment they need to decrease the risk of suicide. Development and
dissemination of assessment, referral, and follow up guidelines would assure that these
assessments become part of the routine protocol for individuals at risk for suicide, who
are seen in health care settings.®

Lead Department:
e DHHS:
o Office of MaineCare Services (OMS)
0 Maine CDC, Teen & Young Adult Health Program (TY AHP)
o CBHS

Potential Partners:
e Maine Hospital Association
e Mental Health Council
e Mental Health Provider Organization
e American College of Emergency Physicians, Maine Chapter
e Maine Primary Care Association
e ME Assoc. of Substance Abuse Programs
e School-based Health Center and educational personnel

Objective 7.4: Increase to 100 percent the young adult, teen and child serving state
departments in Maine that have adopted best practice guidelines for suicide prevention
and intervention.

Population Focus:
State departments serving children, teens and young adults and contracted providers of
clinical services

Rationale:

Child-serving state agencies often receive inquiries from the public seeking help. These
agencies are often working with people who face multiple life challenges and are
therefore at higher risk for suicide. In addition, state agencies should set standards for
their own operations that model the best practices desired in community-based partners
organizations. Following a “no wrong door” policy, all agency personnel should be
prepared to assist those who are seeking help for themselves or a loved one who may be

™ Harris & Barraclough, 1997; WHO, 2000a, 2000c
8 National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of
Health and Human Services, Public Health Service. 2001; p 91.
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suicidal. Policies, procedures and training can prepare personnel to respond effectively,
as well as to support these personnel in dealing with difficult cases. Such policies should
not replace the hot and warm lines supported by DHHS, but make personnel aware of
these resources, and appropriate referral sources.

Lead Department:
e DHHS:
o0 CBHS with all child, teen and young adult serving state departments
including the Quality Improvement Division

Potential Partners:
e Clinical service providers

Objective 7.5: Increase by 20 percent the number of primary care offices and
school based health centers that use the Care Model for patients with depression.

Population Focus:
Primary care providers including school based health centers

Rationale:

The “Chronic Care Model” (Care Model) incorporates the following: 1) Development of
a Diagnosis Specific Registry to help a practice with a population-based approach to
depression; 2) Use of an assessment tool (a patient self report measure for depression) to
facilitate the initial diagnosis and monitor recovery over time; 3) Patient Self
Management (patients taking an active role in their treatment); 4) Contact with a care
manager (who follow the patient’s progress, lack of progress, side effects, and self
management) during the active phase of illness.

Use of the Care Model as applied to the treatment of depression improves care in a
number of ways: 1) it provides the basis for increased training for primary care
physicians and nurses, increasing their comfort with the diagnosis of depression and their
effectiveness in treating chronic depression; 2) it allows for the monitoring of
improvement in care; 3) it encourages engaging the patient in responsibility for their care,
thereby increasing follow-up and treatment management success; and 4) it allows
identification of missed appointments. This treatment is an investment in maintaining
health, with associated improved functioning and savings in resources.®

Lead Department:
e DHHS:

o CBHS

o OMS

8 Accelerating Change Today (A.C.T.) for America’s Health, May 2002, The National Coalition on Health Care and
the Institute for Health Care Improvement, Article “Connecting the Dots: Health Plans Pivotal Role in Chronic Iliness
Improvement”.
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Potential Partners:
e School based health centers
e MMC
e NAMI Maine
e Community Providers
e Primary care providers
e Maine Care Model Pilot Programs
e Learning Collaborative on Depression

Objective 7.6: Increase by 25 percent the number of patients at risk for suicide with
a follow up plan from the crisis service provider, that pursue the proposed mental health
follow-up plan.

Population Focus:
Crisis service providers

Rationale:

All youth in Maine hospital emergency departments, or in community settings who
present with evidence of suicidal ideation or behavior, are seen by a mobile crisis team
worker with few exceptions. However, crisis workers may not routinely contact these
individuals to learn if the follow-up plan is being implemented. Efforts to focus on
improved follow-up care for suicidal youth, therefore, should focus on mobile crisis team
workers and improving the timely availability of evidence based community treatment
services (psychiatric assessment and treatment, evidence based psychotherapies, and
intensive in home treatment services where necessary).

Clinical studies have shown the importance of training personnel to address suicide
attempts and treat the underlying cause(s) intensively. Family members of adolescents
should be educated about the dangers of ignoring suicide attempts and the benefits of
follow-up treatment to reduce the reoccurrence of attempted suicide. Family members
should be actively included in the treatment planning and implementation. Youth also
should be integrally involved in treatment planning. Without follow-up treatment,
significant improvement in clinical status is extremely unlikely. Both the patient and the
health care delivery system benefit from better linkages between emergency and
appropriate follow-up care. Adolescents experiencing multiple evaluations, lengthy
waiting periods and poor communication during the process are significantly less likely
to become involved in the aftercare.

Lead Department:
e DHHS
o CBHS
0 Adult Behavioral Health Services (ABHS)
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Potential Partners:
e Community crisis service providers
e Family members
e NAMI Maine
e ME Assoc. of Mental Health Service Providers
e ME Assoc. of Substance Abuse Programs

Objective 7.7: Increase the number of mental health and substance abuse providers
assessing trauma survivors for suicide risk, including in correctional settings.

Population Focus:

Emergency Department personnel, mental health professionals, substance abuse
treatment professionals, Department of Corrections Staff, local correctional facilities and
community based justice programs

Rationale:

Risk factors of adolescent suicide include the following: the use of illegal drugs; history
of abuse by a significant other; issues resulting from gay, lesbian, transgender and
questioning youth status (LGBT); minority cultural status and co-occurring mental
illnesses. In addition, post traumatic stress disorder is significantly associated with other
risk factors for suicidal behavior: anxiety, depression, mood instability, substance abuse,
trouble concentrating and disruptive behaviors. Therefore, preventing and treating
trauma-based disorders are very likely to significantly decrease the factors associated
with suicidal behavior.

Lead Department:
e DHHS, CBHS

Potential Partners:
e Maine Trauma Network
e National Trauma Network
e Victims Advocates
e Sexual Assault Nurses Examiner Program
e Sexual Assault Crisis Centers
e Coalition to End Domestic Violence
e Community Providers

Objective 7.8: Increase the number of first responders and health professionals who
receive best practice training and support that addresses their own exposure to suicide.

Population Focus:

First responders, funeral directors, clergy, primary care physicians, mental health and
substance abuse therapists
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Rationale:

Suicide survivors, whether professional or personally connected to the victim, are at
increased risk of repeated trauma when exposed to further suicide. First responders who
are routinely exposed to suicide are likely to be in this position and yet are often
conditioned to ignore their own needs in responding to others. By supporting first
responders with training that acknowledges the increased stress they may experience and
encouraging help-seeking for these individuals, their effectiveness can be increased and
burn-out can be reduced.

Lead Department:
e DHHS, CBHS
e DPS: State Police / EMS

Potential Partners:
e EMS Providers
e Law Enforcement
e American Red Cross
e Maine Emergency Management Agency
e NAMI Maine
e AFSP, Maine Chapter
e Clergy Association(s)
e American Social Work Association, Maine Chapter
e American Psychiatric Association, Maine Chapter
e American Psychological Association, Maine Chapter
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Maine Youth Suicide Prevention Program (MYSPP) Goal 8

Improve access to and community linkages with mental health,
substance abuse, and suicide prevention services.

Background:

Increasing access to mental health services and substance abuse services can help
individuals experiencing suicidal behaviors as well as those with conditions that increase
the risk of suicide. Through public insurance programs and mental health parity laws for
private insurance, some barriers to care have been reduced in Maine. However, lack of
insurance, underinsurance and other factors continue to create access barriers, which need
to be eliminated. Linkages between schools, community agencies and mental health and
substance abuse treatment programs need to be established. The use of a multi-systemic
collaborative approach is crucial to early identification and successful treatment of at-risk
youth.

The elimination of health disparities and the improvement of the quality of life for all
Americans are central goals for Healthy People 2010.2? Some of these health disparities
are associated with differences of gender, race or ethnicity, education, income, disability,
geographic location, or sexual orientation. Many of these factors place individuals at
increased risk for suicidal behaviors, as well as increasing barriers to early identification
and specialty services such as child and adolescent psychiatric treatment.

Description:

This goal is designed to prevent suicide by ensuring that individuals who are at high risk
due to mental health and/or substance use problems have access to prevention and
treatment services.

Objective 8.1: Increase the proportion of health and/or social service outreach
programs that integrate suicide screening, assessment, support and referral.

Population Focus:
Agencies that serve at-risk children, teens and young adults ages 18-24 who are not
regularly involved in school or work and their families

Rationale:

Disconnected youth experience disproportionate difficulty with accessing appropriate
mental health services. Integrating suicide prevention into outreach programs for these
youth will increase early identification and connect them to appropriate services. In
addition, transition periods have been increasingly recognized as times of greater risk.
Resiliency factors have been identified that support coping skills for symptoms of mental

8 U.S. Department of Health and Human Services. (2000). Healthy People 2010 (2nd ed.). Washington, DC: U.S.
Government Printing Office. U.S. Public Health Service. (1999). The Surgeon General's Call to Action to Prevent
Suicide. Washington, DC: Author.
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illness and suicide ideation. Young adults who are alienated from family, social, and
community supports are at higher risk for disconnection from other systems of supports.
Engagement of these at-risk teens and young adults will serve to mitigate suicide risk.

Lead Department:

- DOE
e DHHS, CBHS
- DOL

Potential Partners:

e DHHS:
0 Maine CDC: TYAHP and Public Health Nursing Program
o0 Foster Care
o OSA

e DOC

e School Based Health Center staff

e Keeping Maine’s Children Connected

e Realize ME

Objective 8.2: Increase the number of correctional facilities and community-based
justice programs that have screening assessments and treatment protocols in place for
mental illness and suicide risk.

Population Focus:
18-24 year old prison population and juveniles involved in justice system community
settings

Rationale:

After leaving the public school setting, there exist few opportunities for screening to
identify and intervene with individuals at risk. The public safety and correctional systems
have become one place where young people struggling with mental illness and substance
abuse issues can access screening, assessment and treatment for suicidal behaviors. The
Maine Juvenile Justice system, in collaboration with Children’s Behavioral Health
Services, has instituted mental health screening for all incarcerated juveniles and young
adults. A similar screening program, the Massachusetts Assessment Youth Screening
Inventory (MAYSI), is being piloted in three counties by the DOC.

Lead Department:
e DOC
e DHHS, ABHS

Potential Partners:
e Juvenile Community Corrections Officers (JCCOSs)
e DHHS, CBHS
e Community-based Crisis Service Providers
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Objective 8.3: Increase by 10 percent the number of Maine secondary schools and
post-secondary institutions that adopt best practice guidelines for mental health and
substance abuse screening and referral of at-risk students.

Population Focus:
Secondary schools and post-secondary institutions in Maine

Rationale:

Suicide is the second leading cause of death among Maine youth aged 15-24. Screening
efforts have demonstrated success in identifying youth at risk for mental illness or
substance abuse in some school-based programs, however, limited resources for such
programs require that they be chosen carefully and implemented based on available
research. Mental health screening tools need to be reviewed and evaluated to see if they
are effective at decreasing suicide in youth. Less evidence has been established for
screening programs for the college-aged, but since rates for suicide are higher for the age
group, outreach to colleges is critical to address the older population.

Lead Department:

e DOE, SAT
e DHHS:
o CBHS
o TYAHP
e DOC

Potential Partners:
e Maine public schools, colleges, and universities
e Mental health providers

Objective 8.4: Develop program resources for support of suicide survivors with
stakeholder buy-in.

Population Focus:
Suicide survivors

Rationale:

Suicide survivors are at increased risk for suicide themselves. Support of the families,
friends and relations of suicide victims is an important suicide prevention strategy.
Survivors can also serve as resources in developing suicide prevention, assessment and
follow-up supports.

Lead Department:
e DHHS:
o0 Maine CDC
o CBHS
0 OSA Information Resource Center
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Potential Partners:
e Training contractors
e AFSP, Maine Chapter
e NAMI Maine
e Hospice Centers conducting suicide survivor support groups
e Center for Grieving Children

Objective 8.5: Develop and implement in at least two of Maine’s managed care
and/or health insurance plans (including MaineCare) quality care/utilization management
guidelines for effective response to suicidal risk or behavior.

Population Focus:
Families and individuals at risk of suicide

Rationale:

Providing guidelines for effective response to suicide risks will allow the State to
determine whether this significant problem is being identified and addressed according to
national standards and best practices responses. Distribution and adoption of such
guidelines helps to create a comprehensive approach across systems. Only with this
information can a system-wide planful response be developed and implemented.

Lead Department:
e DHHS, CBHS

Potential Partners:
e OMS
e ME Assoc. of Health Plans
e NAMI Maine
e Managed Care Association

Objective 8.6: Increase by 10 percent the number of school districts in which
school-based mental health, substance abuse and suicide prevention services are available
to all students in need.

Population Focus:
Maine School Districts, local mental health and substance abuse treatment service
providers

Rationale:

Increased early identification, recognition and treatment of risk factors for youth suicide
will decrease the youth suicide rate. Mental illness and substance abuse are identified risk
factors for suicidal behavior. Approximately 20 percent of youth suffer from mental
illness (7 to 12 million).®® Recent studies reveal that the earlier in life a mental disorder
begins, the slower a person or their family is to seek treatment and the more persistent the

8 National Institute for Mental Health website
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iliness becomes. Untreated mental illness can lead to a more severe, more difficult to treat
illness, and to the development of co-occurring mental illnesses and substance abuse. In
addition, despite the fact that there are presently effective treatments for dealing with
mental illness, there are long delays, sometimes decades, between the first onset of
symptoms and individuals seeking and receiving treatment.®* Some studies claim that as
many as 90 percent of youth who die by suicide suffer from a diagnosable mental illness
at their time of death.®® Schools are an easier and appropriate point of access for youth to
identify the need for services, and to receive information on treatment resources.®

Lead Department:

e DOE

e DHHS:
o Maine CDC, TYAHP
o CBHS
o OSA

Potential Partners:
e Substance abuse and mental health providers
e School districts

Objective 8.7: Respond to requests from local schools and communities to provide
resource information in situations where contagion appears to be a factor.

Population Focus:
Maine schools and communities with multiple youth suicides in a short time period

Rationale:

Suicide contagion, as defined by the National Strategy for Suicide Prevention: Goals and
Objectives for Action, is a phenomenon whereby susceptible persons are influenced
towards suicidal behavior through knowledge of another person's suicidal acts. Contagion
assumes either direct or indirect awareness of the prior suicide. Various suicide contagion
pathways may exist: direct contact or friendship with a victim, word-of-mouth
knowledge, and indirect transmission through the media.®” There is ample evidence from
the literature on suicide clusters to support the contention that suicide is “contagious”.®

8 National Co-morbidity Survey Replication (NCS-R) in the Archives of General Psychiatry.

8 Shaffer, D., Gould, M. et al. Psychiatric Diagnosis in Child and Adolescent Suicide. Archives of General Psychiatry,
Volume 53, Number 4, April. 1996; p 339-348.

8 Mental Health: A Report Surgeon General. 1999

8 Gould, M. S., Wallenstein, S., Kleinman, M. Time-Space Clustering of Teenage Suicide. American Journal of
Epidemiology, Volume 131, Number 1. 1990.

8 Gould, M. S. Suicide and the Media. Annals New York Academy of Sciences.

8 Gould, M. S., Wallenstein, S., Kleinman, M. Time-Space Clustering of Teenage Suicide. American Journal of
Epidemiology, Volume 131, Number 1. 1990.

8 Gould, M. S. Suicide and the Media. Annals New York Academy of Sciences.

8 Gould, M. S., Wallenstein, S., Kleinman, M. Time-Space Clustering of Teenage Suicide. American Journal of
Epidemiology, Volume 131, Number 1. 1990.

8 Gould, M. S. Suicide and the Media. Annals New York Academy of Sciences.
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One such study determined that the incidence of suicide and suicidal behavior in an area
under observation was markedly elevated compared to national and local normative data
when the area had a recent number of suicides occur.®® Because contagion is a dangerous
process by which one suicide may facilitate another,® it is important that the MYSPP
respond appropriately to requests for assistance from local schools and community
organizations in the aftermath of a suicide. Such assistance includes guidance about
utilizing crisis services appropriately, resource information, guidelines for speaking to the
media in ways that do not add to the threat of contagion and information on children’s
grief.

Lead Department:

e DHHS
o Maine CDC
o CBHS

e DOE, SAT

Potential Partners:
e Contracted trainers
e School and community leaders and organizations
e Medical Examiner’s Office
e DHHS, Maine CDC, Epidemiology Team
e DOC

8 Brent, D. A., Kerr, M. M., Goldstein, C., Bozigar, J., Wartella, M., Allan, M. J. An Outbreak of Suicide and Suicidal
Behavior in a High School. Journal of American Academy of Child Adolescence. VVolume 28, Number 6. 1989.

% Hagzell, P. Adolescent Suicide Clusters: Evidence, Mechanisms, and Prevention. Australian and New Zealand Journal
of Psychiatry, 27. 1993; p 653-665.
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Maine Youth Suicide Prevention Program (MYSPP) Goal 9

Improve reporting practices to reduce the potential of suicide contagion.

Background:

Working with media and program partners statewide to promote safe reporting practices
can save lives. Emphasis is on the importance of following the national consensus
reporting recommendations to avoid contagion among vulnerable Maine youth.
Contagion is defined as a phenomenon whereby susceptible persons are influenced
towards suicidal behavior through knowledge of another person’s suicidal acts.*

Description:

Maine’s objectives take a multi-pronged approach with a focus on providing education,
training, guidelines, and information to representatives of the media, gatekeepers, school
administrators, clinicians, helping professionals and suicide survivors in order to improve
reporting practices. Part of the approach is to involve media in a positive role of
partnering with the MYSPP and interested parties to educate the public in safe and
responsible ways through feature stories, editorials and other venues where media can
help to promote suicide prevention and help-seeking behaviors.

Objective 9.1: Increase the number of media representatives in Maine who are
knowledgeable about safe reporting practices regarding suicide and media contagion.

Population Focus:
Members of all types of media and program partners statewide

Rationale:

There is considerable evidence that some suicide reporting practices in the mass media,
including newspaper articles, may contribute to an increase in the number of suicides.*
Publicizing graphic and repetitive representations of suicides (including the method used
and how obtained), and glorifying the suicide victim appear to increase the actual number
of suicides by the “copycat effect”,”® a well-researched form of behavior contagion.
Research consistently finds a strong relationship between reports of suicide in the media
and subsequent increases in suicide rates. Since 1990, the effect of media coverage on
suicide rates has been documented in many countries, including the United States. These
effects show that the risk of suicide following exposure to another person’s suicide was 2
to 4 times higher among 15 to 19 year-olds than among other age groups.*

® National Strategy for Suicide Prevention: Goals and Objectives for Action, Rockville, MD: U.S. Department of
Health and Human Services, Public Health Service. 2001.

%2 Gould, M., Jamieson, P., Romer, D. Media Contagion and Suicide Among the Young. American Behavioral
Scientists, Volume 46, Number 9, May. 2003.

% Coleman, L. The Copycat Effect: How the Media and Popular Culture Trigger the Mayhem in

Tomorrow’s Headlines. 2004.

% Gould, M., Jamieson, P., Romer, D. Media Contagion and Suicide Among the Young. American Behavioral
Scientists, Volume 46, Number 9, May. 2003.
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Since the media strongly influences community attitudes, beliefs and behaviors, and
plays a vital role in politics, economics and social practice, it is important to understand
the impact that reporting on suicide can have. Research shows that use of phrases like
“successful suicides” and “failed attempts” can have detrimental effects.”® This use of
language gives the message that to kill oneself is a “success” and that a non-fatal attempt
is a “failure.” The verb “committed” is usually associated with sins or crimes. Suicide is
better understood in a behavioral health context than a criminal context.”® If the media
were to consistently follow the guidelines set by the American Foundation for Suicide
Prevention, it is thought that not only would suicide contagion decrease, but the amount
of negative stigma around suicide and mental illness would decrease as well.

Mass media play a significant role in today’s society by providing a wide range of
information in a variety of ways. Stories about suicide can inform readers and viewers
about the likely causes of suicide, its warning signs, trends in suicide rates, and recent
treatment advances.”” They can also highlight opportunities to prevent suicide by
promoting the use of behavioral health services as a part of overall healthcare and
providing information on where to get help. The more people are aware that suicide is a
public health problem and that help is available, the more effective suicide prevention in
Maine will be.

Lead Department:
e DHHS:
o Commissioner’s Office
o Maine CDC
o OSA

Potential Partners:
e Representatives of print, television and radio media
e Local suicide prevention partners
e AFSP, Maine Chapter
e Suicide survivors
e Behavioral health and suicide prevention experts
e Schools of journalism and broadcasting

Objective 9.2: Increase the number of stories in print and electronic media about
suicidal behavior, mental illness and related issues that use accurate and responsible
depictions and promote help-seeking behavior.

% Suicide and the Media: A study of the media response to Suicide and the Media: The Reporting and Portrayal of
Suicide in the Media, A Resource. Jim Tully and Nadia Elsaka School of Political Science and Communication
University of Canterbury 2004.

% At-a-Glance: Safe Reporting on Suicide. Suicide Prevention Resource Center.
http://www.sprc.org/library/at_a_glance.pdf August 9, 2005.

% Reporting on Suicide: Recommendations for the Media. Centers for Disease Control and Prevention National
Institute of Mental Health, Office of the Surgeon General, Substance Abuse and Mental Health Services
Administration, American Foundation for Suicide Prevention, American Association of Suicidology, Annenberg Public
Policy Center. <http://www.afsp.org/education/recommendations/5/index.html>
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Population Focus:
Members of all types of media and program partners statewide

Rationale:

Working with media representatives to utilize safe reporting practices creates
opportunities for media representatives to develop interesting stories, meet their needs
and prevent unintended consequences of unsafe reporting.

Increased knowledge about mental health and substance abuse issues among media
representatives allows for the dissemination of accurate reports. Accurate print and
electronic media leads to an increased public knowledge and understanding of the issues
surrounding suicide.

Not only are knowledge and understanding key factors in suicide prevention, but
promoting help-seeking behaviors is also critically important. The media has tremendous
potential to take on this role as it reaches a large portion of the public. When print and
electronic media promote the message that behavioral health services are a part of overall
healthcare and disseminate information on available resources to the public, the general
awareness of suicide prevention strategies and available helping resources is heightened.

Lead Department:
e DHHS:
o0 Commissioner’s Office
o0 Maine CDC
o OSA

Potential Partners:
e Suicide survivors
e Suicide prevention experts
e MYSPP Steering Committee
e NAMI Maine
e AFSP, Maine Chapter
e Media personnel
e Partner communities

Objective 9.3: Increase understanding of the key issues surrounding media
contagion through education and technical assistance to participants of MYSPP training
and education programs.

Population Focus:
Training/education program participants statewide

Rationale:

When a youth suicide occurs, news reporters often seek comments from those closest to
the victim. It is important that school staff and other community based gatekeepers are
prepared to respond in ways that are respectful of surviving family, friends and
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community members by using sensitive language and promoting the available helping
resources.

In order for people to respond appropriately, it is essential that they are not only given
guidelines to help ensure accuracy and sensitivity after a youth suicide occurs, but receive
education on how and why to utilize them.

Lead Department:
» DHHS, Maine CDC

Potential Partners:
e Contracted Trainers
e NAMI Maine
e AFSP, Maine Chapter
e Maine and national experts in suicide prevention
e Partner organizations and communities statewide
e Media
e Local community-based organizations
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Maine Youth Suicide Prevention Program (MYSPP) Goal 10

Improve the understanding of fatal and non-fatal suicidal behaviors
among Maine youth.

Background:

Availability of quality data is critical for monitoring trends, establishing risk factors and
evaluating the impact of program interventions. However, suicide and self-inflicted injury
reporting is not always consistent, may not be accurate, and complete information on
suicide death or attempts is not consistently available in current data collection systems.

MYSPP currently monitors suicide using the death certificate database maintained by
Maine’s Office of Data, Research and Vital Statistics (ODRVS). This information is
supplemented by information from Maine’s Office of the Chief Medical Examiner
(OCME). Information on self-inflicted injuries comes from inpatient and outpatient
hospitalization data. Data on self-reported suicidal ideation and behavior are obtained
from the Maine Youth Risk Behavior Survey (YRBS) and the Behavioral Risk Factor
Surveillance System (BRFSS).

It is important to strengthen and improve suicide surveillance practices so that suicide
mortality (death certificates), morbidity (hospital discharge) and risk factor (YRBS and
BRFSS) data for Maine residents are routinely collected, analyzed, interpreted,
disseminated and utilized in prevention programming to reduce the occurrence of suicide
and suicide attempts in Maine. For example, the hospital discharge database records all
discharges in Maine’s 39 non-federal hospitals. Suicide attempts are included in the E-
codes for intentional self-harm. However, E-coding is optional and rates of E-coding vary
by hospital. This variability makes it difficult to draw conclusions about geographic
differences in the rates of intentional self-injury.

In addition, demographic data including education, income, and race/ethnicity are not
available in the hospital discharge database, making it difficult to use these data to
identify those at highest risk. By seeking to improve e-coding rates, our understanding of
intentional self-injury will be enhanced.

Description:

Objectives under this goal are designed to enhance the quality, collection, analysis and
use of data describing suicide and suicidal behaviors utilizing multiple datasets. To
develop these objectives, a Data Committee met and worked together using Goal 11 of
the National Strategy for Suicide Prevention which calls for improved collection and
tracking of suicidal behaviors. Other proposed enhancements to the current system
include: maintaining ongoing self-report information on suicide ideation and related risk
factors among youth and young adults; helping schools develop data systems for the early
identification of high-risk youth; improving the quality of medical examiner data in
suicide deaths; and developing linked data and systems and conducting in-depth analyses
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to help increase our collective understanding of the factors that precipitate a suicide
death.

Objective 10.1: Utilizing the MYSPP Suicidal Behavior Surveillance Plan,
continue to improve and maintain the collection, analysis and dissemination of suicide
and self-injury data to guide the focus and direction of suicide prevention efforts.

Population Focus:
Data sources, Epidemiology support and program stakeholders

Rationale:

Access to accurate information about the circumstances contributing to suicides is needed
to improve understanding of fatal and non-fatal suicidal behaviors among Maine youth.
By increasing the quality and accessibility of data through more timely collection, in-
depth analysis and interpretation, more effective prevention and intervention activities
can be designed. Routine dissemination of data to policymakers and the public can raise
awareness of the nature of youth suicide in our state. With funding from the Centers for
Disease Control and Prevention (CDC), Division of Disability Outcomes and Programs,
from 2002-2006, the MYSPP reviewed suicide surveillance databases and analyzed
suicide and self-inflicted injury data. In 2005, a surveillance system was developed for
the ongoing systematic collection of data on suicidal behavior to monitor trends and
guide policy and program decisions. A suicide surveillance report was issued and
disseminated in 2006. Ongoing utilization of and improvements to the MYSPP Suicidal
Behavior Surveillance System are necessary to monitor trends and the impact of program
activities.

Lead Department:
e DHHS, Maine CDC

Potential Partners:
e DHHS:
0 Maine CDC
o0 Epidemiology Support
o Office of Data, Research & Vital Statistics (ODRVS)
e Office of the Chief Medical Examiner
e Maine Health Data Organization
e Maine Hospital Association
e Association of Health Records Coders

Objective 10.2: (a) Maintain on-going collection of survey data on suicide risk and
related factors among youth in school systems and young adults (b) Develop and
implement procedures to use the data collected from these systems to guide program and
policy decisions.
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Population Focus:
Children’s Cabinet agency staff, policymakers, agencies and schools with an interest in
gathering or utilizing these data

Rationale:

Survey data are used to assess the prevalence of suicide ideation and self-reported suicide
attempts. Despite many of the limitations inherent in self-report surveys, they are one of
the few sources of data on adolescent mental health, suicide ideation, and related risk
factors. In addition, many suicide attempts that do not require medical attention may only
be captured through a survey. Therefore, it is critical that MYSPP continue to play an
active role in the development and implementation of Maine youth and adult health
surveys.

Lead Department:
e DHHS, Maine CDC

Potential Partners:
e Maine CDC Epidemiology Support
e Children’s Cabinet agency data staff

Objective 10.3: Assist local schools to increase the early detection of students at
risk by piloting a systematic method of collecting and analyzing available school data.

Population Focus:
Public and private schools statewide

Rationale:

MYSPP leaders and program partners strongly believe that early identification of at-risk
students can facilitate important connections to helping resources in local communities. It
is an important way to further reduce youth suicide in our state. Maine school systems
face multiple challenges in identifying and referring at-risk youth. Through federal
funding, the MYSPP has worked with local high schools to pilot a school-based data
system to increase the early identification of at risk students who need referrals for
services.

Lead Department:
e DHHS, Maine CDC
e DOE, SAT

Potential Partners:
e Maine schools piloting the data tickler system
e Project Evaluators
e DHHS, CBHS
e Keeping Maine’s Children Connected Initiative
e UMO Center for Community Inclusion, Childlink
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Objective 10.4: Increase the quality and accessibility of Medical Examiner suicide
data to the MY SPP on youth up to age 24.

Population Focus:
Police, funeral directors and local Medical Examiners

Rationale:

While medical examiners, coroners and police officers often collect valuable information
about the circumstances surrounding a suicide death, the information typically remains
inaccessible in case folders and filing drawers. The public health approach to injury
prevention is evidence-based. It pools information about the “who, when, where and
how” of all incidents to better understand the “why.”%® Only with the detailed data from a
comprehensive set of sources can we better understand the nature of the youth suicide
problem in Maine and thus inform prevention activities.

Lead Department:
e Maine Attorney General’s Office, Office of the Chief Medical Examiner

Potential Partners:
e DHHS, Maine CDC
e DHHS, Maine CDC Epidemiology Support

Objective 10.5: Expand and enhance the Maine Child Death and Serious Injury
Review Panel process to increase understanding of the risk factors associated with violent
child deaths and serious injuries.

Population Focus:
Maine Child Death and Serious Injury Review Panel members

Rationale:

The Maine Child Death and Serious Injury Review Panel reviews selected violent child
death and serious injury cases on a monthly basis. The mission of the panel is to provide
a multidisciplinary, comprehensive case review of child fatalities and serious injuries in
children. The purpose is promoting prevention, increasing the responsiveness of the child
protective system, and fostering education of both professionals and the public.
Currently, the Panel reviews selected child deaths up to age 18 that appear to be related to
child abuse and/or neglect. These reviews may be initiated by the Commissioner of the
DHHS, the Office of Child and Family Services, or by any Panel member. The Panel
serves as a citizen review panel for the DHHS as required by the federal Child Abuse
Prevention and Treatment Act, P.L. 93-247. The state statute permits confidentiality of
the Panel’s work and grants the Panel the power to subpoena relevant case documentation
and testimony. The Panel is therefore able to conduct in-depth retrospective reviews of all

% A Public Health Approach to Preventing Suicide. Harvard Injury Control Research Center and the American
Assaciation of Suicidology. June 2003.
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relevant records, which is supplemented by oral presentations by involved service
providers.

While the Panel has investigated some child and teen suicides, 75 percent of the cases
reviewed are children under the age of five. Even when suicides are investigated, this
information is not made available to inform prevention activities. During the past year,
the Child Death Review Panel has enhanced its’ reviews and reports to become more
systematic and uniform. Also, the new Maternal and Infant Mortality and Resiliency
Review Panel, which had its first meeting in July 2007, has representation from the Child
Death Review Panel. These developments substantially enrich the potential for policy and
system change. In addition to strengthening the review process, expanding and enhancing
the Maine Child Death and Serious Injury Review Panel could enable the panel to include
all violent deaths to children to age 18. As a result, valuable new information about child
deaths from suicides, homicides, and firearms that are not related to child abuse would be
gained. This information is of vital importance in the design and implementation of best
practices to prevent violent child deaths.

Lead Department:
e DHHS, Maine CDC

Potential Partners:
e Child Death Review Panel
e Maine CDC
e Maine CDC Epidemiology Support

Objective 10.6: Conduct specialized studies to examine in depth, specific issues in
youth suicide when resources permit.

Population Focus:
Epidemiology staff and program stakeholders

Rationale:

Surveillance does not provide in-depth analysis addressing specific questions. For that
reason, it can never replace well-conducted, specialized studies to examine more
complicated dynamics of a specific issue in a population.

Lead Department:
e DHHS, Maine CDC

Potential Partners:

e Maine CDC
e Maine CDC Epidemiology Support
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Appendix A

33 FY 04/05
February 18, 2005

AN ORDER TO STRENGTHEN MAINE’S
YOUTH SUICIDE PREVENTION EFFORTS

WHEREAS, the health and safety of Maine’s young people is of utmost importance to the
health of our state; and

WHEREAS, suicide is the second leading cause of death for Maine’s young people aged 15-24,
taking a total of 115 young lives from 1998-2002, an average of 23 each year; and

WHEREAS, the suicide rate among Maine youth is 50percent above the national average, the
eighth highest in the country and the highest in New England; and

WHEREAS, every child’s death is a tragedy and suicide claims more young people’s lives than
homicide, cancer, heart disease, AIDS and birth defects combined; and

WHEREAS, it is estimated that for every young life claimed by suicide there are up to 100 non-
fatal suicide attempts by youth; and

WHEREAS, in any given high school classroom, it is likely that there are two female and one
male student who are actually contemplating taking their lives; and

WHEREAS, with advanced planning, training and education, school personnel and students can
play a significant role in identifying and assisting suicidal students; and

WHEREAS, increasing public awareness of suicide warning signs and how to recognize and
respond effectively to suicidal behavior can save lives; and

WHEREAS, the loss of a friend or loved one to suicide is one of the most devastating events
that can be suffered by Maine families and communities; and

WHEREAS, it is incumbent upon State government to provide leadership as well as resources to
address preventable health problems;
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NOW, THEREFORE, I, John E. Baldacci, Governor of the State of Maine, do hereby declare
that Maine’s youth suicide prevention efforts be strengthened, and by the authority vested in me,
do hereby order that:

1. The Commissioners of the agencies appointed to the Governor’s Children’s Cabinet
shall:

= Assign specific staff persons to participate in a strategic planning process in order
to:

I. Update and revise the statewide Maine Youth Suicide Prevention Program
(MYSPP) implementation plan, which shall include roles and
responsibilities for each Department represented on the Children’s
Cabinet;

ii. Outline strategies to improve the quality and accessibility of data
pertaining to suicide and self-injury, within the revised implementation
plan;

Iii. Submit the revised MY SPP statewide implementation plan to the Office of
the Governor by August 31, 2005; and

iv. Assess and propose regulatory or legislative actions that are likely to
contribute to the reduction of youth suicide and suicide attempts.

e Identify and seek financial resources to support the activities of the revised
statewide MY SPP plan priorities.

2. The Department of Health and Human Services, Bureau of Health shall continue to
provide leadership to the MY SPP in collaboration with the agencies that participate in the
Governor’s Children’s Cabinet.

3. These agencies shall form partnerships with members of the private sector including
service providers, suicide survivors and youth organizations to strengthen Maine’s efforts
to prevent youth suicide.

Implementation Costs:

The costs for implementing the tasks included in this Executive Order shall be absorbed
by the participating agencies.

Effective Date:

The effective date of this Executive Order if February 18, 2005.

John E. Baldacci, Governor
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Glossary of Terms Used in MYSPP Plan

Adolescent: A person between the ages of 14 and 24.

Aftercare treatment programs: Programs that provide treatment and support recovery after an
initial episode requiring residential or hospital treatment.

Baseline: The initial information collected prior to the implementation of an intervention,
against which outcomes can be compared at strategic points during and at completion of an
intervention

Behavioral health: Is the optimum functioning and development of a individual in all important
spheres of his/her life including family and peer relationships, involvement with school and
community, physical health, and play or recreational pursuits.

Best practices: Activities or programs that are in keeping with the best available evidence
regarding what is effective.

Bisexuality: Being attracted to members of both sexes.

Cognitive behavioral approach: Cognitive Behavioral Treatment is a treatment method that
focuses on here and now behaviors, thoughts and responses and uses a variety of techniques to
teach adaptive behaviors and skills (affect identification, planned responses, desensitization,
relaxation, etc.)

Co-morbidity: The co-occurrence of two or more disorders, such as depressive disorder with
substance abuse disorder.

Conduct disorder: A repetitive and persistent behavior pattern during which the basic rights of
others or major age-appropriate norms or rules are ignored and often violated. A diagnosis of
conduct disorder is likely if the behaviors continue for a period of six months or longer.

Contagion: A phenomenon whereby susceptible persons are influenced towards suicidal
behavior through knowledge of another person’s suicidal acts.

Coroner: A public officer whose primary function is to investigate by inquest any death thought
to be of other than natural causes.

Crisis response plan: A document that spells out the procedures to be followed in the event of
threatening situations.

Crisis team: A group of individuals trained and assembled for the purpose of responding to the
needs of other during and after a crisis event/situation. All schools in Maine are required to have
a crisis response team and plan.
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Culturally competent: A set of values, behaviors, attitudes, and practices reflected in the work
of an organization or program that enables it to be effective across culture; includes the ability of
the program to honor and respect the beliefs, language, interpersonal styles, and behaviors of
individuals and families receiving services.

Depression: A constellation of emotional, cognitive and somatic signs and symptoms, including
sustained sad mood or lack of pleasure.

Disconnected youth: Youth, through age 24, who are out of school, out of work, often
homeless, and/or have aged-out of child welfare and state benefits, including the foster care
system, and generally not consistently connected to healthcare and/or treatment services.

E-codes: External cause of injury codes are diagnostic categories, using the 9th revision of the
International Classification of Diseases (ICD-9). E-codes provide data on the cause, rather than
the type, of injury. Example: a traumatic head injury, coded with an N-code, could result from a
car crash or gunshot wound, both coded with different E-codes.

Epidemiology: The study of statistics and trends in health and disease across communities.
Evidence-based: Programs that have undergone scientific evaluation and proven to be effective.
Executive order: A document issued by the Governor requiring certain actions to be taken.

First responder: For example, emergency medical technicians, firefighters, law enforcement
officers, funeral directors, and clergy.

Gatekeeper: Term used to define the role of the individuals who are routinely in direct contact
with a specified target audience who are trained to know basic suicide prevention steps.
Gatekeepers are trained to recognize and respond appropriately to warning signs of suicidal
behavior and to assist at-risk individuals in getting the help they need.

LGBTQ: Lesbian, gay, bisexual, transgender, questioning youth.

Governor’s Children Cabinet: The Commissioners (or his/her designee) of Departments of
State government that provide services to youth and their families. Those Departments are
Corrections, Education, Health and Human Services, Labor, and Public Safety. The Children’s
Cabinet is chaired by the First Lady.

Health disparities: The disproportionate burden of disease, disability and death among a
particular population or group when compared to the proportion of the population.

Help-seeking behavior: Actions taken by a person who utilizes different sources of informal
(parent and peers) and formal (counselors, teachers, or mental health professionals) support.

Homicide: The killing of one person by another.
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Homosexuality: Sexual desire for and/or sexual activity with others of one’s own sex.

Incarcerated youth: Refers to young people who are detained and being housed in a prison, jail,
detention center, etc.

Infrastructure: An underlying base or foundation especially for an organization. Infrastructure
includes staff, facilities, equipment, etc. needed for the functioning of a system or organization.

Intervention: A strategy or approach that is intended to prevent an outcome or to alter the
course of an existing condition.

Insomnia: Chronic inability to sleep.

Lethal means: Any instrument or object utilized to carry out a self-destructive act (i.e.
firearm, poison, medication, rope, chemicals and/or other hazardous material).

Long gun: A gun with a long barrel that is fired from the shoulder - (rifle or shotgun)

Means restriction: Techniques, policies, and procedures designed to reduce access or
availability to means and methods of deliberate self-harm.

Medical examiner: A physician officially authorized by a government unit to ascertain causes
of deaths, especially those not occurring under natural circumstances.

Mental health parity laws: Some states have passed legislation requiring insurance companies
to provide full coverage of psychiatric services equivalent to medical services. EX: If they
provide 80% coverage for physical illness then they would have to provide the same percentage
for behavior health services.

Mental illness (disorder): A diagnosable illness characterized by alterations in thinking, mood,
or behavior (or some combination thereof) associated with distress that significantly interferes
with an individual’s cognitive, emotional or socials abilities.

Mobile crisis team: Mental health clinicians trained to perform suicide assessments/evaluations
in multiple places such as an emergency room department, client’s home, school, etc.

Morbidity: The relative frequency of illness or injury, or the illness for injury rate, in a
community or population.

Mortality: The relative frequency of death, or the death rate, in a community or population.

National Strategy for Suicide Prevention: A comprehensive and integrated approach to
reducing the loss and suffering from suicide and suicidal behaviors across the life course. This
document was issued in 2001 and contains 11 goals and 68 objectives designed to be a catalyst
for social change.
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Non-fatal suicidal behavior: Another term for suicide attempt.

Post traumatic stress disorder: When a person has experienced a traumatic event in which
he/she were both threatened and experienced intense fear or helplessness and: a) re-experienced
symptoms of the trauma; b) persistently avoid reminders of the trauma; and c) experience
increased arousal or tension.

Postvention: A coordinated and comprehensive set of specific interventions to be implemented
after a crisis or traumatic event has occurred.

Prevalence: The percent of the population with a particular condition or characteristic.
Calculated as the number of people in a population who have health condition divided by the
total number of people in the population. (For less common conditions, prevalence is often
expressed per 100,000 people, for example, rather than as a percentage.)

Prognosis: A prediction of the probable course and outcome of a disease.

Protective factor: The positive conditions, personal and social resources that promote
resiliency, protect and buffer the individual, and reduce the potential for high-risk behaviors,
including suicide.

Protocol: Guideline for actions to take. MYSPP developed a Protocol document that helps
schools be better prepared to address suicide prevention, intervention, and postvention.

Public health: Regulatory and voluntary focus on effective and feasible risk management
actions at the national and community level to reduce human exposures and risks, with priority
given to reducing exposures with the biggest impacts in terms of the number affected and
severity of effect. See Appendix C for additional information.

Resilience: Capacities within a person that promote positive outcomes, such as mental health
and well-being, and provide protection from factors that might otherwise place that person at risk
for adverse health outcomes.

Risk factor: Long standing conditions, stressful events or situations that may increase the
likelihood of a suicide attempt or death.

School-based: Services provided on school grounds by either school personnel or by community
organizations that have arrangements with schools.

Self harm or self-injury: The various methods by which individuals injure themselves, such as
cutting, self-battering, taking overdoses or deliberate recklessness.

Sexual minority: Refers to gay men, lesbian women and bisexual and transgendered persons.
These groups are considered to be “minority” because of several commonalities with other
minority groups—including separate cultural norms, idiosyncratic use of language and
terminology, and the reality of being discriminated against of their social minority status.
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Sexual orientation: Refers to a complex web of emotions, behaviors, fantasies, attitudes and
attractions. There are three possible sexual orientations: heterosexual, homosexual and bisexual
(attracted to both males and females).

Stakeholder: Entities, including organizations, groups and individuals, who are affected by and
contribute to decisions, consultations and policies.

Stigma: Stigma is commonly defined as the use of stereotypes and labels when describing
someone. Stigmatization of people with mental disorders is manifested by bias, distrust,
stereotyping, fear, embarrassment, anger, and/or avoidance. Stigma leads the public to avoid
people with mental disorders. It reduces access to resources and leads to low self-esteem,
isolation, and hopelessness.

Substance abuse: The misuse of drugs including alcohol. For persons under age 21, all drug use
(except with a doctor’s prescription) is substance abuse.

Suicide: Self-inflicted death with evidence (implicit or explicit) of the intent to die.

Suicide attempt: A self-injurious behavior for which there is evidence that the person intended
to kill him/herself,

Suicidal behavior: A spectrum of activities related to thoughts and behaviors that include
suicidal thinking, suicide attempts, and death by suicide.

Suicide ideation: Thoughts about dying by suicide are clinically referred to as “suicidal
ideation”.

Suicide survivor: Family members, significant others, or acquaintances who have experienced
the loss of a loved one due to suicide; sometimes this term is also used to mean suicide attempt
survivors.

Surveillance: The ongoing, systematic collection, analysis, and interpretation of health data with
timely dissemination of findings.

Teens: Persons aged 13-19.
Trauma survivor: Refers to a person who has experienced trauma.

Warning sign: The earliest, observable signs that indicate the risk of suicide for an individual in
the near-term (within minutes, hours, or days).

Years of potential life lost (YPLL): A measure of premature mortality (early death). YPLL
provides insight into the impact of injury-related death on society compared to other leading
causes of death.
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Young adults: Persons aged 20-24

Youth Risk Behavior Survey: A biennial survey of middle and high school students conducted
as part of a national effort by the U.S. Centers for Disease Control and Prevention to monitor
health-risk behaviors of the nation's students.
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The National Strategy for Suicide Prevention advocates a public health approach to suicide
prevention. Public health is the science and art of promoting health, preventing disease, and
prolonging life through the organized efforts of society .

The public health approach is widely regarded as the approach that is mostly likely to produce
significant and sustained reductions in suicide. It uses five basic evidence based' steps in a
systematic way. These steps are applicable to any health problem that threatens substantial
portions of a group or population.

The Public Health Approach
to Prevention

I'_" problem:
Surveillance

_ Bvaluate Identify causes:
interventions Risk & protective
factor research

Define the

Implement
interventions Develop
and test
interventions

t

The steps may be sequential, or overlap. For example, the techniques used to define the
problem, such as determining the frequency with which a particular problem arises in a
community, may be used in assessing the overall effectiveness of prevention programs.
Evaluating interventions must be built into implementation, and information gained from
evaluations should guide the development of new interventions.

This document has been published by the Suicide Prevention Resource Center at EDC as a collechion of resources, promising
initiatives and other helpful information on the subject of suicide prevention. It is the reader's sole responsibility to determine
whether any of the information contained in these materials is useful to them.  This material is based upon work supporiad by the
Department of Health and Human Semvices, Substance Ahuse and Mental Health Services Administration under grant No. 1 U72
SME5025-01. Any opinions, findings and conclusions or recommendations exprassed in this material are those of the author{s)
and do not necessarily reflect the views of the Department of Health and Human 2ervices, Substance Abuse and Mental Health
Services Administration.

! Evidence-based: Programs that have undergone scientific evaluation and have proven to be effective.

EDC
Suicide Prevention Resource Center SAMHSA

Education Development Center, Inc. » 55 Chapel Strest, Newton, MA 02458 + 877-GET-SPRC (438-7772) + www.soIT.0rg




Applying the Public Health Approach to Suicide Prevention
1. Define the problem: Surveillance’

Suicide Surveillance — Collecting information about the rates of suicidal behaviors®. This can
include the collection of information about individuals who attempt or die by suicide, their
circumstances, and the effects on others. Data on suicidal behavior is available from the Centers
for Disease Control and Prevention at hitp//www cdc gov/nchs/fastats/suicide htm. (See the
SPRC fact sheet, “Sources of Data on Suicidal Behavior,” for sources of data on your state,
territory or community.)

2. ldentify causes

Suicide is best understood as a very complex human behavior, with no single determining cause.
The factors that affect the likelihood of a person attempting or completing suicide are known as
risk® or protective® factors, depending on whether they raise or lower the likelihood of suicidal
behavior. Risk factors include mental iliness and loss of a loved one. Protective factors include
support networks and access to mental health care.

While people who attempt or complete suicide typically experience a combination of risk factors,
there is often one precipitating factor that leads the person to attempt suicide. However, a person
with many risk factors may not attempt to commit suicide if his or her risk factors are balanced by
protective factors.

3. Develop and test interventions

Interventions might attempt to influence some combination of psychological state, physical
enviranment, and cultural conditions. It is important to test intervention methods to ensure that
they are safe, ethical, and feasible. Interventions that are successiful in one setting may not be
universally applicable. Comprehensive suicide prevention programs are believed to have a
greater likelihood of reducing the suicide rate than are interventions that address only one risk or
protective factor. Collaboration between community leaders and coalitions that cut across
traditionally separate sectors can increase effectiveness.

Formative evaluation, including pre-testing, permits necessary revisions before the full effort goes
forward. Its purpose is to maximize success of the program prior to implementation. Thorough
consideration needs to be given to the possibility of increase in demand for services that do not
exist in the community.

* Surveillance: The ongoing, systematic collection. analysis. and interpretation of health data with timely
dissemination of findings.

* Suicidal behaviors: A spectrum of activities related to thoughts and behaviors that include suicidal
thinking, suicide attempts, and completed suicide.

* Risk factors make it more likely that ndividuals will develop a disorder; they may include biological,
psychological, or social factors in the individual, family, and environment.

* Protective factors that make 1t [ess likely that individuals will develop a diserder; they may include
biological. psychological, or social factors in the imndividual, fanuly, and environment.

LD Suicide Prevention Resource Center SAMHSA

Education Development Center, Inc. + 55 Chapel Strest, Nawton, MA 02458 + 877-GET-SPRC (438-7772) + wWww.5pIC.0rg



Department of Health
and Human Services

Maine People Living
Safe, Healthy and Productive Lives

John E. Baldacci, Governor Brenda M. Harvey, Commissioner

DHHS - Non-Discrimination Notice

The Department of Health and Human Services (DHHS) does not discriminate on the basis of
disability, race, color, creed, gender, sexual orientation, age, or national origin, in admission to,
access to, or operations of its programs, services, or activities, or its hiring or employment
practices. This notice is provided as required by Title 11 of the Americans with Disabilities Act of
1990 and in accordance with the Civil Rights Act of 1964 as amended, Section 504 of the
Rehabilitation Act of 1973, as amended, the Age Discrimination Act of 1975, Title IX of the
Education Amendments of 1972 and the Maine Human Rights Act and Executive Order
Regarding State of Maine Contracts for Services. Questions, concerns, complaints or requests for
additional information regarding the ADA may be forwarded to DHHS” ADA Compliance/EEO
Coordinators, 11 State House Station — 221 State Street, Augusta, Maine 04333, 207-287-4289
(V), 207-287-3488 (V), 1-800-606-0215 (TTY). Individuals who need auxiliary aids for effective
communication in program and services of DHHS are invited to make their needs and preferences
known to the ADA Compliance/EEO Coordinators. This notice is available in alternate formats,
upon request.

Caring..Responsive..Well Managed
We are DHHS




