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One Year Later

I've Learned ... ... ...

Someone you know and love can be hurting very badly without your knowledge

That life can be tough even when you are faithful

That most people don't know how to help you grieve

Hell can exist on earth

That you can pray daily for someone yet, in the end, their choice prevails

Grief can overtake you ... but only temporarily

That everyone grieves differently

That witnessing others grieve is almost more painful than your own hurt

That silence is the most wicked sound I have ever heard

Goodbyes can be hard but they are far easier than no goodbye

That with faith, family, friends and inner strength one can survive anything

and everything

Elly, 2004
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We present this plan with pride, fervent hope, and belief that—with
the initiation of the actions set forth in this plan—Michigan’s
families, schools, neighborhoods, workplaces, and communities will
be spared the tragedy and grief of suicide.

Michigan Suicide Prevention Coalition






INTRODUCTION
MICHIGAN NEEDS A SUICIDE PREVENTION PLAN...

Suicide is preventable, yet suicide trends in Michigan are headed in the wrong direction. From
2001 to 2002 alone, the state moved up six spots—from 38" to 32"—in the rate of suicides in
the population when compared to the other states. As we learn more about what communities
can do to prevent suicides, it is time for our state to adopt a comprehensive suicide prevention
strategy that offers the hope of reducing the number of suicides in Michigan by at least 20% in
the next five years.

At one time, the State of Michigan was at the forefront of suicide awareness. Michigan’s
legislature, following the lead of the U.S. Congress, in 1997 and 1998 approved two resolutions
(SR77 and HR374) recognizing suicide as “a serious state and national problem, and
encouraging suicide prevention initiatives” (see Appendix A). This state action contributed to
the groundswell of ongoing work in this nation to reduce the toll of suicide deaths and attempts.

The Michigan Department of Community Health (MDCH) responded to the state resolutions by
forming a work group to begin drafting a state suicide prevention plan. Work continued until the
end of 2000, but the group was unable to complete a plan before it became inactive. Michigan
communities also responded. Small, community-based groups have addressed suicide in a
number of ways, but the work is often fragmented, and has had little impact on overall state
suicide rates.

The publication of the National Strategy for Suicide Prevention® in 2001 renewed efforts by
states to develop their own suicide prevention plans, which are also a prerequisite to access
Federal suicide prevention funding. Elsewhere in the nation, 24 state task forces and coalitions
now have approved state plans.

In every year since the Michigan legislature approved the suicide prevention resolutions, more
than 1,000 Michigan residents have died by suicide. And, each year, an estimated 25,000 more
make attempts that often require medical
intervention and which can result in short
and long-term disability.

Suicide Facts®

Most suicides are preventable with appropriate
Almost five times as many suicides occur education, awareness and intervention methods.
each year in this state as deaths from_ For every suicide death, there are an estimated
HIV/AIDS, and over one and a half times 25 attempts.

more suicides than homicides take place

annually. In those startling statistics, Elderly are the highest risk group per capita.
Michigan is not alone—our experience For youth, suicide is the 3" leading cause of
mirrors the nation’s. death.

More than 90% of people who die by suicide

It is past time for Michigan to construct, have a diagnosable mental disorder present.

approve, and begin implementation of a
Firearms are the most frequent method used.




coordinated, effective, and proven approach to reducing suicide deaths and attempts, using the
National Strategy as a blueprint.

The Michigan Suicide Prevention Coalition (MiSPC), which formed in October 2003, has taken
on the task. Our broad-based membership includes public and private organizations and
agencies, foundations, individuals involved in suicide prevention, survivors (those who have
lost a loved one to suicide), and professionals from around the state (see Appendix B). We have
used our combined experience with survivorship, advocacy, and service to present an honest and
critical assessment of what prevention efforts in Michigan require.

At a time when there are limited resources and funds available for suicide prevention, it is
imperative that Michigan’s suicide prevention community works in a collaborative way—with
the support of state government and agencies—to implement best practices statewide. The first
step is development of this plan and its acceptance by key state officials.

MiSPC members are very aware of the scarcity of state resources to initiate and support new
programs. However, coalition members strongly feel that there are steps set forth in this plan
that can be undertaken and accomplished with little or no new monetary resources. Successful
initiation of the objectives in this plan will build a strong foundation for future efforts and place
the State of Michigan and its communities in an excellent position to capitalize on upcoming
opportunities for federal funds.

The following plan addresses the major public health problem of suicide for all of Michigan’s
residents, regardless of age, gender, economic or social background. This broad-based approach
is necessary in light of the state’s suicide statistics:

e Suicide is the third leading cause of death for 15

- to 19 year-olds; and the second leading cause of
Did You Know death for college age young people;*
U.S. Deaths in 20022 e Like the rest of the nation, the largest number of
.. suicide deaths occurs among our workforce,
SU'C'QE{: 31,655 primarily men ages 25— 64.;°
Homicide: 17,638 e And the highest rate (measured in number of
HIV/AIDS 14,095 suicides per 100,000 population) is among our

oldest residents.®

There are many at-risk populations within Michigan and
the nation. This plan is meant to encompass all of these populations and address suicide risk
across the lifespan. However, it does not include specific objectives for each special population.
We continue to seek new and emerging practices that have potential for inclusion in future
versions of this plan. The focus of this initial version is on building the infrastructure necessary
to support prevention efforts across the state and on assisting communities in developing and
initiating their own action plans. Every effort was made to assure that the strategy is:

eprevention-focused epublic health focused
ebuilt on data, research, eappropriate for community-based mental and
and best practices public health systems



As with any plan that puts community-based collaboration, coordination, and intervention at its
heart, the following assumptions have been made concerning recommendations involving local
efforts:

emuch of the final planning and execution must occur at the local level;
eall tools and protocols must be appropriate for the local community and its diverse members;

ethere should be uniform messages and language across all activities, across all locations, and
across all priority groups;

eonly the local communities themselves can establish what their priorities will be; and

eall prevention programs and interventions must be delivered in appropriate ways given the
specific community and its diversity

In addition to effective implementation, it is essential that we systematically track and evaluate
our progress toward goals. This will enable us to provide accurate feedback to government
leaders, policy makers, organizations, advocates, and all those involved in implementation of
the Michigan Plan for Suicide Prevention. It will also provide the information needed to revise
objectives over time, enabling the Michigan Plan to evolve as goals are reached and new “best
practices” information becomes available. Thus, in keeping with recommendations described in
the National Strategy, all objectives in the Michigan Plan include measurable outcomes or
targets that specifically identifying what is to be achieved. All objectives in the Michigan Plan
indicate the “data source” for monitoring progress, and one set of objectives is dedicated solely
to improving and expanding state surveillance systems related to suicide prevention, so the best
possible data for the state is available.

The primary goals of the Michigan Plan for Suicide Prevention are to increase awareness across
the state, to develop and implement best clinical and prevention practices, and to advance and
disseminate knowledge about suicide and effective methods for prevention. There is full
recognition that the goals and objectives overlap and contribute to a unified, integrated, and
coordinated effort. Furthermore, given the ongoing research and evaluation of suicide
prevention programs and strategies, we can expect this plan to change and evolve as knowledge
is advanced and best practices emerge.

We Present ...

Michigan’s Suicide Prevention Plan reflects the input of dozens of people from across the state,
and incorporates some of the work from the state’s first effort in the 1990s at developing a plan.
It is based on the most valid information we now have about how to reduce suicide deaths and
attempts using a community-based, public health approach.



SUICIDE AS A PUBLIC HEALTH PROBLEM IN THE
UNITED STATES

Suicide has been one of the leading causes of death in the United States for decades. Rates of
suicide have been relatively constant over the last sixty years, although the last decade shows
some encouraging, but modest, decline in rates (see Table 1). Still, the nation experiences more
than 30,000 suicide deaths each year, and an estimated 750,000 attempts7. The U.S. Centers for
Disease Control and Prevention says that suicide is under-reported. The cost in terms of pain
and suffering, loss of life, medical payouts and lost productivity, and the impact upon the
survivors of suicide, is immeasurable.

« IMPACT
Survivors Suicide’s impact in the nation and in our state
o Itis estimated that each suicide is enormous, whether measured in numbers of
death intimately affects at least deaths, attempts, economic and medical benefit
six other people. costs, or the devastation to survivors—people

who have lost someone close to them to

O Based on the more than 745,000 suicide. Edwin Schneidman, founder of the

suicides from 1978 through 2002,

there are at least 4.47 million American Association of Suicidology, has
survivors in the U.S. (1 of every stated that the worst thing about suicide is the
64 Americans in 2001). impact on loved ones, as the “suicidal person

puts their psychological skeleton into the closet

0 In2002 alone, that number grew of the minds of survivors forever. It is a bitch

by nearly 190,000.
y y to have there.”
o There is a suicide—and six new
survivors created—every 16.6 e RISK EACTORS
minutes.

While suicide is closely correlated with mental
ilnesses (studies indicate that in well over 90%
of all suicide deaths, there is a diagnosable and
treatable illness of the brain present®®), there
are other risk factors that contribute to suicide deaths and attempts as well. For example, elderly
persons are the highest risk population age group for suicide, and frequency of suicide tends to
increase with age (see Table 2). In general terms, the highest demographic risk group of non-
institutionalized Americans is elderly white males, living alone, with a diagnosable and treatable
mental illness and a substance abuse problem.

Those incarcerated in jails are one of the populations at highest risk for suicide in the United
States with rates of 54 per 100,000% (the national average is less than 12 per 100,000). Another
very high risk group are gay, lesbian, and bisexual (GLB) youth. Studies have shown that GLB
youth have suicide attempt rates of 3.6-7.1 times higher than their heterosexual peers'®**. There
are multiple other groups at elevated risk for suicide across the life span. Untreated or under-
treated depression is highly correlated with suicide. Around a third of those who die by suicide
have an identifiable diagnosis of clinical depression at the time of death. Other mental illnesses
also are associated with increased risk including, among others, schizophrenia, bi-polar disorder,

& Calculated from data available in: Stephan JJ. Census of Jails, 1999 (NCJ 186633). Washington, D.C.: U.S. Dept.
of Justice, Bureau of Justice Statistics, 2001.
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Table 1. US Suicide Rates, 1993—-2002

(rates per 100,000 population)

Age/Group | 1993 | 1994 | 1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002
5-14 0.9 0.9 0.9 0.8 0.8 0.8 0.6 0.8 0.7 0.6
15-24 135 13.8 13.3 12.0 11.4 111 10.3 104 9.9 9.9
25-34 15.1 154 154 145 14.3 13.8 135 12.8 12.8 12.6
35-44 15.1 15.3 15.2 15.5 15.3 154 14.4 14.6 14.7 15.3
45-54 145 14.4 14.6 14.9 14.7 14.8 14.2 14.6 15.2 15.7
55-64 14.6 134 13.3 13.7 135 13.1 12.4 12.3 13.1 13.6
65-74 16.3 15.3 15.8 15.0 14.4 14.1 13.6 12.6 13.3 135
75-84 22.3 21.3 20.7 20.0 19.3 19.7 18.3 17.7 17.4 17.7
85+ 22.8 23.0 21.6 20.2 20.8 21.0 19.2 194 175 18.0
Total 12.1 12.0 11.9 11.6 114 11.3 10.7 10.7 10.8 11.0

Men 19.9 19.8 19.8 19.3 18.7 18.6 17.6 175 17.6 17.9

Women 4.6 45 4.4 4.4 4.4 4.4 4.1 4.1 4.1 4.3

White 13.1 12.9 12.9 12.7 12.4 124 11.7 11.7 11.9 12.2

Non-white 7.1 7.2 6.9 6.7 6.5 6.2 6.0 59 5.6 55

Black 7.0 7.0 6.7 6.5 6.2 5.7 5.6 5.6 5.3 5.1

Table 2. Suicides in the United States, 2002
% of
Number Avg./day Rate all deaths
Nation 31,655 86.7 11.0 1.3
Males 25,409 69.6 17.9 2.1
Females 6,246 17.1 4.3 0.5
Whites 28,731 78.7 12.2 1.4
Non-whites 2,924 8.0 55 0.9
Blacks 1,939 5.3 5.1 0.7
Native Americans 324 0.8 10.5
Asians/Pacific Islanders 661 1.8 5.2
Elderly (65+ years) 5,548 15.2 15.6 0.3
Young (15-24 years) 4,010 11.0 9.9 12.1




some anxiety disorders, and borderline personality disorder.®® Co-morbidity with other
psychiatric diagnoses is known to increase risk for suicide.

While there are well demonstrated biological, psychological, and sociological factors that
contribute to suicide, a very complex tapestry of factors lead up to death by suicide. Schneidman
concludes that ““regardless of biology, diagnosis, or demographics, the experience of those who
suicide is that they are trying to solve problems that cause them intolerable psychological pain
... they don’t want to die, they want the pain they feel to stop.”

Encompass 'd with a thousand dangers,
Weary, taint, trembling with a thousand terrors ...
[ ... In a fleshy tomb, am buried above ground
William Cowper (1731-1800)

« PREVENTION

While there are few research based suicide prevention programs that are proven to reduce
suicidal behaviors, several are worth noting. Approaches that utilize integrated suicide
prevention efforts that include education, increased identification and referral, increased access
to care, reduction of stigma, and the application of effective clinical interventions have been
shown to reduce deaths and attempts and are promising for the future. A major United States Air
Force study™ and multiple school evaluations have demonstrated positive results at the
community level. Other major studies are currently underway to evaluate and replicate programs
with potential. One-time and isolated prevention efforts may have some value, but have not
demonstrated sustainable positive impact on suicide behaviors. Recent evidence suggests that
effective suicide prevention programs also reduce other violent behaviors. Some interventions
have shown promise for the treatment of depressed, despondent or suicidal individuals;
however, major efforts are necessary to implement quality care throughout the healthcare
delivery system from general medical practice to professional mental health practices. Standards
of care for the treatment of disorders with high suicide risk are not clearly defined,

disseminated, or widely practiced across the nation.

Thank you to that wonderful woman who Rept me on the line long enough
to get help to me. If it had not been for her, I would not be here today.
She gave me back my life. There is no way to put into words when
Someone has saved your life.

Anonymous — letter to a crisis line

« MEANS OF DEATH

In the U.S., the method used in more than 50% of suicide deaths is firearms. The 2002 data
Table 3 is consistent with data over the past decade. Some studies have demonstrated that
voluntary removal of firearms from homes of persons at risk has a positive impact on suicide
rates and that substitution of methods does not necessarily occur.



Table 3. Suicide Methods, United States, 2002

Suicide Method No. Rate % of total
Firearms 17,108 5.9 54.0
Suffocation/Hanging 6,462 2.2 20.4
Poisoning 5,486 1.9 17.3
Falls 740 0.3 2.3
Cut/Pierce 566 0.2 1.8
Drowning 368 0.1 1.2
Fire/burn 150 0.1 0.5
All other 775 0.3 2.5
Total 30,622 100.0




SUICIDE AS A PUBLIC HEALTH PROBLEM IN MICHIGAN

Did You Know?
Michigan Deaths In 2003

Did You Know?
At least 6,108 people

became suicide survivors in Suicide 1,018
Michigan in 2003 Homicide 644
HIV/AIDS 237

What is a public health problem? It is anything that affects or threatens to affect the overall
health and well-being of the public. Compared to causes of death such as heart disease or
cancer, suicide as a manner of death is a relatively rare event. And yet, on average, more than
1,000 Michigan residents take their lives each year (see Table 4). This makes suicide the tenth
leading cause of death in the state for 2003. For some groups, such as white males ages 10-34
years, suicide is the second or third leading cause of death. In this state, suicide is among the top
five leading causes of years of potential life lost below age 75",

Suicide rates, methods, risk factors and at-risk populations in Michigan closely parallel national
trends and statistics (see Figure 1). Annual estimated economic costs® associated with completed
and attempted suicide in Michigan are over $1.1 billion annually™.

The average annual suicide rate® for the state has remained relatively flat for more than a
decade. Men account for 81% of suicides deaths in Michigan. The highest average annual
suicide rate per capita (38.5 per 100,000) is actually among white males ages 75 and older.
Other groups of men with high rates are black males ages 30-34 (26.7/100,000), and white
males ages 35-54 (24.9/100,000), 25-29 (23.7/100,000), 65-74 (23.7/100,000), and 30-34
(23.2/100,000). The lowest suicide rates are among black women, who have an average annual
rate of 2.2 per 100,000 persons.

An analysis of the 2003 Michigan Youth Risk Behavior Survey data found that 18% of
Michigan’s 9"-12" graders seriously considered attempting suicide at some point during the 12
months preceding the survey'®. More than one out of every ten students indicated they actually
attempted suicide during that time. The number of young people in the state who die by suicide
increases dramatically over the adolescent years (see Figure 2).

b The number of years of potential life lost is calculated as the number of years between the age at death and 75
years of age for persons who die before age 75.

¢ Estimated medical costs plus estimated costs of work loss.
9 Rates are the number of deaths per 100,000 persons in a specified group.



Table 4. Average Annual Number of Suicides By Age, Race, and Sex,

Michigan Residents, 1999-2002°

Age White Black Other Total

Male [Female| Total | Male |[Female| Total | Male |Female| Total | Male |Female| Total
10-14 6 3 8 1 0 2 - - - 7 3 10
15-19 | 41 7 48 6 1 7 2 1 3 49 9 58
20-24 | 56 9 64 | 10 1 11 2 1 2 67 10 77
25-29 | 59 12 71 | 10 2 12 3 1 3 71 14 85
30-34 | 65 12 77 | 13 2 16 1 0 1 80 15 94
35-44 | 164 46 | 210 | 16 5 20 3 1 3 182 52 234
45-54 | 142 38 | 181 | 10 4 14 1 1 2 153 43 196
55-64 73 23 95 3 1 4 1 1 1 77 24 101
65-74 61 11 71 4 1 5 1 1 2 65 12 77
75+ 73 14 87 2 1 3 0 0 1 75 15 90
Total | 738 174 | 911 | 75 17 91 12 6 18 826 196 |1,021

Decedents with unknown race (n=5) not illustrated but included in totals.
Numbers in columns and rows may not total exactly due to rounding.

Death Rate

25

20 A

— -— - Michigan

90 91 92 93 94 95 96 97 98 99 00 01 02 03
Year of Death

FIGURE 1. Suicide rates, Michigan and U.S. Residents, 1990-2003"/
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Figure 2. Adolescent suicide deaths, Michigan, 1999-2002"
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GOALS AND OBJECTIVES

The Michigan Plan addresses the problem of suicide with an integrated approach to suicide
prevention over the lifespan. Based upon the preponderance of evidence in the suicide
prevention field as well as that learned through other prevention activities, to be truly effective,
any prevention program must be multi-modal, integrated, and widely accepted. By
implementing this type of plan we will, over time, have an impact on the incidence of suicide in
Michigan. The commitment of a wide diversity of organizations, government leaders at the state
and local level, community leaders, private sector leaders and private citizens is needed to
effectively implement this plan.

The plan’s overarching goal (Goal #1) is to reduce the incidence of suicide attempts and death.
The members of MiSPC feel that this will be best accomplished through increased awareness
across the state, implementation of best clinical and prevention practices, and advancement and
dissemination of knowledge about suicide and effective methods for prevention. Given the
ongoing research and evaluation of suicide prevention programs, we can expect that this plan
will change as knowledge is advanced and best practices emerge. The following categories are
the general framework for planning and there is full recognition that the goals and objectives
overlap and contribute to a unified, integrated and coordinated effort.

Goal #1
Reduce the Incidence of Suicide Attempts and Deaths
Across the Lifespan

Objective 1.1  Reduce the number of suicide attempts among Michigan youth, a population
for which we have baseline data

DATA SOURCE: Youth Risk Behavior Survey results and
emergency services surveillance systems.

Objective 1.2  Reduce suicide deaths among Michigan populations, utilizing evidence-based
best practices focused on the unique needs of each community.

DATA SOURCE: Michigan Department of Community Health
vital records

13



AWARENESS

Broaden the Public Awareness of
Suicide and its Risk Faciors

Goal #2

Develop Broad Based Support for Suicide Prevention

Objective 2.1

Objective 2.2

Objective 2.3

14

Identify and support a state-level management/leadership structure for
oversight of the Michigan Suicide Prevention Plan.

2.1.1 Establish and staff an Office of Suicide Prevention (OSP) in Michigan.
This Office should be embedded within the Michigan Department of
Community Health with a reporting relationship to the Department
Director in order to foster a collaborative, public/private partnership
between the Department and the Michigan Suicide Prevention
Coalition, as well as support collaboration across administrations and
offices within MDCH.

2.1.2  Within one year, establish a Michigan Suicide Prevention Advisory
Council (Michigan SPAC) comprised of a broad coalition of public and
private sector representatives to oversee the implementation of the
Michigan Suicide Prevention Plan.

DATA SOURCES: State organizational chart, membership
roster and record of meetings of the Michigan SPAC, record of
MDCH and Michigan Suicide Prevention Coalition joint
meetings. This objective will be evaluated jointly by the MDCH
and the Michigan Suicide Prevention Coalition.

Utilize the state’s existing Community Collaboratives to take the lead to
identify the appropriate leadership in each community to establish Local or
Regional Suicide Prevention Coalitions and to seek broad and diverse
participation at the local level. While the process can begin immediately, these
coalitions should be established within 18 months.

DATA SOURCE: Membership rosters of Local or Regional
Suicide Prevention Coalitions

The OSP, in collaboration with local coalitions, will utilize broad based public-
private support to blend resources of stakeholders in support of suicide
prevention.



Objective 2.4

Objective 2.5

DATA SOURCE: Record of OSP initiatives involving
public/private support for prevention strategies or programs

The OSP, in collaboration with local planning efforts, will utilize broad-based
public-private support to seek additional funds for suicide prevention.

DATA SOURCE: Record of OSP collaborative initiatives that
seek funding, and which result in funds for suicide prevention

The OSP will compile and make publicly available a Resource Directory that
includes state and community reports referenced in the Plan.

DATA SOURCE: The Resource Directory and publicly
available information on how it can be accessed.

Goal # 3

Promote Awareness and Reduce the Stigma

Objective 3.1

Objective 3.2

Objective 3.3

The OSP will develop, within its first year and by coordinating with public and
private sectors and assisting in local efforts, a comprehensive plan to
implement a state-wide campaign promoting awareness that suicide is a
preventable public health problem that reaches all citizens in Michigan.

This would be followed in year two by implementation of at least one
component of the comprehensive plan—a public awareness campaign that
promotes the concept that suicide is preventable and that focuses on reducing
the stigma of mental illness and improving help-seeking behaviors.

DATA SOURCES: Publicly available comprehensive state plan
and Michigan SPAC report concerning the scope of the
implemented public awareness component.

Within one year, the OSP, in partnership with the Michigan Association of
Suicidology (MAS), the Michigan Chapter of the Suicide Prevention Action
Network (SPAN), and other public and private entities, will expand
participation in symposiums held within the state on suicide prevention.

DATA SOURCES: Number of symposiums throughout the state
on suicide prevention, their geographic locations, attendance
and program content.

The OSP, during year one, will assist with educating the media on their critical
role in suicide prevention, including mental illnesses and substance abuse, and
collaborate to ensure responsible media practices in the coverage of these
topics. Use of the nationally recognized Reporting on Suicide:

15



Objective 3.4

Objective 3.5

Objective 3.6
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Recommendations for the Media (U.S. Centers for Disease Control and
Prevention) will be encouraged. OSP will assist with availability of curriculum
for state journalism schools.

DATA SOURCE: Documentation of dissemination of media
guidelines

Within one year, the Suicide Prevention Advisory Council will increase the
awareness of policy makers by educating officials on the impact that suicide,
mental illnesses, and substance abuse have on other policy areas, such as health
care, law enforcement, and education.

DATA SOURCE: Documentation of dissemination of
educational materials to policy makers.

Within two years, the OSP will identify and encourage the use of effective, best
practices in prevention and awareness programs to mental health agencies,
educational settings, law enforcement agencies, and other involved programs.

DATA SOURCE: Documentation of ““best practices™
information disseminated in regional and state conferences,
workshops, etc.

Expand public awareness efforts that contribute to this goal and seek public and
private partnerships to encourage help-seeking behaviors and to represent
mental illnesses as diseases that are treatable.

DATA SOURCE: Reports from relevant state offices, the OSP,
and the Michigan SPAC.



INTERVENTION

Enhance Services and Programs, Both
Population Based and Clinical Care

Goal #4
Develop and Implement Community-Based
Suicide Prevention Programs

Objective 4.1 In each of the next five years, increase the number of local and/or regional
suicide prevention collaboratives.

DATA SOURCE: Annual reports from OSP of Community
Collaborative involvement.

Objective 4.2  Within the next two years, through collaboration and partnerships, increase the
number of communities or counties that are implementing an evidence-based
early intervention strategy for children who have experienced significant
childhood trauma.

DATA SOURCE: Local and community data on program
implementation gathered by Community Collaboratives and
provided to OSP.

Objective 4.3  Encourage all communities to develop services for survivors of suicide and
promote utilization of these services.

DATA SOURCES: Evidence that guidelines and technical
assistance with provision of survivor services were made
available to communities.

Objective 4.4  Within the next three years, the OSP and the Michigan Department of
Education will partner to develop legislative proposals for state policy best
practice guidelines that support schools in implementing and expanding
evidence-based suicide prevention and response policies and programs.

4.4.1 Disseminate information to raise awareness among Michigan
legislators, school administrators, educational associations, public and
mental health advocacy groups, and parent groups regarding the impact
of mental health on learning and lifelong health outcomes, and the role
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442

of coordinated school health and safety programs in addressing mental
health problems in schools.

Develop proposed policies for the State Board of Education that
encourage coordinated, evidence-based suicide prevention and response
policies and programs, identify the characteristics of effective suicide
prevention and response strategies, and further the Board’s existing
policies on coordinated school health and safety programs.

DATA SOURCES: Documentation of stated policies, legislative
proposals and outcomes; Michigan SPAC reports on each
point.

Objective 4.5 Within two years, frame guidelines for evidence-based suicide prevention
programming using a collaboration of school health partners, including the
Michigan Departments of Education and Community Health, the
Comprehensive School Health Coordinators Association, local school districts,
community mental health agencies, Community Collaboratives, parent groups,
suicide prevention advocacy groups, and others interested in the health and
well-being of Michigan children and youth. The guidelines will be
disseminated statewide to public and private education settings and will address
objectives and resources for:
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Healthy environment and positive school climates that embrace the broad
diversity of all youth and include sequential social-emotional skills
curriculum addressing problem solving, help seeking, and decision
making; physical and emotional safety for all students; proactive and
positive school-wide discipline; and healthy and orderly physical
environment

Measures that decrease risk factors and enhance protective factors.

Identification of students at-risk for suicide, including gatekeeper training
for staff and students, screening, and peer support.

Administrative issues, including policies and procedures, program
support and maintenance, broad based diversity training, crisis response
teams, evaluation of programs, duty, responsibility and liability

Intervention strategies, involving school-community partnerships which
facilitate referrals, 24 hour crisis response, and student re-entry support
following a crisis

Responding to a death by suicide, including to the needs of the school
community and working with media — recommend using the CDC
Guidelines for containment of suicide clusters and Guidelines for Media
Coverage of Suicide.

Family and community partnerships



o  Dissemination to all Michigan Public and Private educational settings

DATA SOURCES: Record of collaboration (described above) in
developing guidelines; and publicly available, comprehensive
guidelines for evidence-based suicide prevention programming
in schools

Goal #5
Promote Efforts to Reduce Access to
Lethal Means and Methods of Suicide

Objective 5.1  Within three years, the OSP working in collaboration with the appropriate
professional organizations, will increase the proportion of primary care
clinicians, other health care providers, and health and safety officials who
routinely assess the presence of lethal means (including firearms, drugs, and
poisons) in the home and educate about actions to reduce associated risks.

DATA SOURCE: Establish baseline data (OSP, the Michigan
SPAC and/or Community Collaboratives) for at least one
category of health provider, enabling an evaluation of outcomes
for this group(s) within three years.

Objective 5.2 Within three years, the OSP, in collaboration with local suicide prevention
efforts, will assure that at least 50% of the households in the state are exposed
to public information campaigns designed to reduce the accessibility of lethal
means, including firearms, in the home.

DATA SOURCE: Record of penetration of public information
campaigns

Goal #6
Improve the Recognition of and Response to High Risk
Individuals Within Communities

Objective 6.1  Utilize Community Collaboratives to identify the number of “gatekeepers” in
their communities who are trained to recognize at-risk individuals and
intervene.

6.1.1  Within three years, expand the number of gatekeepers.

DATA SOURCE: Community Collaborative reports about
available gatekeepers in their areas.
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As defined in the National Strategy for Suicide Prevention, key gatekeepers are those people
who regularly come into contact with individuals or families in distress. They are professionals
and others who must be trained to recognize behavioral patterns and other factors that place
individuals at risk for suicide and be equipped with effective strategies to intervene before the
behaviors and early signs of risk evolve further. Key gatekeepers include, but are certainly not
limited to:

Teachers and school staff
School health personnel

Clergy and others in faith-based
organizations

Law enforcement officers
Correctional personnel

Workplace supervisors

Natural community helpers

Hospice and nursing home volunteers
Primary health care providers

Victim advocates and service providers

Mental health care and substance abuse
treatment providers

Emergency health care personnel

Individuals and groups working with
gay, lesbian, bi-sexual, and transgender
populations

Members of tribal councils and staff of
health centers serving Native Americans
in Michigan

Persons working with isolated senior
citizens

Funeral directors

Objective 6.2  Within two years, the OSP and the Michigan SPAC will develop and
disseminate a model for community “capacity assessment” for suicide
prevention. This will include a template for resource identification. Its purpose
will be to not only assist communities in identifying all available assets related
to suicide prevention and intervention, but also any critical gaps and deficits.

DATA SOURCE: Documentation of dissemination of the model

Objective 6.3

Objective 6.4
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to communities.

Within one year the OSP and the Michigan SPAC will identify and distribute

guidelines for suicide risk screening to primary care settings, emergency
departments, mental health and substance abuse settings, senior programs, and

the corrections system.

DATA SOURCE: Publicly available copies of materials and

distribution lists

Within three years, the Michigan Department of Corrections will adopt and

disseminate system wide policies and practices for suicide prevention in
accordance with the American Correctional Association Standards for



Emergency Care and Training, or the National Commission on Correctional Health

Care.
DATA SOURCE: Record of policies and practices for suicide
prevention
Objective 6.5 Within three years, require that all state funded colleges and universities

Objective 6.6

Objective 7.1

Objective 7.2

Objective 7.3

develop suicide prevention policies, and implement one or more prevention
strategies patterned after evidence-based approaches

DATA SOURCE: Publicly available policy statement(s) and
record of implemented strategies.

Within two years, require Community Mental Health programs to implement
suicide prevention training for all direct service personnel. They will also adopt
policies and practices for suicide prevention/intervention including
identification, intervention, discharge, and tracking of outcomes.

DATA SOURCE: Record of training sessions and percentages
of direct service personnel who participated; documentation of
policies

Goal #7
Expand and Encourage Utilization of

Evidence-based Approaches to Treatment

The OSP and the Michigan SPAC, in collaboration with the National Suicide
Prevention Resource Center, will identify best practices for emergency
departments and inpatient facilities that help ensure engagement in follow-up
care upon a suicidal patient’s discharge. The OSP and Michigan SPAC will
disseminate this information.

DATA SOURCE: Provision of best practices documents and
records of dissemination

Within 18 months, MDCH, in collaboration with the Michigan Association of
Community Mental Health Boards, will assure that up-to-date evidence-based
standards of care are distributed to the Public Mental Health/Substance Abuse
system.

DATA SOURCE: Evidence of distribution

Within 18 months, MDCH, in collaboration with the Michigan Association of
Community Mental Health Boards (MACMHB), will identify quality
care/utilization management guidelines for effective response to suicidal risk or
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behavior and assure that these guidelines are incorporated into the state
managed care plan.

DATA SOURCE: Identification of guidelines and incorporation
into the managed care plan

Goal # 8

Improve Access to and Community Linkages With Mental

Objective 8.1

Objective 8.2

Objective 8.3
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Health and Substance Abuse Services

MDCH, in collaboration with the Michigan Association of Community Mental
Health Boards and the Community Collaboratives, will identify and
disseminate model programs that address co-occurring disorders of mental
health and substance abuse, as this combination of disorders significantly
increases suicide risk.

DATA SOURCE: Publicly available document describing model
programs; record of dissemination

Support policies and/or legislation that provide coverage for evaluation and
treatment of mental illnesses and substance abuse that is equal with coverage of
other illnesses and conditions.

DATA SOURCE: Policy and/or legislative outcomes

Within each of the next five years, increase the number of communities
promoting the awareness and utilization of 24-hour crisis intervention services
that provide full range crisis and referral services. These services may be
locally based or linked to the national hotline. It is desirable that these services
be AAS certified.

Once the baseline is established the annual cumulative goal increases will be as
follows:

2006 20%
2007 30%
2008 40%
2009 50%
2010 60%

DATA SOURCE: MDCH mental health services audit



Objective 9.1

Objective 9.2

Objective 9.3

METHODOLOGY

Advance the Knowledge of
Suicide and Best Practices for
Prevention

Goal #9

Improve and Expand Surveillance Systems

The Michigan Department of Community Health will produce reports, not less
than annually, that will include data on suicide and suicide attempts. This data
will include demographics, trends, methods, locale, and other information. This
data will serve as a key tool in the evaluation of the Michigan Suicide
Prevention Plan.

DATA SOURCE: MDCH reports

Promote the use of standardized protocols for death scene investigations
throughout Michigan.

DATA SOURCE: MDCH implementation report

Death scene investigation reports provide key information on circumstances
and means of death. While use of a standardized protocol should improve the
information available through Medical Examiner case files, the OSP and the
Michigan SPAC should also examine how this information can be accessed and
used through other systems.

Through an ongoing collaboration between the Michigan Departments of
Education and Community Health and local public school districts, continue to
conduct surveillance of youth risk behavior, including behavior related to
suicide and depression, using the Youth Risk Behavior Survey developed by
the Centers for Disease Control and Prevention and the Michigan Department
of Education.

9.3.1 Biannually, within one year of data collection, fact sheets related to the
results of the 2003 Michigan YRBS most pertinent to depression and
suicide, by age, gender, and race, will be widely disseminated in printed
format and on-line.
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Objective 9.4

9.3.2 Within two years, disseminate fact sheets related to the results of the
2005 Michigan YRBS, adding rates for Native American youth, in
printed format and on-line.

DATA SOURCE: Report of YRBS results and records of
dissemination

The results of the surveillance activities described above will be used to plan
and evaluate state, regional, and local suicide prevention activities.

DATA SOURCE: Copies of written plans and evaluation
reports.

Goal #10

Support and Promote Research on Suicide and Suicide

Objective 10.1

Objective 10.2

Objective 10.3
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Prevention

The OSP and Michigan SPAC will encourage use of the national registry of
evidence-based suicide prevention programs and clinical practices, located at
the national Suicide Prevention Resource Center’s website, www.sprc.org.; and
provide regular reports about evidence-based approaches.

DATA SOURCE: Evidence of regular distribution of
information about the SPRC and its website; compilation of
evidence-based approaches.

Facilitate the development of public/private partnerships and community-based
coalitions to build support for, and request funding for, suicide prevention
research within the State of Michigan, including efforts to identify evidence-
based strategies for various at-risk populations in the state.

DATA SOURCE: Evidence of collaborative efforts to seek funds

Determine the social and economic costs of untreated mental illnesses and
substance abuse, and support strategies for reducing these costs.

Objective 10.3.1  Investigate, within three years, either statewide or in at
least one defined region and/or for one defined at-risk population, the social
and fiscal costs of untreated mental illness and alcohol/substance abuse to the
State of Michigan.

DATA SOURCE: Publicly available report on social and
economic costs


http://www.sprc.org/

Objective 10.4

Objective 10.3.2  Based on the above investigation, consider the social
and/or economic cost benefit(s) for parity in coverage of health benefits for
mental illnesses and substance abuse.

DATA SOURCE: Publicly available cost benefit report

The OSP, with input from all community and state partners, will prepare and
disseminate an annual progress report for the Michigan Suicide Prevention
Plan.

DATA SOURCE: The OSP’s annual reports
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RECOMMENDED RESOURCES

The American Association of Suicidology: www.suicidology.org

American Foundation for Suicide Prevention: http://www.afsp.org/index-1.htm

The Canadian Association for Suicide Prevention: http://www.suicideprevention.ca/

Centers for Disease Control and Prevention http://cdc.gov/ncipc/factsheets/suicide-
overview.htm

Children’s Safety Network: http://www.childrenssafetynetwork.org/

Children’s Safety Network, Economics & Data Analysis Resource Center:
http://www.edarc.org/

Goldsmith SK, Pellmar TC, Kleinman AM, Bunney WE (eds.). Reducing Suicide: A National
Imperative. Washington, D.C.: The National Academies Press, 2002.

Michigan Department of Community Health, Vital Records and Health Data Development
Section: http://www.mdch.state.mi.us/pha/osr/index.asp?ld=4

Michigan State University, School of Journalism. Victims and the Media Program:
http://victims.jrn.msu.edu/

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

U.S. Centers for Disease Control and Prevention. Web-based Injury Statistics Query and
Reporting System (WISQARS): http://www.cdc.gov/ncipc/wisgars/default.htm

National Commission on Correctional Healthcare: http://www.ncchc.org/index.html

American Foundation for Suicide Prevention,American Association of Suicidology,
Annenberg Public Policy Center. Reporting on Suicide: Recommendations for the Media:
http://www.afsp.org/education/recommendations/5/1.htm

National Institute of Mental Health—Suicide Prevention:
http://www.nimh.nih.gov/suicideprevention/index.cfm

New Zealand Ministry of Youth Development—Y outh Suicide Prevention:
http://www.myd.govt.nz/sec.cfm?i=21

Schneidman, Edwin. The Suicidal Mind. New York: Oxford University Press, 1996.
Suicide Prevention Action Network: http://www.spanusa.org/

Suicide Prevention Resource Center: http://www.sprc.orq/

World Health Organization. SUPRE—the WHO worldwide initiative for the prevention of
suicide: http://www.who.int/mental health/prevention/suicide/supresuicideprevent/en/
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APPENDIX A:
SENATE RESOLUTION No. 77°

A resolution to recognize suicide as a serious state and national problem and to encourage
suicide prevention initiatives.

Whereas, Suicide is the ninth leading cause of all deaths in the state of Michigan and the
third cause for young persons ages 15 through 24. In 1995, suicide claimed over 960 Michigan
lives, a number greater than the number of homicides. In addition, suicide attempts adversely
impact the lives of millions of family members across the country; and

Whereas, The suicide death rate has remained relatively stable over the past 40 years for
the general population. However, the rate has nearly tripled for young persons. The suicide
death rate is highest for adults over 65; and

Whereas, These deaths impose a huge unrecognized and unmeasured economic burden
on the state of Michigan in terms of potential life lost, medical costs incurred, and the lasting
impact on family and friends. This is a complex, multifaceted biological, sociological, and
societal problem; and

Whereas, Even though many suicides are currently preventable, there is still a need for
the development of more effective suicide prevention programs. Much more can be done, for
example, to remove stigmas associated with seeking help for emotional problems. Prevention
opportunities continue to increase due to advances in clinical research, in mental disorder
treatments, in basic neuroscience, and in the development of new community-based initiatives.
Suicide prevention efforts should be encouraged to the maximum extent possible; now,
therefore, be it
Resolved by the Senate, That we
(1) Recognize suicide as a statewide problem and declare suicide prevention to be a state
priority;

(2) Acknowledge that no single suicide prevention program or effort will be appropriate for all
populations or communities;

(3) Encourage initiatives dedicated to preventing suicide, helping people at risk for suicide and
people who have attempted suicide, promoting safe and effective treatment for persons at risk,
supporting people who have lost someone to suicide, and developing an effective strategy for
the prevention of suicide; and

(4) Encourage the development, promotion, and accessibility of mental health services to enable
all persons at risk for suicide to obtain these services without fear of any stigma.

pg. 983 JOURNAL OF THE SENATE [June 25, 1997] [No. 56]

¢ The wording of the resolution passed by the House of Representatives on September 22, 1998,
was essentially the same as that used in the Senate resolution.
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. Merry Stanford
. Michael Swank

. William Tennant

Larry G. Lewis (MiSPC Chair)

Touchstone Services

ThumbResources.org

Survivor; MAS

Michigan Public Health Institute (MPHI)/Child Death
Review Program (CDR)

Survivor; Michigan Association of Suicidology (MAS)
Michigan State University, Victims in the Media Program
Joseph J. Laurencelle Foundation

Shiawasee Community Mental Health Authority
Survivor; MAS Youth Suicide Prevention

Mental Iliness Research Association (MIRA)

MIRA,; Stop Suicide Alliance; Survivor

NAMI (National Alliance for the Mentally 11I) Michigan
President, MAS; Survivor

University of Michigan Department of Psychiatry
Associated Psychological Services

Triangle Foundation

Survivor; Journey for Hope

Administrator, Detroit Waldorf School

Vice-President MAS; C.O. Suicide Prevention Action
Network (SPAN) of Michigan

Advanced Counseling Service; MAS

Michigan Department of Community Health (MDCH),
Mental Health Services to Children and Families

Stop Suicide Alliance; Community Education About Mental
IlIness and Suicide (CEMS) of Oakland County CMH;
Survivor

MPHI/CDR

MDCH, Office of Drug Control Policy

MPHI/CDR

Emergency Telephone Service, Neighborhood Services
Organization (NSO), Detroit

Gryphon Place, Kalamazoo

Indiana Coalition, Miles, Michigan

MAS

Common Ground Sanctuary

MDCH, Injury and Violence Prevention Section
Survivor

MiSPC liaison from the Michigan Department of Education
Bay-Arenac Behavioral Health

Mental Health Association in Michigan
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