MONTANA

IPmﬁﬂ@m Plan
25

MONTANA




Hope is always within reach.
Suicide is never the only option

Montana Svicide Prevention Lifeline__‘ . N
800-273-TALK (8255) (—

www.prc.mt.gov/suicideprevent -




The compilation of the Montana Strategic
Suicide Prevention Plan was coordinated by
Karl Rosston, LCSW. Comments concerning
the contents of this plan should be directed
to:

Karl Rosston, LCSW
Suicide Prevention Coordinator
Montana Department of Public Health and Human Services
555 Fuller Avenue
Helena, Montana 59620-2905
(406) 444-3349

A special thank you to Anna Walker, Sarah Price, Bruce
Schwartz, and the Montana Office of Epidemiology and
Scientific Support for all of their assistance and
support in obtaining much of the data that is available in
this report.




Table of Contents

Suicide Prevention in Montana: The Process of Making a Cultural Shift in
Thinking

Progress & Challenges
The Montana Suicide Mortality Review Team
Suicide—The Magnitude of the Problem
United States
Montana

Risk and Protective Factors associated with Suicide

Opportunities for Prevention Activities

Other Populations in Montana with a high risk of Suicide....
Vision, Mission, Goals and Objectives
The Environment for Suicide Prevention in Montana

References




SUICIDE PREVENTION IN MONTANA:
The Process of Making a Cultural Shift in Thinking

Introduction

Suicide persists as a major public health problem in Montana. There are many individuals and
organizations working to address this issue. The individuals and agencies currently
addressing suicide often do so from their own unique perspective and in many cases without
collaboration with other entities. Until 2000, there had been no statewide, strategic effort to
link these many assets and to build a stronger network of resources to address suicide as a
major statewide public health priority.

In the spring of 2000, the Montana Department of Public Health and Human Services invited
a group of private organizations, concerned citizens and government officials to begin the
development of a statewide plan for suicide prevention. With consultation from international
experts in suicide prevention, the Montana Suicide Prevention Steering Committee began
work that led to the development of this statewide strategic plan. This document is a
continuation of the initial planning effort, which originally outlined a 5-year strategic direction
and an action plan.

The current plan is the sixth revision. Accomplishments and ongoing challenges are
delineated. Strategic directions for prevention, intervention, postvention and coordination
among providers are expanded, along with special attention to groups within Montana’s popu-
lation with the highest risk of suicide.

This version of the Montana State Suicide Prevention Plan also attempts to align with the
recently revised 2012 National Strategy for Suicide Prevention by identifying the national
goals and objectives and identifying a specific Montana objective for each of the national
goals.




Progress

Since 2007, there have been significant accomplishments made toward addressing the issue of
suicide in the state of Montana. Some of the primary suicide prevention accomplishments made
over the past seven years include:

e Signs of Suicide (SOS) kits provided for 150 schools around the state.

e Suicide Prevention Toolkit for Rural Primary Care Providers for 120 medical clinics and now
available at no cost at www.prc.mt.gov/suicideprevention.

o Suicide Prevention Toolkit for Senior Living Communities. Sent out to all licensed long term
care, assisted living, and nursing facilities and available at no cost on www.prc.mt.gov/suicide
prevention.

e Mental Health First Aid has been added to the core curriculum at the Montana Law
Enforcement Academy. All officers receive this 8 hour, evidence-based training.

e Stabilized the State Suicide Prevention Lifeline. The Lifeline consists of two regional call cen-
ters with additional phones, computers, updated data bases, and ensured that there are full-
time, trained professionals available 24/7.

e Suicide prevention postcards sent out to over 4,000 licensed cosmetologists.

e Core competency training for therapists working with suicidal clients for 105 therapists from
around the state.

e Suicide assessment software sent to all licensed psychiatrists in the state.
o “After a Suicide” distributed to all funeral homes in the state.
o Statewide webinars to all VAs on the treatment of suicidal and PTSD veterans.

e Over 12,000 gunlocks with suicide prevention tags distributed to sixteen counties and seven trib-
al entities.

e Over 5,000 people in communities and reservations trained in ASIST (Applied Suicide Interven-
tion Skills Training).

e Trained 200 CSCT school staff from around the state.

o Collaborated with Missoula and Ravalli County to implement the Yellow Ribbon Program in all of
the county high schools.

o Trained over 200 licensed senior care givers through the Senior and Long Term Care Division.

o Filmed seven episodes of “Aging Horizons” on the Big Sky Channel concerning suicide preven-
tion in the elderly and two episodes of the “Dunwell Report” concerning suicide prevention in
Montana.

e Over 15,000 people trained in QPR (Question, Persuade, Refer) around the state and on tribal
lands.

e Member of the Attorney General’s task force to reduce prescription drug abuse.
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Progress continued

e Semester presentations at Western Montana College, Carroll College, and Helena College
of the University of Montana in suicide prevention to nursing and education students. Also
presented to counseling students at the University of Montana.

e« Community grants for suicide prevention trainings and interventions provided for numerous
counties including Missoula, Ravalli, Flathead, Gallatin, Cascade, Lewis & Clark, Sanders,
Custer, Yellowstone, and District Il (which encompasses 11 counties in Eastern Montana)

e Suicide prevention webinar for physicians and emergency room staff to 27 Montana
hospitals.

e Co-sponsor of numerous conferences which has trained people to provide QPR, provide
survivor support services, and bring in nationally recognized experts in suicide prevention.

e Mental Health First Aid provided to communities around the state.

e Question, Persuade, Refer (QPR) training is part of the core curriculum at the
Montana Law Enforcement Academy and is received by all new officers. Thisis a4
hour, evidence-based suicide prevention training.

e Over 6,000 “Quick Reference” guides for suicide prevention distributed to chemical
dependency facilities and made available to chemical dependency counselors and others
around the state.

e Over 17,000 “Parents as Partners: a suicide prevention guide for parents” booklets sent out
to school districts around the state and made available to agencies working with families.

e Collaborative effort with the Dept. of Revenue, Liquor Control, on providing training to bar-
tenders and liquor distributors. Over 100,000 Drink coasters being distributed to Montana
bars.

e State-wide media campaigns on Charter Communication, Montana Broadcaster's Associa-
tion, Northern Broadcasting Association, Facebook, and Cha Cha. The Facebook ad
focused not only on young people in Montana but also Montana Veterans. Also appeared
twice as the guest on “Voices of Montana” to promote suicide prevention resources around
Montana.

e Suicide awareness postcards to Veterans (over 103,000) in the state.

e Suicide prevention training to detention officers in county jails and juvenile facilities,
and providing anti-suicide blankets and clothing to all county jails and correctional
facilities.

e Working collaboratively with the Montana Association of Counties on implementing a
standardized suicide screening instrument for all county jails around the state.

e Suicide prevention training for juvenile parole officers and detention officers around
the state.

o Co-sponsor of the Military Appreciation games at the University of Montana and Montana
State University, where all fans received self-rating depression scales with resources.

e Creation of the nations first suicide mortality review team (see next page)
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What is the Suicide Mortality Review Team (SMR Team)

The Montana Suicide Mortality Review Team Act was passed during the 2013 Legislative Session through
the approval of House Bill 583. The SMR team is a statewide effort to identify factors associated with
suicide in an effort to develop prevention strategies. The suicide mortality review team is composed of
mental health, social service, law enforcement, coroners, and other experts to review de-identified, suicide
deaths. The purpose of the review team is to determine if a suicide was preventable and the factors
associated with the suicide. The prevention of suicide is both the policy of the state of Montana and a
community responsibility. The suicidal death of a person can be viewed as a sentinel event that is a
measure of a community's overall social and economic well-being and health. The SMR team process
identifies critical community strengths and needs to understand the unique social, health and economic
issues associated with suicide. The goal of the SMR team program is to reduce the inequalities that impact
the number of deaths through local community and state collaboration.

The Operating Principles of Suicide Mortality Review

e Suicide is a community responsibility.

e Suicide is a sentinel event that should urge communities to identify other people at risk.

e A suicide review requires multidisciplinary participation from the community.

o Areview of case information should be comprehensive and broad.

e Areview should lead to an understanding of risk factors.

e Areview should focus on prevention and should lead to effective recommendations and actions to
prevent suicide and to keep people healthy, safe and protected.

The Purpose
Through a comprehensive and multidisciplinary review of suicides, we will better understand how and why

people complete suicide and use our findings to take action to prevent other suicides and improve the
health and safety of Montanans.

The Objectives

The objectives of the SMR process are multifaceted and will meet the needs of many

different agencies, ranging from the investigation of deaths to their prevention.

1. Ensure the accurate identification and uniform, consistent reporting of the cause and manner of every

suicide.

2. Improve communication and linkages among local and state agencies and enhance coordination of
efforts.

. Improve agency responses in the investigation of suicides.

. Improve agency response to protect survivors of the deceased.

. Identify specific barriers and system issues involved in suicides.

. Identify significant risk factors and trends in suicides.

. Identify and advocate for needed changes in legislation, policy and practices and expanded efforts in
suicide prevention.

8. Increase public awareness and advocacy for the issues pertaining to suicide prevention.

~N o 01 AW

Montana Strategic Suicide Prevention Plan - Updated September, 2014



Challenges

Though we have made progress since the initiation of the inaugural Suicide Prevention Plan, Mon-
tanans are still faced with many challenges. Montana’s suicide rate remains among the highest in
the Nation. Over the past ten years, suicide is the second leading cause of death for children,
adolescents and young adults in our state and the rate of suicide is high throughout the life span.
We have identified many areas where improvements can be made.

Lack of statewide coordination

e Systems collaboration between tribal entities, counties and state government, especially for
adolescent and young adult populations are insufficient.

e Coordination between community levels and state systems is insufficient. Local
communities may not know about initiatives in other parts of the state or in state govern-
ment. State government agencies are often not aware of prevention efforts related to sui-
cide in other agencies.

e Development of suicide prevention strategies often occurs without the involvement of youth
in the planning process.

e Screening for mental illness and suicide does not consistently occur in public schools, juve-
nile justice systems, or other child-serving agencies. Screening is inconsistent in the medical
community and symptoms of depression are often missed by medical professionals.

Montana demographics and geography

e Montana is a large frontier state with many isolated communities.

e There is a generational culture of acceptance of suicide as a viable option to resolve feelings
of hopelessness and when one feels they are a burden to others.

e Ongoing stigma towards seeking mental health services and concerns of maintaining
confidentiality in small communities inhibit individuals from seeking needed treatment.

e According to the Census Bureau, in 2012, 18% of the population or 180,988 Montanans,
lacked health insurance coverage including more than 23,000 children
(www.statehealthfacts.org)

e Montana has a high availability of lethal means, especially firearms, that increase the
lethality of impulsive suicidal behaviors .

e Montana has high rates of alcoholism, underage drinking, and binge drinking, along with
other drug addictions; including the current devastating epidemic of methamphetamine use.
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Challenges continued

e The farm and ranch economic crisis and the difficulty in attracting industry to provide a stable
employment market in Montana are ongoing stressors.

e An analysis of National Violent Death Reporting System (NVDRS) data revealed that suicide
rates are higher among people who live at high altitudes than those living at lower elevations.

Lack of mental health providers and treatment facilities

e There is a shortage of inpatient mental health treatment facilities and crisis stabilization beds.
The availability of this vital resource is diminishing with the closure of inpatient psychiatric
beds.

e The funding/reimbursement for outpatient services throughout the state is considered inade-
gquate by many providers.

e There is insufficient integration of traditional and culturally specific interventions, especially
among our American Indian population.

e Montana has a severe shortage of psychiatrists, especially child and adolescent psychia-
trists.

e Montana has a shortage of psychiatric mental health nurse practitioners.

e Montana does not recognize Licensed Marriage and Family Therapists (LMFT) as a separate
professional license. This further reduces mental health resources in the state. There are
only two states in the nation that do not recognize LMFT’s, Montana and West Virginia.
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Suicide = A Public Health Issue that isn’t going away

United States

Over the last ten years, the rate of suicide has been slowly increasing in the United States. Increases in the
rates of suicide among certain age, gender, and ethnic
groups have changed. Suicide rates among ado-

lescents and youth in some areas of the nation In the United States for 2011:

have increased dramatically. At the other end

of the age spectrum, suicide rates remain the « Suicide was the 10th leading cause of death for
highest among white males over the age of 65. all ages, 2nd for young people

Differences are also occurring in some racial o )
groups with the rates of suicide among young e Suicides accounted for 1.6% of all deaths in
African American males showing significant in- the U.S.

creases.

_ _ o Nearly 40,000 suicides occurred in the U.S.
Approximately 987,950 people a year in the This is the equivalent of 108 suicides per day;

ggit::tj-tste;n%ttiggaT;is?ge' Ti“;g%gﬁoie one suicide every 13 minutes or a crude rate of
vastaling and, Ing, IMp 0: 12.7 suicides per 100,000 people.

that have lost a loved one as a result of suicide.

While suicide rates in the U.S. place it near the « In the United States, Whites have the highest

mean for industrialized nations, the rates within rate of suicide (14.5) followed by Native

the U.S. are highly variable by region and state. .
The intermountain western states have the AT (08
highest rates of suicide as a region and Mon- « Middle aged people (45-64 years) have the

tat:na ranks p};arsisthen:cly”at the to? of the rate highest rate of suicide (18.6), followed by the
chart annually. The following information was ’
taken from the National Vital Statistics Report sllaleiyy (L2 et eyl i (0L

(2014) and the Center for Disease Control-
WISQARS (2014). 2011 is the most recent
national numbers available.

2011, United States
Suicide Injury Deaths and Rates per 100,000

All Races, Both Sexes, All Ages
ICD-10 Codes: X60-X84, Y87.0,*U03

Number of Age-Adjusted
Deaths Rate**

Population

39,518 311,587,816 12.68 12.32
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gicide among the Young \

e 1In 2011, 4,822 youth between 15 and 24 completed suicide in the US

e Suicide is the 2nd leading cause of death for 15 to 24 year olds

o Male youth die by suicide over four times more frequently than female youth

¢ Native American/Alaska Native youth have the highest rate with 17.7 per 100,000. White youth are
next highest with 12.1 per 100,000

e The majority of youth who died by suicide used firearms (45%). Suffocation was the second most
commonly used method (39%).

According to the 2013 National Youth Risk Behavior Survey;
o During the 12 months before the survey, 13.6% of students nationwide had made a plan about how
they would attempt suicide

& 8% of all high school students had attempted suicide one or more times during the 12 months before
the survey. /

4 )

Nonfatal Suicidal Thoughts and Behavior

e There were 987,950 suicide attempts in the US in 2011. This translates to one attempt every 32
seconds. There are 3 females attempts for every male attempt.

e Among young adults ages 15 to 24 years old, there is 1 suicide for every 100-200 attempts.
e Among the general population, there is 1 suicide for every 25 attempts.

Among adults ages 65 years and older, there is 1 suicide for every 4 suicide attempts.

\(

Racial and Ethnic Disparities \

Gender (US for 2011) Number Rate Percent of Total

All Races 39,518 12.68 #

White 35,775 14.49 90.5%

Black 2,241 5.25 5.7%

American Indian/Alaska Native 459 10.58 1.2%

Asian/Pacific Islander 1,043 5.93 2.6% :

Suicide Method (US for 2011) Number Rate Percent of Total

All Means 39,518 12.68 #

Firearm 19,990 6.42 50.6%

Suffocation/Hanging 9,913 3.18 25.1%

Poisoning 6,564 2.11 16.6%

Cut/Pierce 660 0.2 1.7%
k All Other Means 2,391 0.76 6% j
[ Suicide amongq the Elderly (US for 2011) \

e There were 6,321 suicides of people over age 65 for a rate of 15.3 per 100,000. That equates out to
17 elderly suicides every day in the United States.

e The highest rate of suicide is among White males over the age of 85 (736 suicides for a rate of 45.60)

¢ Males over 65 have a rate of suicide 6.6 times higher than females over 65 (29.41 compared to 4.46)

¢ A White male over the age of 65 has a rate of suicide 2.3 times higher than a American Indian male
over the age of 65 (32.16 compared to 14.05)

\ Source: CDC WISQARS website (http://webappa.cdc.gov/sasweb/ncipc/mortrate10_us.html). Obtained Aug., 2014) ‘
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MONTANA

Suicide continues to be a major public health issue in the state. Montana has been at or near the top in the
nation for the rate of suicide for nearly four decades. In the past ten years, the crude rate of suicide in Mon-
tana is 21.4 per 100,000 people (the national average is 12 per 100,000). Between 2004 and 2013, 2,088
Montana residents have completed suicide for an average of 209 people per year.

For all age groups for data collected for the year 2011, Montana was tied for the highest rate of suicide
in the United States (American Association of Suicidology, June. 2014). Montana has been in the top five
for nearly 40 years.

In Montana, between 2002 and 2011, suicide was the number two cause of death for children ages
10-14, adolescents ages 15-24, and adults ages 25-44, behind only unintentional injuries (CDC,
2014)

Access to lethal means (firearms), alcohol, a sense of being a burden, social isolation, underly-
ing mental illness, and a societal stigma against depression, all contribute to the high rate of
youth suicide in Montana.

In 2013, 26.4% of high school students in Montana reported they felt so sad or hopeless almost
every day for two weeks or more that they stopped doing some of their usual activities (Montana
YRBS, 2013).

The highest rate of suicide in Montana is among American Indians (26.4 per 100,000) followed by
Caucasians (22.3 per 100,000).

Firearms (63%), suffocation (19%), and poisoning (13%) are the most common means of suicide in
Montana.

-

Montana Suicide (ICD-10: X60-X84, Y87.0) Counts and Rates, 2004-2013 (MT Residents) \
Provided by Office of Epidemiology and Scientific Support, Montana DPHHS

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

Number Of Events (OESS Guidelines)

173 205 188 192 203 218 227 225 226 231

Population At Risk

930,009 1940,102|952,692 | 964,706 | 976,415 | 983,982 | 990,527 [997,600| 1,005,494 | 1,015,165

Crude Rate (OESS Guidelines)

18.6 21.8 19.7 19.9 20.8 22.2 22.9 22.6 22.5 22.8

Age Adjusted Rate (OESS Guidelines)

\_

18.6 21.6 19.6 18.9 20.6 21.1 21.7 21.8 22 22.5j
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Age Adjusted Suicide Rates (with Confidence Intervals)
Montana Residents, 2004 2013
Office of Epidemiology and Scientific Support

30
25
20 i//\7|\/
15
10
5
0
2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013
—— Age Adjusted Rate (OESS Guidelines)| 18.6 | 21.6 | 19.6 | 189 | 20.6 | 21.1 | 21.7 | 21.8 | 22 | 225
Age Adjusted Rate Lower Bound
(OESS Guidelines) 159 | 18.7 | 16.8 | 163 | 17.8 | 183 | 189 | 19 | 19.1 | 196
Age Adjusted Rate Upper Bound 216 | 249 | 227 | 219 | 238 | 242 | 249 | 251 | 252 | 258
(OESS Guidelines)

Suicide in Montana Counties

The suicide rate in Montana’s counties varies from year to year due to small populations in the rural coun-
ties that greatly influence the rate of suicide with even one completed suicide. Due to the small population
numbers for 2012-2013, only seven counties and one cluster of eleven counties in Eastern Montana are
available (see below). All other counties had less than 20 suicides for the period 2012-2013; rates based on
less than 20 numbers are statistically unreliable. However, for information on the rate of suicide in other

Montana County (ICD-10: X60-X84, Y87.0) Suicide Counts and Rates, 2012-2013 Aggregate
Provided by Office of Epidemiology and Scientific Support, Montana DPHHS

County CASCADE | FLATHEAD | GALLATIN |LEWIS & CLARK | MISSOULA SILVER BOW | YELLOWSTONE
Number Of Suicides 43 36 35 22 50 30 67
County Population
164,168 184,728 187,385 130,216 222,910 68,991 306,069
Crude Rate 26.2 19.5 18.7 16.9 22.4 43.5 21.9
Age Adjusted Rate 24.6 19.9 18.5 16.1 21.4 422 22.2
Poi_CI_LB 17.6 13.8 12.8 9.9 15.7 27.8 17.1
Poi_CI_UB 33.9 28.1 26.4 25.2 28.7 62.2 28.5

Bridged-race intercensal estimates of the July 1, 1990-July 1, 1999; July 1, 2000-July 1, 2009

Postcensal estimates of the resident population of the United States for July 1, 2010-July 1, 2013

United States resident population by year, county, single-year of age, sex, bridged race, and Hispanic origin,

prepared by the U.S. Census Bureau with support from the National Cancer Institute.

Available on the Internet at: http://www.cdc.gov/nchs/nvss/bridged_race.htm as of April 24, 2004; Oct 26, 2012; June 26, 2014

All other counties had less than 20 suicides for the period 2012-2013; National Center for Health Statistics.
Rates based on less than 20 numbers are statistically unreliable;
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Frequency and Rate of Suicide by County of Residence,
Montana Residents, 1994-2013

Lincoln Glacier Toole

; Phillips
Flathead L'bem’| P Valley

Blaine

Pondera

Richland

Fergus
Petroleum

Wheatland
Golden

valley §

Yellowstone

Sweetgrass

Powder River

Big Horn

Carbon

County Suicides Population* Crude Rate County Suicides  Population* Crude Rate
BEAVERHEAD 47 182,684 25.7 MADISON 37 142,857 25.9
BIG HORN 43 253,231 17 MEAGHER 7 38,159 -

BLAINE 30 135,060 22.2 MINERAL 17 79,594 -
BROADWATER 24 95,732 25.1 MISSOULA 394 | 2,017,420 19.5
Cé/:\iigs 3(5> 129545152 154 MUSSELSHELL 24 89,446 26.8

> ' -

CASCADE 343 | 1,617,743 21.2 pETPRAoF:_EUM 89 323,209 284

<5 9,987 -

CHOUTEAU 21 116,478 18 SIS T 20514 -

CUSTER 65 234,408 27.7 :

SANIELS = 38,017 - PONDERA 18 125,637 -
SEE S . 180,777 171 POWDER RIVER <5 36,692 -
DEER LODGE 54 189,121 28.6 POWELL 36 140,984 25.5

EALLON 7 57,603 _ PRAIRIE <5 23,719 -
FERGUS 46 235,906 19.5 RAVALLI 170 747,641 22.7
FLATHEAD 331 | 1,622,072 20.2 RICHLAND 27 195,486 13.8
GALLATIN 250 | 1,534,987 16.3 ROOSEVELT 56 211,648 26.5
GARFIELD <5 25,500 - ROSEBUD 45 189,019 23.8
GLACIER 46 264,776 17.4 SANDERS 59 214,799 27.5
GOLDEN VALLEY <5 19,343 - SHERIDAN 23 76,699 30
GRHA”’_\'IlTE ég 35285662055 1'7 SILVER BOW 189 684,671 27.6
e > ot 57 STILLWATER 33 168,426 19.6
: ' SWEET GRASS 15 71,209 -
JUDITH BASIN 8 43,690 - TETON 19 1241 815
LAKE 123 | 542939 | 22.7 TOOLE 19 | 103545
LEWIS & CLARK 229 | 1,169,129 19.6 — — T ’901 -
LIBERTY <5 45,228 - VALLEY > 2 6
LINCOLN 91 | 381,654 238 WHEATLAND 87 1453 998 =
MCCONE 8 37,453 - ’ -
WIBAUX <5 20,974 -
YELLOWSTONE 509 | 2,734,418 18.6

Data is only provided for counties that had 20 or more suicides. Numbers below 20 are statistically unreliable, especially when we present 20 years of
data. Counties with fewer than 5 suicides are only identified with a <5 indication.
*The population is the sum of the total number of people who lived in the county for each year between 1994 and 2013.
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Gender

Montana is consistent with the

rest of the U.S. in that suicide Provide

deaths vary by gender with
males at greater risk than
females. For 2012-2013,
Montana males were more
than three times more likely
than females to complete
suicide. There were 356
completed suicides by males
in Montana and 101 completed sui-
cides by females. More females
choose reversible means such as
poison; more males choose
irreversible means such as firearms.
Figure 1 shows the percentage of
completed suicides by gender for
2012-2013.

AQe A.

Figure 1

Race

Suicide in Montana also varies by race. The
small population of American Indians
residents in Montana results in highly
variable rates by year. A small increase in
the actual numbers of deaths can have,
what appears to be, a catastrophic impact
on the rate for that year. For 2012-2013,
there were 38 suicides by American Indians,
compared to 411 by Whites. However,
Whites constitute 90% of the population
while American Indians only constitute
approximately 6%. Taking into account this
rate variability due to small populations,
American Indians in Montana have the

d by O eo pid ologQ d pDPO 0 a DP
Male Female Total
< O deline 356 101 457
de by Gende 78% 22% 100%
A 1,014,663 [1,005,996 |2,020,659
deiine 35.1 10
ed Rate (O aeline 34.5 10.1

Percent of Suicides by Gender,
Montana Residents, 2013-2013

Females
22%(101)

Males
78% (356)

Figure 2

Montana Residents, 2013-2013

No Rate, <20
Oth '
& I suicides

Crude Suicide Rates by Ethnicity,

B White
@ Al/AN

0 5 10 15 20 25

30

highest rate of
suicide in the state. f
Figure 2 documents

Montana Suicides by Race, 2012-2013
Montana Residents

\

the rates by race for
the years 2012-2013

Provided by Office of Epidemiology and Scientific Support, Montana DPHHS

]
Number Of Events (OESS Guidelines

e Adjusted Rate (OESS Guidelines) PN

411 38 <20 457
AL S 1 539,551 143,992 37,116 2,020,659
Crude Rate (OESS Guidelines) ¥k 26.4 #

26.2 #

_/
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While Figure 2 does not break down the American Indian population into the various subdivisions of
nations, tribes, bands and clans, for any given time period there is a high degree of variability among these
classifications, just as there is similar variability among the Caucasian population when stratified by

counties, cities and towns.

Specific risk factors for American Indian communities contribute to the suicide rates for this population.
These include high unemployment rates, substance abuse, alienation and varying cultural views on
suicide. A major issue among the American Indian communities is the separation taking place between
generations. Traditionally, the youth have looked towards the tribal elders for guidance and identity.
However, in recent generations, there has been a breakdown in this guidance. Subsequently, American
Indian youth appear more hopeless and unsure of their place in their culture. This may contribute to the
high number of suicides among American Indian youth.

Age

When all ages are combined, suicide is
ranked the 9" leading cause of death
for Montanans. However, when those
rankings are examined by age group,
the risk of suicide for Montanans over
the past two years is a prominent public
health issue from adolescents through
the life span. For 2012-2013, there
were 62 suicides by Montanans ages
15 to 24, 84 suicides between the ages

85+ Years
75-84 Years
65-74 Years
55-64 Years

Montana Suicide Rates by Age
Group, 2012-2013

** Less thar\ 20

1 20

_* 24

291

25 to 34, 75 between the ages 35 to 44, | 45-54 Years _’_’_1 27.7
76 for ages 45 to 54, 86 for ages 55t0 | 35-44 Years 32.9
64, 37 for ages 65 to 74, and 23 for ag- il
’ ’ 25-34 Y .
es 75 to 84 and 10 for ages 85 and ears 332
over (Montana Office of Epidemiology | 1>-24 Years | ‘ 226
and Scientific Support, 2014). F_o_r all of 0 10 20 30 40
these age groups, the rate of suicide R 1
was near or double the national rate. ate per 100,000
Figure 3 documents the rate of suicide
for different age ranges in Montana for
2012-2013. Figure 3
( Montana Suicide Rates by Age Group, 2012-2013 \
15-24 25-34 35-44 45-54 55-64 65-74 75-84 85+
Years Years Years Years Years Years Years Years
Number Of Events
(OESS Guidelines) | g2 84 75 76 86 37 23 10
POPULATION 274,823 | 253,171 | 227,986 | 274,327 | 295943 | 184,622 | 95845 | 42,565
IAge Specific
(OESS Guidelines) | =, 33.2 32.9 27.7 29.1 20 24 o

\ wox

Rates based on less than 20 numbers are statistically unreliable;
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Lethal Means

A number of means are used in the act of suicide in Montana. Of these, firearms are the most common
means of completing suicide accounting for 290 of the 457 suicides or 63%. Firearms accounted for 75% of
youth suicides .

_ N _ Percent of Sucides by Means,
Figure 4 verifies the preponderance of firearms Montana Residents. 2012-2013
in Montana suicides for those under 18 and over ’
18 for 2012-2013.

. M Firearm Suffocation M Poisoning
Figure 4

Suicide Rates, By Mechanism, 2012-2013 m Other Cut or Pierce M Drown

Montana Residents
Provided by Office of Epidemiology and Scientific Support,

3% 1% ~1%

Montana DPHHS
AGE
UNDER 18|18 AND OLDER
Num| Pct | Num Pct 19%
All 16 | 100 | 441 100
Firearm 12 | 75 | 278 63
Suffocation 4 25 84 19
Poisoning 0 0 59 13
Other Methods | 0 0 13 2.9
Drown 0| o | 4 0.9
Cut or pierce 0 0 3 0.7
TABLE 6. Number* and percentage of sulcide victims tested for alcohol and drugs whose
e results were positive, by toxicology varlable — National Violent Death Reporting System,
Alcohol and Suicide 16 states,t 2006
Tested Positive
AICOhOI has Iong been known to play a Toxicology variable No. % No. %
role in suicides, but there have been | 5ioaiconol concentration (8ACK 6.234 725 2,073 333
little data regarding which victims use it | BAC <0.08 mydL 744 35.9
: BAC >0.08 mg/dL 1,167 56.3
and how often until recently. In 2006, Alcohokposhive, Ioval Gnkiiow 162 78
the National Violent Death Reporting :n:%hetaminet g;ﬁg ﬁg ;gg 2;3
System conducted a 16 state study s g i ¥y - e
(MMWR, 2009) concerning alcohol and | Marijuana 323; igg sgg g}
suicide and found that among suicide o i el e R oo
decedents, 33.3% tested positive for *N = 8,599,
0, t Alaska, Colorado, Georgia, Kentucky, Maryland, Massachusetts, New Jersey, New Mexico, North Carolina,
alcohol. Out of _those’ 56.3% had been Oklahoma, Oregon, Rhode Island, South Carolina, Utah, Virginia, and Wisconsin.
Iegally drunk, with a blood alcohol con- | $BAC of 0.08 mg/dL used as standard for intoxication. Other substances indicated if any results were positive;
tent at or above the federal standard of levels for these substances are not measured

0.08, or 8 milligrams of alcohol per 100

milliliters of blood (see table 6). This is especially
relevant in Montana, where the state has often been

near the top in the nation in alcohol-related deaths, Montana Residents
Partial numbers from January 1, 2014

through August 1, 2014

Percent of Suicides by Mention of Alcohol,

underage drinking, and binge drinking. The
preliminary numbers obtained from toxicology
reports submitted to the Suicide Mortality Review Alcohol

Team indicates that between January 1, 2014 and
present

August 1, 2014, 38% of those who died by . Not
suicide had alcohol in their system at the time of 38% detected
their death. 62%

()

IMPORTANT TO NOTE THAT THIS WAS ONLY
PRELIMINARY DATA BASED ON TOXICOLOGY

REPORTS RECEIVED UP TO AUGUST 1, 2014.
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Montana Youth Risk Behavior Survey — Montana Youth and Suicide

The Montana Youth Risk Behavior Survey is administered by the Montana Office of Public Instruction every
two years to 7th and 8th grade students and to high school students. The purpose of the survey is to help
monitor the prevalence of behaviors that not only influence youth health, but also put youth at risk for the
most significant health and social problems that can occur during adolescence. For the purpose of this re-
port, the 2013 survey is referenced with the focus on depression and suicidal behavior (for complete results

and data, go to http://opi.mt.gov/Reports&Data/YRBS.html):

e During the 12 months before the survey, 25.3% of students statewide had felt so sad or hopeless almost
every day for two or more weeks in a row that they stopped doing some usual activities.

e Statewide, 16.8% of students had seriously considered attempting suicide during the 12 months before

the survey.

e During the 12 months before the survey, 13.6% of students statewide had made a plan about how they

would attempt suicide.

e Statewide, 7.9% of students had attempted suicide one or more times during the 12 months before the

survey.

e During the 12 months before the survey, 2.6% of students statewide had made a suicide attempt that re-
sulted in an injury, poisoning, or an overdose that had to be treated by a doctor or nurse.

The news is even worse for Montana American Indian students on or near a reservation:

e During the 12 months before the survey, 31.4% of American Indian students had felt so sad or hopeless
almost every day for two or more weeks in a row that they stopped doing some usual activities.

e 23.2% of American Indian students had seriously considered attempting suicide during the 12 months

before the survey.

e During the 12 months before the survey, 19.2% of American Indian students had made a plan about how

they would attempt suicide.

e 20.6% of American Indian Students in Urban Schools had attempted suicide one or more times during

the 12 months before the survey.

e During the 12 months before the survey, 4.6% of students statewide had made a suicide attempt that re-
sulted in an injury, poisoning, or an overdose that had to be treated by a doctor or nurse.

Montana High School Survey - YRBS Results

Survey Year

Trend Report 2001 2003 2005 2007 2009 2011 2013
alnd Ole e

Percentage of students who felt so sad and hopeless almost
every day for two weeks or more in a row that they stopped 26.6 | 26.4 | 25.6 | 25.8 | 27.3 | 25.3 | 26.3
doing some usual activities during the past 12 months
Percentage of students who seriously considered
attempting suicide during the past 12 months 194 | 189 | 175 | 151 | 174 | 152 | 16.8
Percentage of students who made a plan about how
they would attempt suicide during the past 12 months 16.3 | 148 | 146 | 13.2 | 134 | 12.3 | 13.6
Percentage of students who actually attempted suicide one
or more times during the past 12 months 104 | 9.7 | 103 | 7.9 7.7 6.5 7.9
Percentage of students who made a suicide attempt during the
past 12 months that resulted in an injury, poisoning, or overdose| 3.7 3 3.1 2.7 2.8 2.4 2.6
that had to be treated by a doctor or nurse.
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| YRBS Trend Data, 1999-2013 ,

Percentage of students who actually attempted suicide one or more times during the past 12 months
Al-American Indian

1999 | 2001 | 2003 | 2005 | 2007 | 2009 | 2011 | 2013
Montana High School Students| 6.7 104 | 9.7 10.3 7.9 7.7 6.5 7.9
Montana 7th-8th Graders 13.3 | 159 | 12.8 | 12.2 - 6.1 10.8 | 12.1
Al High School Students on
Reservation 16.2 | 204 | 153 | 16.6 | 15.8 18 16.2 | 15.1
Al 7th-8th graders on
Reservation - - 18.8 | 16.4 - 11 17.7 | 18.2
Al High School in Urban
Schools 16.3 | 28.7 | 185 | 16.3 | 184 | 16.7 | 189 | 20.6
Al 7th-8th graders in Urban
Schools - - 17.1 | 15.5 - 9.9 15.3 | 16.4
Students attending Alternative
School 19 25.3 20 22.2 16 23 19.2 | 21.7
Suicide and Exposure to Violence
2011 Montana YRBS, Suicide Report, Feb. 2013

—

Health Risk Behavior Students Who Attempted  Students Who
Suicide Did Not
Attempt Suicide
Had been threatened or 27.1% 5.5%
injured with a weapon on (19.7-34.6) (4.8-6.3)

school property during the
past 12 months

Were in a physical fight on 29.7% 7.5%
school property during the (24.3-35.0) (6.5-8.5)
past 12 months

Had been forced to have 31.4% 8.1%
sexual intercourse when they  (24.7-38.1) (7.0-9.3)
did not want to

Were bullied on school 49.7% 24.6%
property during the past 12 (42.0-57.5) (22.6-26.6)
months

Had been electronically bullied 43.4% 17.8%
during the past 12 months (36.7-49.9) (16.0-19.6)
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What is Suicide Costing the State of Montana?

e Total cost estimates are additive both within the state and across states to the U.S. total.

e * Cost estimates based on 20 or fewer deaths may be unstable. Interpret with caution.

e Note: For injury-related deaths, lifetime medical costs refer to the medical costs associated with the fatal injury
event.

e Produced by: Office of Statistics and Programming, National Center for Injury Prevention and Control, CDC

e Data Source: NCHS Vital Statistics System for numbers of deaths. NEISS All Injury Program operated by the U.S.
Consumer Product Safety. Obtained August 3, 2012 from http://www.cdc.gov/injury/wisqars/fatal.html

e Commission (CPSC) for numbers of nonfatal injuries. Pacific Institute for Research and Evaluation (PIRE), Calver-
ton, MD for unit cost estimates.

Fatal Injuries, Both
Sexes, All Ages,
Montana, 2005

Intent: Suicide
Mechanism: All
Number of Deaths and
Estimated Average and

Total Lifetime Costs
Classified by Mechanism and Intent
Costs Expressed im 2005 U.S. Prices

Intent

Deaths and Type of Cost

Suicide

Mechanism
2006

Deaths —
Medical Cost Average $2.446
Total $504.000
NS [ T L El Work Loss Cost Average $1.091.392
Total %$224_827.000
Combined Cost Average $1.093_837
Total $£225.,331.,000

If we were to apply the 2005 (most recent available) cost estimates (medical
and work loss) and apply them to the 2013 Montana suicide total of 231
suicides, the cost of suicide in Montana for 2013 would be at least
$253,241,373 (medical-$565,026, work loss-$25,2676,347)
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Risk and Protective Factors associated with Suicide

Risk Factors

Risk factors are long standing /

~

conditions, stressful events, Biopsychosocial Risk Factors

or situations that may in- e Mental disorders, particularly mood disorders, schiz-
crease the likelihood of a sui- ophrenia, anxiety disorders and certain

following lists are representa- « Alcohol and other substance use disorders

tive of information found in Hopelessness

suicide literature. While no list « Impulsive and/or aggressive tendencies

is all-inclusive, those included . History of trauma or abuse

below serve to summarize an « Some major physical illnesses

enormous amount of infor-

mation.

Risk factors do not cause suicide,
but when many factors are present, these may increase an individual's vulnerability. The fol-

lowing risk factors for all ages are identified in the National Strategy of Suicide Prevention

(2001):

(

Environmental Risk Factors \

» Job or financial loss

¢ Relational or social loss

e [Easy access to lethal means

e Local clusters of suicide that have a contagious influence

—— /

( Socio-cultural Risk Factors \

» Lack of social support and sense of isolation

e Stigma associated with help-seeking behavior

» Barriers to accessing health care, especially mental
health and substance abuse treatment

» Certain cultural and religious beliefs (for instance, the
belief that suicide is a noble resolution of a personal di-
lemma)

* Exposure to, including through the media, and influence

\ of others who have died by suicide }

Montana Strategic Suicide Prevention Plan - Updated September, 2014
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When the risk factors for specific age groups are explored, some differences are evident. The
following are the risk factors identified for youth and the elderly:

Risk

Factors for the Young (The risk factors were taken from the Maine Youth Suicide Pre-

vention Program, 2006, created through the Maine Department of Health and Human Services
and by the Montana Strategic Suicide Prevention Plan Work Group, 2008)

Family Risk Factors \

Family history of suicide (especially a parent)

Changes in family structure through death, divorce, re-marriage, etc.

Family involvement in alcoholism

Lack of strong bonding/attachment within the family, withdrawal of support
Unrealistic parental expectations

Violent, destructive parent-child interactions

Inconsistent, unpredictable parental behavior

Depressed, suicidal parents

Physical, emotional, or sexual abuse /

- a4l

Environmental Risk Factors \ K Behavioral Risk Factors \

One or more prior suicide attempt(s)
Alcohol/drug abuse
Aggression/rage/defiance

Running away

Access to lethal means

Frequent mobility

Religious conflicts

Social isolation/alienation or turmoil
Exposure to a suicide of a peer School failure, truancy

Anniversary of someone else’s suicide Fascination with death, violence,
Incarceration/loss of freedom \ SEHIE )
High levels of stress; pressure to succeed
Over-exposure to violence in mass media

/ Personal Risk Factors
e Mental illness/psychiatric conditions such as Depression, Bipolar, Conduct and

Anxiety disorders

Poor impulse control

Confusion/conflict about sexual identity

Loss of significant relationships

Compulsive, extreme perfectionism

Lack skills to manage decision-making, conflict, anger, problem solving, distress, etc.
Loss (or perceived loss) of identity, status

Feeling powerless, hopeless, helpless

Victim of sexual abuse

Pregnancy or fear of pregnancy

\ Fear of humiliation ‘
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Risk Factors for the Elderly (taken from Luoma et al, 2002, and the Montana Strategic Sui-
cide Prevention Plan Work Group)

-

Male \
Age (the older the age, the greater the risk)

Bereavement (loss of a loved one)

Physical illness, uncontrollable pain or the fear of a prolonged illness;

Perceived poor health

Social isolation and loneliness

Undiagnosed depression

Neurobiological factors: age-related effects on central serotonergic function are
associated with a predisposition to impulsive and aggressive acts along with great-
er risk of depression (Mann, JJ., 1998)

e Major changes in social roles (e.g. retirement, transition to assisted living)
e Contrary to popular opinion, only a fraction (2-4%) of suicide victims have been

diagnosed with a terminal illness at the time of their death.
e Financial insecurity (Montana Strategic Suicide Prevention Plan Work Group)

Protective Factors

Some individuals and communi-
ties are more resistant to sui-
cide than others. Little is
known about these protective
factors. However they might o Availability of physical and mental health care
include genetic and neurobio-
logical makeup, attitudinal and e Restrictions on lethal means of suicide
behavioral characteristics, and ) ) )
environmental attributes. As e Safe and supportive school and community environ-
with prevention and interven- ments

tion activities, when programs
to enhance protective factors

According to the National Strategy of Suicide Preven-
tion (2012), protective factors for all ages include:

e Sources of continued care after psychiatric hospitaliza-

. . tion
are introduced, they must build
on individual and community e Connectedness to individuals, family, community, and
assets. They must also be cul- social institutions.
turally appropriate. As an ex-
ample protective factors en- e Supportive relationships with health care providers.

hancement in any one of Mon-
tana’s American Indian com-

munities must capitalize on the | o Reasons for living (e.g., children in the home)
native customs and spiritual
beliefs of that nation, tribe or e Moral objections to suicide
band.

e Coping and problem solving skills
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When we explored the protective factors for specific age groups, we found some differences.
The following are the protective factors identified for youth and the elderly:

/Protective Factors for the Younﬁ ﬂrotective Factors for the EIderIN

(The protective factors were taken from the (taken from Luoma et al, 2002, and the
Maine Youth Suicide Prevention Program Montana Strategic Suicide Prevention
(2006) created through the Maine Depart- Plan Work Group, 2008)

ment of Health and Human Services.)

e Female
Established Social Support Network
Positive health
Social activity
Cultural and religious beliefs

e Dominant attitudes, values, and norms °
[ ]
[ ]
[ ]
e Coping or problem-solving skills
[ )
[ )
[ ]

prohibiting suicide, including strong
beliefs about the meaning and value of
life
e Life skills (i.e., decision-making,
problem-solving, anger management,
conflict management, and social skills)
e Good health, access to health care

Best friends, supportive significant

Genetic or neurobiological makeup
Restricted access to lethal means
Adequate access to healthcare for

others mental health and pain management

Religious/spiritual beliefs e Higher life satisfaction

A healthy fear of risky behavior, pain e Experience and wisdom (Montana

Hope for the future Strategic Suicide Prevention Plan
Work Group)

Sobriety

Medical compliance e Pets (Montana Strategic Suicide
) P Prevention Plan Work Group)
Good impulse control
Strong sense of self-worth

A sense of personal control

Strong interpersonal bonds, particularly
with family members and other caring
adults

e Opportunities to participate in and
contribute to school and/or community
projects/activities

A reasonably safe, stable environment
Difficult access to lethal means
Responsibilities/duties to others

Pets

Later in the plan when the discussion focuses on other populations in Montana with a
high risk of suicide, specific risk and protective factors for those populations will be
identified.
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Coping and problem
Safe and supportive solving skills
school and community Connectedness fo individuals,
Availability of physical environments family, community, and social Reasons for living (e.q.,
and mental health care institutions children in the hame)
Sources of continued
Resfrictions on lethal care after psychiatric Supportive relationships with Moral objections to
means of suicide hospitalization health care providers suicide

PROTECTIVE
FACTORS

SOCIETAL COMMUNIITY RELATIONSHIP

RISK

FACTORS
Lyailability of lethal Few available sources of High conflict or viokent Mental illnezs
means of suicide supportive relationships relationships
Substance abuse
Unszafe media portrayals Barriers to health care Farmily history of suicide
of auicide {e.g., lack of access fo Previous suicide attempt
providers or medications,
prejudice) Impulsivity/aggression

Taken from the 2012 National Strategy for Suicide Prevention: GOALS AND OBJECTIVES FOR ACTION. A
report of the U.S. Surgeon General and of the National Action Alliance for Suicide Prevention.
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Opportunities for Prevention Activities

The variations in suicide rates by age groups and gender provide a wide array of opportunities
for prevention and intervention activities. Prevention strategies can cover a wide variety of tar-
get groups (e.g., population at large, those who have ever thought of suicide as an option,
those who have made previous attempts at suicide, and those in immediate crisis who are con-
templating suicide as well as those who have experienced the death of a family member or
close friend). Such activities can also range from a broad focus such as addressing risk and
protective factors to a more narrow focus such as preventing imminent self-harm or death. Alt-
hough the data on effectiveness of various programs and interventions is limited, certain strate-
gies are beginning to emerge as more effective than others. Clearly, a singularly focused inter-
vention strategy such as a crisis line or gatekeeper training program will not have a lasting im-
pact in isolation. Each program needs to be tightly integrated and interlinked with other strate-
gies to reach the broadest possible range of persons at risk. Various prevention activities have
been identified for young people, older adults, and senior Caucasian males.

Youth — Ages 10 - 24

Although males are more at risk of dying from suicide, females make more attempts. Among
the leading causes of hospital admission for women in this age group are poison-related sui-
cide attempts, however there has been a significant increase in suffocation/hanging in young
females in the past four years.

Possible prevention measures for this group include:

e Implementation of the “Good Behavior Game” in 1% and 2" grade. Studies have sug-
gested that the skills taught in this game may delay or prevent onset of suicidal idea-
tions and attempts in early adulthood (Wilcox et al., 2008).

e Implementation of evidenced-based school curriculums, such as Signs of Suicide
(SOS), Teen Screen, Yellow Ribbon Program, Safe Talk, or the American Indian Life
Skills Development, into Montana schools.

e Distribution of suicide prevention toolkits for rural primary care providers. The purpose
of the toolkits is to provide physicians, nurses, and health care staff with screening tools
and state-wide resources to manage suicidal patients.

e Increase in awareness and access to counseling services provided at state colleges
and universities.

e Home visitation to high risk young families by public health or school personnel.

e Therapeutic Foster Care for high needs youth to provide a safe environment in which
“wrap around” services could be provided.

e Inclusive, drug free, violence free, after school activity programs that run between 3pm
— 8pm; offering a wide array of activities including the arts, volunteer opportunities and
sports which will appeal to youths of varied backgrounds. These programs provide adult
supervision by both qualified staff and volunteers and provide a forum for community
resiliency and mentoring.
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School-based mentoring programs for at-risk youth as well as students transitioning to
high school, provided by older students and/or adults .

ASIST and/or QPR training for adults who work with youth to reduce stigma around sui-
cide and raise awareness of risk factors and provide referral information.

Increased firearm safety measures. Based on their research, Grossman and his col-
leagues made the following summary: “storing household guns as locked, unloaded, or
separate from the ammunition is associated with significant reductions in the risk of unin-
tentional and self-inflicted firearm injuries and deaths among adolescents and children.
Programs and policies designed to reduce accessibility of guns to youth, by keeping
households guns locked and unloaded, deserve further attention as one avenue toward
the prevention of firearm injuries in this population” (Grossman, et al, 2005).

Reducing illegal drugs (methamphetamine, marijuana, etc.), alcohol and lethal prescrip-
tion drugs would decrease the impact of this risk factor for suicide.

Suicide prevention resources available on the Montana Suicide Prevention website at
www.prc.mt.gov/suicideprevention

Enhance protective factors and provide coping skills for youth in all arenas of life.

There is a correlation between smoking and suicidal behavior in people of all ages (see
section later in report on suicide and smoking). European Psychiatry (2007) reported
after adjusting for psychiatric diagnoses, an over twofold risk for suicide attempts was
found among adolescents who smoked over 15 cigarettes a day. Additionally, if an ado-
lescent also smoked the first cigarette immediately after waking up the risk was over
threefold.

Older Adults — Ages 25 - 64

This group represents the biggest actual number of suicides in Montana; most suicides in this
group are male and completed with use of a gun. Interventions for this group could include:

Addressing the significant stigma associated with admitting to having depression or a
mental illness. This could be achieved through a public awareness campaign addressing
the myths and stereotypes associated with having a mental illness and beginning to chal-
lenge the culture of acceptance around suicide.

Continued implementation of evidenced-based gatekeeping programs such as QPR and
ASIST in communities to increase recognition of warning signs of suicide and to inter-
vene with appropriate assistance.

As the primary first responders, increase the number of law enforcement personnel and
correctional officers around the state trained in Crisis Intervention Training (CIT).

Having physicians receive gatekeeper training and subsequently assessing all patients
for depression (universal screening) and suicide risk factors and making appropriate and
timely referrals for mental health services.

Due to the correlation between smoking and suicidal behavior (see section later in report
on suicide and smoking), focus smoking cessation campaigns towards this age group.
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Crisis lines - recently, two large SAMHSA-funded studies found that telephone crisis
services, like those in the Lifeline network, can provide an effective mental health and
suicide prevention service for callers (Kalafat et al., 2007; Gould et al., 2007). A study of
1,085 suicidal and 1,617 non-suicidal crisis callers to 8 crisis lines found that callers
showed significant reductions on all measures of emotional distress, hopelessness and
suicidality by the end of the call, as well as at follow-up 2 to 3 weeks later.

Development of lay provider crisis intervention teams, creating more hospital beds des-
ignated for mental health, and suicide stigma reduction campaigns would increase inter-
vention possibilities for suicidal individuals.

As in the younger group, increase in awareness and access to counseling services pro-
vided at state colleges and universities.

Senior Caucasian Males, Over Age 65

Rural isolation, lack of access to mental health resources and access to lethal means are major
risk factors with this age group. Prevention efforts for this population should focus on:

The development of calling trees set up among senior volunteer groups to reduce isola-

tion.

Providing gatekeeper interventions (ASIST, QPR) among caregivers and volunteer

groups.

The medical community serving this population could be trained in gatekeeper strate-
gies and begin to universally screen patients for depression, mental illness and or drug/

alcohol abuse.

Senior suicide is related to
severe illness and chronic
pain. Improved pain man-
agement and increased re-
siliency among this group
could reduce suicide.

Exploration of implementing
an evidenced-based inter-
vention such as the Preven-
tion of Suicide in Primary
Elderly: Collaborative Trial
(PROSPECT), into commu-
nity programs.

This group has one of the highest rates of suicide in
the United States and Montana:

e In the US in 2011, 6,331 people over the age of 65
died by suicide for a rate of 15.3 per 100,000 people.

e The rate of suicide for women typically declines after
age 60. 85% of elderly suicides are by men. Elderly
men are more than 7 times the risk of suicide than
elderly woman.

e 73% of elderly people who completed suicide saw
their primary car physician within a month of their
suicide. Nearly half of those saw their primary care
physician within 2 weeks of their suicide.

e Between 2001 and 2011, there were 371 suicides for
Montanans over the age of 65. This equates to an
approximate rate of 25.08 per 100,000.
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Other Populations in Montana with a high risk of Suicide

Suicide Among American Indians

U.S. Department of Health and Human Service. To Live To See the Great Day That Dawns: Preventing Suicide by American Indian and Alaska Na-
tive Youth and Young Adults. DHHS Publication SMA (10)-4480, CMHS-NSPL-0196, Printed 2010. Rockville, MD: Center for Mental Health Ser-
vices, Substance Abuse and Mental Health Services Administration, 2010.

Suicide is the second leading cause of death for American Indians for all ages.

Suicide was the reported cause of :

e 13.5% of the deaths of 10-14 year olds (7.2% for all races)

e 26.5% of the deaths of 15-19 year olds

e 15.9% of the deaths of 20-24 year olds; and

e 14.7% of the deaths of 25-34

Suicide rates were highest for American Indian male youth and young adults. The rate of suicide for Ameri-
can Indian males was:

e More than 2 % times higher than the average rate for 15-19 year olds (32.2% vs 12.6%)

¢ Nearly 1 % times higher than the average rate for 20-24 year olds  (29.1% vs 20.8%); and
e More than 1 % times higher than the average rate for 25-34 year olds (31.1% vs 20.4%)

e Young people ages 15-24 make up 40% of all suicides in Indian Country

Youth Statistics

e According to the 2011 Youth Risk Behavior Survey, during the 12 months before the survey, 6.5%* of all
Montanan students in grades 9 through 12 had made a suicide attempt.

e For American Indian students on reservations, 16.2% had attempted suicide one or more times in the
twelve months before the survey.

e For American Indian students in urban settings, 18.9% had attempted suicide one or more times in the
twelve months before the survey.

e From 2000 to 2009, American Indian/Alaska Native males in the 15 to 24 year old age group had the
highest suicide rate, 30.99 per 100,000, compared to white (17.33 per 100,000), black (11.71 per 100,000),
and Asian/Pacific Islander (9.51 per 100,000) males of the same age.

Interrelated Risk Factors for Suicide Among American Indian Youth

Historical Family history of
mental illness/ Substance Abuse
Trauma substance abuse
Cultural Distress Feelings of

Hopelessness or
Negative Boarding
School Expernience

Isolation

S u ICIde Impulsive Behavior
Family
Dismuption/Abuse

Suicidal Behavior
of self or others

Psychological and
Physical Vulnerability

Poverty.
unemployment.
geographic
isolation, and
other
environmental
factors

Mental Illness
and its stigma
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Interrelated Risk Factors for Suicide Among American Indian Youth

Adapted from Walker, D., Walker, P.S., & Bigelow, D (2006). Native Adolescent Suicide Cofactors; Prevention and Treatment Best Practices.

Risk factors can be divided into those that a community can change and those that it cannot change to re-
duce a person’s risk of suicide. Some changeable risk factors include; substance abuse, exposure to
bullying and violence, and development of resiliency and problem-solving skills.

Factors that cannot be changed include age, gender, and genetics. While a community cannot change
any of these factors, its members can be aware of the increased risk for suicide that these factors

present.
As taken from “To Live To See the Great Day That Dawns™*, within the American Indian community, the

group with the highest risk for completing suicide is males between the ages of 15 and 24. The reasons
why more males than females complete suicide are complex, but some possibilities include;

e Social pressure and family demands placed on males at an early age. Males may feel burdened by the
expectations that they will be strong protectors and providers.

e The traditional role of males of any ethnic group is associated with greater risk-taking behaviors.

e Young males also appear more reluctant than young females to seek help. Whether this lack of help-
seeking behaviors is the result of stigma, shame, conditioning, attitudes, or not wishing to appear weak,
the outcome is the same — young males do not receive needed assistance.

As indicated before, historical trauma is also a risk factor for suicide. Historical trauma includes forced relo-
cations, the removal of children who were sent to boarding schools, the prohibition of the practice of lan-
guage and cultural traditions, and the outlawing of traditional religious practices. Today’s American Indian
youth are experiencing a new type of historical trauma in the form of poverty, substance abuse, violence,
loss of language and disconnect from their culture.

What is important to understand is that although most young American Indians did not experience the his-
torical trauma that their ancestors did, generational changes to the family system were caused that effect
how families function. It is estimated that it took 7 generations for the historical trauma to get to where it is
today and will take 7 generations to fix it.

Historical trauma may also have an effect on the help-seeking behavior of American Indian youth. They
may believe these services represent the “white man’s” system and culture or that the professional will not
understand Native ways. Not only do a majority of American Indians use traditional healing, they rate their
healer’s advice more than 60% higher than their physician’s advice.

It is also important to remember the survivors of suicide. Research has indicated that for every suicide,
there are 6 direct survivors. This is even more prominent in the American Indian community, where the di-
rect survivors may be 25 or even the entire community. What is vital to know is that a survivor of suicide is
three times the risk of completing suicide themselves.

*U.S. Department of Health and Human Service. To Live To See the Great Day That Dawns: Preventing Suicide by American Indian and Alaska
Native Youth and Young Adults. DHHS Publication SMA (10)-4480, CMHS-NSPL-0196, Printed 2010. Rockville, MD: Center for Mental Health
Services, Substance Abuse and Mental Health Services Administration, 2010.
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Protective Factors for Suicide Among American Indians

Although the reduction of risk factors is essential to any suicide prevention plan, research has indicated

that adding protective factors is equally or more effective than decreasing risk factors in reducing suicide

risk among American Indian youth. Common protective factors that have been found to prevent suicide

include:

Effective and
appropriate
clinical care

Learned skills in
problem-solving,
conflict resolution.
and non-violent
handling of disputes

Family and
community support

Easy access to
a variety of

Restricted

access to
clinical highly lethal
interventions methods of

suicide

Support from
ongoing medical
and mental health
care relationships

Cultural and religious
beliefs that discourage
suicide and support
self-preservation

v

o

o)

The most significant pro-
tective factors against sui-
cide attempts among
American Indian youth are
the opportunity to discuss
problems with family or
friends, feelings connected
to their family, and positive
emotional health.

6\

When a suicide has occurred, the possibility of sui-
cide contagion is decreased by a healing process that
involves the role of Elders and youth in decision-
making, the presence of adult role models, and the
use of traditional healing practices.

Native communities that succeed in taking steps to
preserve their heritage culture and work to control
their destinies are more successful in insulating their
youth against the risk of suicide. Tribal influence
over education, police and fire service, health delivery
along with use of indigenous language and strong
spiritual beliefs are protective and promote survival.

)

N
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Mental Health Considerations

e When compared with other racial and ethnic groups, American Indian/Alaska Native youth have more se-
rious problems with mental health disorders related to suicide, such as anxiety, substance abuse, and de-
pression.
e Mental health services are not easily accessible to American Indians and Alaska Natives, due to:

¢ lack of funding,

+ culturally inappropriate services,

+ mental health professional shortages and high turnover.
For these reasons, American Indians tend to underutilize mental health services and discontinue therapy.

Ethnic and Cultural Considerations

e According to the U.S. Commission on Civil Rights, American Indians continue to experience higher rates
of poverty, poor educational achievement, substandard housing, and disease.

e Elements of acculturation - mission and boarding schools, weakening parental influence, separation from
tribal elders, and dislocation from native lands - undermine tribal unity and have removed many safeguards
against suicide that American Indian culture might ordinarily provide.

e There are very few evidence-based programs that are adapted for American Indian and Alaska Native
cultures.

Strengths and Protective Factors

e The most significant protective factors against suicide attempts among American Indian/Alaska Native
youth are:
+ discussion of problems with family or friends,
+ connectedness to family,
+ emotional health.
e Culturally sensitive programs that strengthen family ties, including addressing substance abuse, could
protect against suicide among American Indian adolescents.

e A study of American Indians living on reservations found that tribal spiritual orientation was a strong pro-
tective factor. Individuals with a strong tribal spiritual orientation were half as likely to report a suicide at-
tempt in their lifetimes (SPRC, 2007).

e School-based strategies: For American Indian and Alaska Native communities in particular, the lack of
behavioral health access and geographic isolation can be addressed more effectively by forming integrat-
ed care models that center suicide prevention/intervention activities around the schools. School-based
behavioral health care is a promising solution to these issues. Whenever possible, the best approach to
school-based suicide prevention activities is teamwork that includes teachers, school health personnel,
school psychologists and school social workers, working in close cooperation with behavioral health, com-
munity agencies, and families. School-based strategies include:

¢ Suicide awareness curriculum (such as American Indian Life Skills Development, Native
HOPE, SOS: Signs of Suicide, Yellow Ribbon)

Staff and faculty training (gatekeeper training such as QPR or ASIST)

Screening (Columbia Teen Screen)

On-site prevention and behavioral health programs/ services

Create a Crisis Intervention Team

Identify local crisis beds

Postvention

® & & O o o
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What can be done at the Community Level?

“Silence is dangerous when we pretend the problem is not there...
communication is a healer to break the silence”

Canadian First Nations Elder

This cannot be done with a cookie cutter approach. Each community is individual and must look
within their own culture and traditions for the strength and wisdom to change. With this in mind, here
are some themes for American Indian communities to consider in assessing their readiness to
change.

e Determine the community readiness to change. Ask the community Elders how community mem-
bers have traditionally come together to address issues and what are the stories that have motivated
members to address issues in the past. Many of the stories told by the Elders hold the values of
what once was and the vision of what ought to be and can be for a Tribe or Village. Thus, when a
community views the behavior of its young and finds it at odds with the values of these stories, the
seeds of change are planted.

e Underlying all of the barriers to the suicide conversation is language. The concept of suicide as
“honorable” needs to be acknowledged within its historical context and then reassessed and con-
fronted as it applies to the lives of today’s youth and young people. Individual American Indian com-
munities will know best how to address the suicide conversation within the context of their own col-
lective experience.

+ The pain experienced by those who have lost loved ones to suicide is another barrier to having
an open and public conversation about suicide. With this barrier in mind, it is appropriate that
the person wishing to hold a suicide conversation within the community should first ask permis-
sion to bring up the topic.

+ It may also be appropriate to ask for forgiveness for causing painful feelings when the conver-
sation is over. Time must also be available for those who wish to speak about the loved ones
who died by suicide, as it may be the first time anyone has asked them to share their stories.

+ In attempting to open up a suicide conversation with a family who has lost someone to suicide,
it is polite to inquire first as to what would be helpful or if they would like to talk about their loved
one or about their grief. In any event, ask permission before beginning.

e American Indian community prevention plans need to include community-based ceremonies and
traditions to begin the healing of the collective grief. This may be accomplished through ceremonies
such as the Wiping of the Tears or a Gathering of Native Americans. To ensure that everyone who
attends these gatherings is given support during the conversation, counselors or traditional healers
may need to be present.

e When a suicide has occurred, the possibility of suicide contagion is decreased by a healing pro-
cess that involves the role of Elders and youth in decision-making, the presence of adult role models,
and the use of traditional healing practices.

e Native communities that succeed in taking steps to preserve their heritage culture and work to
control their destinies are more successful in insulating their youth against the risk of suicide. Tribal
influence over education, police and fire service, health delivery along with use of indigenous lan-
guage and strong spiritual beliefs are protective and promote survival.
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Suicide among Montana’s Veterans

Another special population in Montana that is at high risk of suicide is Montana’s military veterans. Between
2004 and 2013, there were 566 suicides by Montana veterans of all ages (Office of Epidemiology and
Scientific Support, Montana DPHHS, August, 2014), which gives Montana veterans a estimated rate of
54 per 100,000. Montana has more than 103,000 veterans or nearly one person in every 10. Montana had
the highest recruitment in the nation per capita into the U.S. Army in 2004 and 2005. Montana has more than
700 Army National Guard Soldiers between the ages of 18 and 24 who have been deployed to date for both
CONUS (Continental United States) and OCONUS (Outside the Continental United States) missions in sup-
port of OIF (Operation Iragi Freedom) and OEF (Operation Enduring Freedom). Suicide is not only a major
concern in Montana but at a national level as well. Of the 38,000 suicides each year in America, about 20 per-
cent are committed by veterans. The VA estimates the suicide rate for young veteran men between the ages
of 18-29 is around 56 per 100,000. In the US, a veteran dies by suicide every 65 minutes, about 22 a
day, or 8,000 suicides a year. (Kemp & Bossarte, R, Suicide Data Report, 2012 (2013), Department of Vet-
eran Affairs ) Suicide attempts by Iraq and Afghanistan veterans remain a key area of concern. In 2009 there
were 1,621 suicide attempts by men and 247 by women who served in Irag or Afghanistan, with 94 men and
four women dying.

Troubling new data show there’s an average of 950 suicide attempts each month by veterans who are receiv-
ing some type of treatment from the Veterans Affairs
Department (Army Times, April 26, 2010). Seven

percent of the attempts are successful, and 11
percent of those who don’t succeed on the
first attempt try again within nine months. Of
even greater concern, veterans who did not
access VA health demonstrated an even high-
er rate of completed suicide than their peers
who were enrolled in treatment from the VA
(USA Today, 1/11/2010). That's a change
from 2005. A key part of the new data shows
the suicide rate is lower for veterans aged 18
to 29 who are using VA health care services
than those who are not. That leads VA offi-
cials to believe that about 250 lives have been
saved each year as a result of VA treatment.
Access to care appears to be a key factor.
Once a veteran is inside the VA care program,
screening programs are in place to identify
those with problems, and special efforts are
made to track those considered at high risk,
such as monitoring whether they are keeping
appointments.

Predictors of suicide among veterans in de-
pression treatment differs in several ways
from those observed in the general US popu-
lation. Typically, people in the general popula-
tion who die by suicide are older, male, and
white, and have depression and medical or
substance abuse issues. In the AJPH study,
researchers found that depressed veterans
who had substance abuse problems or a psy-
chiatric hospitalization in the year prior to their
index depression diagnosis had higher suicide
rates.

Suicide Signs Unique to Vets

Experts on suicide prevention say for veterans there are
some particular signs to watch for.

e (Calling old friends, particularly military friends, to say
goodbye

e (Cleaning a weapon that they may have as a souvenir

e Visits to graveyards

e Obsessed with news coverage of the war, the mili
tary channel

e Wearing their uniform or part of their uniform, boots,
etc

e Talking about how honorable it is to be a soldier

e Sleeping more (sometimes the decision to commit
suicide brings a sense of peace of mind, and they
sleep more to withdraw)

e Becoming overprotective of children

e Standing guard of the house, perhaps while every
one is asleep staying up to "watch over" the house,
obsessively locking doors, windows

e |f they are on medication, stopping medication and/or
hording medication

e Accumulating alcohol -- not necessarily hard alcohol,
could be wine

e Spending spree, buying gifts for family members and
friends "to remember by".

Defensive speech "you wouldn't understand," etc.

Stop making eye contact or speaking with others.
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However, when they divided depressed veterans into three age groups: 18 to 44 years, 45 to 64 years, and
65 years or older, they found that the younger veterans were at the highest risk for suicide. Differences in
rates among depressed veterans of different age groups were striking;18-44 year-olds completing suicide
at a rate of 95.0 suicides per 100,000, compared with 77.9 per 100,000 for the middle age group, and 90.1
per 100,000 for the oldest age group.

In this VA treatment population, male veterans were more likely to complete suicide than female veterans.
Suicide rates were 89.5 per 100,000 for depressed veteran men and 28.9 per 100,000 for veteran women.
However, the differential in rates between men and women (3:1) was smaller than has been observed in
the general population (4:1).

Surprisingly, the initial findings re-
vealed a lower suicide rate
among depressed veterans who
also had a diagnosis of post-
traumatic stress disorder (PTSD)
compared to depressed veter-
ans without this disorder. De-
pressed veterans with a concur-
rent diagnosis of PTSD had a
suicide rate of 68.2 per 100,000,
compared to a rate of 90.7 per
100,000 for depressed veterans
who did not also have a PTSD
diagnosis. Concurrent PTSD
was more closely associated

with lower suicide rates among
older veterans rather than

among younger veterans. This
study did not reveal a reason for
this lower suicide rate, but the
hypothesis was that it may be
due to the high level of attention
paid to PTSD treatment in the

VA system, and the greater like-
lihood that patients with both de-
pression and PTSD will receive
psychotherapy and more intensive
visits. In general, individuals with de-
pression and PTSD diagnoses have higher levels of VA mental health services use than individuals with
depression without PTSD.

ETIERAN
ICIDE

— STARTS AT HOME

Veterans Suicide Prevention Hotline

1-800-273-TALK, Veterans Press 1

The Department of Veterans Affairs' (VA) Veterans Health Administration
(VHA) has founded a national suicide prevention hotline to ensure veterans in
emotional crisis have free, 24/7 access to trained counselors. To operate the
Veterans Hotline, the VA partnered with the Substance Abuse and Mental
Health Services Administration (SAMHSA) and the National Suicide Preven-

Suicide among Montana Veterans (females and males) by age-group, 2004-2013

Provided by Office of Epidemiology and Scientific Support, Montana DPHHS

15-24 25-34 35-44 45-54 55-64 65-74 75-84 85+ Total
Number of Sui-
cides 23 45 54 93 129 83 89 50 566
Population 13833 79807| 115129| 162390 252266 213040 148997| 52224 1037686
Crude Rate 166.27 56.39 46.90 57.27 51.14 38.96 59.73 95.74 54.54
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Crude Suicide Rates By Age (with Confidence Bars)
Montana Male Veterans, 2004-2013
Provided by Office of Epidemiology and Scientific Support, Montana DPHHS
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About the Montana VA Mental Health Care System
Mental health services in VA Montana Healthcare System provide consultation, evalua-
tion, and treatment for a variety of issues that can impact emotional well-being.

Services Offered

Mental health services provided include treatments for:
e depression, sadness, grief

anxiety, worry, nervousness

addictive behaviors

relationship problems

stress from medical problems and/or pain
post-traumatic stress disorder (PTSD)
emotional problems, such as managing anger
vocational issues

troublesome thoughts or ideas

confused thinking

aggressive or self-harming behaviors
memory problems

Outreach to homeless veterans.

Confidentiality

Mental health services are confidential. We will not talk to anyone about information you
share unless you give written consent. Under federal law, a few exceptions to this rule ex-
ist. If you have questions, please ask your mental health consultant.
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The Montana National Guard’s Post Deployment Health Reassessment (PDHRA)

In March of 2007, Specialist Christopher Dana, an OIF veteran and member of the Montana

National Guard (MTNG) committed suicide. This incident spurred the MTNG Adjutant General, Major Gen-
eral Randall D. Mosley, to create a Post-Deployment Health Reassessment (PDHRA) Task Force to review
the DoD-mandated PDHRA process. The Task Force was composed of members representing a wide vari-
ety of service member interests, including the VA, mental health counselors, Veterans Service Organiza-
tions (VSOs), and the Montana state legislature. The Task Force concluded that the MTNG was supporting
all standards set forth by DoD for the PDHRA, but that several significant deficiencies existed in caring for
returned service members. From June 2007 until the summer of 2008, the MTNG developed a campaign
plan and strategies to implement the Task Force’s recommendations, from expanding the PDHRA program
to setting up a crisis response team.

The centerpiece of the MTNG'’s reintegration program is the Post Deployment Health

Reassessment (PDHRA) program. While this program bears the same acronym as the standard

health screening assessment completed by all service members, the program goes far beyond its
namesake. The PDHRA program begins where the standard YRRP ends: at the 90-day mark.

Beyond 90 days post-deployment, a behavioral health provider attends every MTNG drill weekend. Every
service member deploying or redeployed has to talk to this health provider. At six-month intervals for two
years following the conclusion of the YRRP, each service member must undergo a health screening with
both a physician and a behavioral health specialist.

At the 18-month mark, each service member completes another, identical PDHRA online to

identify if any reintegration issues have surfaced. A MTNG staff member will call any

service member whose assessment is flagged, and if a condition is identified, they will be referred to coun-
seling. At the two-year mark and on an annual basis thereafter, all service members must again have a Pe-
riodic Health Assessment and talk to both a physician and behavioral health provider. Senator Max Baucus
of Montana recently proposed S. 711, the Post Deployment Health Assessment Act of 2009, which would
make the PDHRA a mandated national program.

SUICIDE FREQUENCY

22 v

65 MINUTES
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Suicide among those with Serious Mental lliness (SMI)

According to Mental Health America (Mark, et al., 2007), 12.46% of Montana’s adult population
has serious psychological distress and approximately 9% of Montana adolescents and adults
have major depressive episodes. Individuals with serious mental illness (SMI) constitute 6-8%
of the U.S. population, but account for several times that proportion of the 36,000 suicides that
occur each year in the country (Litts et al. 2008). For people with virtually every category of
SMI, suicide is a leading cause of death, with lifetime risks ranging from 4-8%. Inadequate as-
sessment of suicide risk and insufficient access to effective treatments are major contributing
factors. Still, a large majority of those with SMI neither attempt nor die by suicide and predicting
those who will presents a significant challenge.

There are multiple risk factors, often acting together, that greatly influence the extent to which
suicide attempts and completions occur. A highly common risk factor combination is a mood
disorder co-occurring with a substance use disorder. This combination when associated with a
host of additional risk factors or triggers, such as a major stressful event, binge use of sub-
stances, certain personality features (e.g., impulsivity), or a recent discharge from a hospital,
greatly increase the risk of suicide. Some of the triggering factors may be generic to anyone
with a psychiatric disorder, while others may be fairly unique to specific disorders.

Additionally, there are several mental illness-related symptoms that act as acute risk factors.
These include:

e severe hopelessness
impulsivity

unrest, instability
agitation, panic, anxiety
relational conflict
aggression, violence
alcohol/substance abuse
e insomnia

ﬁe most common risk factors that apply across many psychiatric disorders inc@

* prior suicide attempt

* intimate partner conflict

» social isolation

» family history of suicide, mental disorder or substance abuse

» family violence, including physical or sexual abuse

» firearms in the home

» legal charges or financial problems

* incarceration

e exposure to the suicidal behavior of others, such as family members, peers, or
media figures

\ » physical iliness and functional impairment, especially in older people ‘
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The following mental disorders present a high risk of suicide:

Mood Disorders

Across all psychiatric disorders, mood disorders, which include major depressive disor-
der and bipolar disorder, appear to carry the highest risk of suicide and suicide attempts.
For patients ever hospitalized for a mood disorder, the lifetime risk is 4%, but for those
ever hospitalized for suicidality, the lifetime risk is close to 9%. According to the Office
of Applied Studies (2006), among adults aged 18 or older who experienced a major de-
pressive episode in the past year, 56.3 % thought, during their worst or most recent epi-
sode, that it would be better if they were dead, 40.3 % thought about committing suicide,
14.5 % made a suicide plan, and 10.4 % made a suicide attempt. The survey also found
that suicide attempts are far more likely in depressed adults who report binge alcohol or
illicit drug use than by their counterparts who do not abuse substances. Suicide attempts
were responsible for nearly 38,000 emergency room visits in 2004 by depressed adults
using or abusing drugs. Later-life is a period of particular vulnerability in relation to mood
disorders. A startling 74% of all attempts or completions among people older than age
55 were attributable to mood disorders (Beautrais, 2002). Prevention efforts should fo-
cus on assessment of suicidality on any patient experiencing a mood disorder by those
in the medical and mental health professions.

/ Schizophrenia \
According to Litts et al (2008), suicide is the leading cause of early mortality in people with

schizophrenia. A person with schizophrenia has a lifetime risk of suicide of nearly 6%. The
first ten years after diagnosis is a period of higher risk, suggesting that suicide prevention ef-
forts should be focused on newly diagnosed people. An analysis of the suicide risk factors for
people with schizophrenia found elevated risk was related less to the core psychotic symp-
toms of the disorder and more to the following (Hawton et al., 2005):

» affective symptoms (worthlessness, hopelessness, agitation or motor restlessness)
» awareness that the illness is affecting mental functioning

e living alone or not living with family

* recent loss events

* previous suicide attempts

e previous depressive disorders

e drug misuse

» fear of mental disintegration

e poor adherence to treatment
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Anxiety Disorders

In the past, the risk of suicidal behavior from anxiety disorders was not seen as serious
enough to warrant national attention. More recently, however, studies have found that any
type of anxiety disorder has independent risk factors for suicide attempts. This suggests that
anxiety does not have to be co-morbid with other disorders to be a suicidal risk. The onset of
an anxiety disorder of any kind doubles the risk of suicide attempts. Some anxiety disorders,
for example, simple phobia, are unlikely to meet the Federal definition of an SMI. But others,
such as PTSD, frequently meet the criteria, yet research often aggregates them under the
mantle of “anxiety disorders.” That categorization tends to diminish the perception of their se-
verity and the associated suicidal risk. The two anxiety disorders most frequently associated
with suicide completion are panic disorder and PTSD. According to the National Center for
Post Traumatic Stress Disorder (2007), there is a large body of research indicating a correla-
tion between PTSD and suicide. There is evidence that traumatic events such as sexual
abuse, combat trauma, rape, and domestic violence generally increase a person’s suicide
risk. Considerable debate exists, however, about the reason for this increase. Whereas some
studies suggest that suicide risk is higher due to the symptoms of PTSD, others claim that
suicide risk is higher in these individuals because of related psychiatric conditions. Some
studies that point to PTSD as the cause of suicide suggest that high levels of intrusive memo-
ries can predict the relative risk of suicide. High levels of arousal symptoms and low levels of
avoidance have also been shown to predict suicide risk. In contrast, other researchers have
found that conditions that co-occur with PTSD, such as depression, may be more predictive
of suicide. Furthermore, some cognitive styles of coping, such as using suppression to deal
with stress, may be additionally predictive of suicide risk in individuals with PTSD. Given the
high rate of PTSD in veterans, considerable research has examined the relation between
PTSD and suicide in this population. Multiple factors contribute to suicide risk in veterans.
Some of the most common factors are listed below:

e male gender

e alcohol abuse

e family history of suicide
e older age

e poor social-environmental support (exemplified by homelessness and unmarried sta-
tus)

e possession of firearms

e the presence of medical and psychiatric conditions (including combat-related PTSD)
associated with suicide

Currently there is debate about the exact influence of combat-related trauma on suicide risk.
For those veterans who have PTSD as a result of combat trauma, however, it appears that
the highest relative suicide risk is in veterans who were wounded multiple times or hospital-
ized for a wound. This suggests that the intensity of the combat trauma, and the number of
times it occurred, may influence suicide risk in veterans with PTSD. Other research on veter-
ans with combat-related PTSD suggests that the most significant predictor of both suicide at-
tempts and preoccupation with suicide is combat-related guilt. Many veterans experience
highly intrusive thoughts and extreme guilt about acts committed during times of war. These
thoughts can often overpower the emotional coping capacities of veterans.
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/ Substance Use Disorders \

Substance Use Disorders such as alcohol intoxication, by itself, does not constitute a psy-
chiatric disorder, much less an SMI, but its role in suicidal behavior is profound. Acting as a
disinhibitor, alcohol is involved in up to 64% of suicide attempts or completions, many of
them associated with the combination of impulsivity, anger, and relationship losses
(Goldsmith et al., 2002). The findings from several autopsy studies reveal that 33% of all
individuals who die by suicide are intoxicated at the time of death (MMWR, 2009). Alcohol-
ism is associated with higher rates of suicide attempts, as well. One urban study showed
those with alcoholism had five times the number of attempts as those with other psychiatric
diagnoses. Comorbidity appears to play an important role in suicidal behaviors. Four mil-
lion Americans have a substance use disorder plus an SMI. In fact, studies show that ma-
jor depression existed at the time of death in 45 to >70% of suicides involving a history of
alcoholism (Sher, 2005). Prevention efforts with this population would include a greater
awareness of the signs of suicide and the correlation between substance abuse and sui-
cide in chemical dependency treatment providers.

Increased Risk of Suicide among Suicide Survivors

The risk of suicide in survivors is an area in need of further research. According to the American Association
of Suicidology (2012), there are six survivors for every completed suicide. Based on this figure, there are ap-
proximately 5 million survivors in the U.S. in the last 25 years or 1 out of every 65 Americans. Six new survi-
vors are added to the cohort every 14.2 minutes. For survivors experiencing complicated grief associated with
the death of a loved one by suicide the risk for suicidal ideation or attempts is elevated. According to Litts et
al. (2008) stigmatizing reactions add to a survivor’s burdens, often intensifying their social isolation and secre-
cy while impeding their access to accurate information that could help them recover, or in some cases, be-
come involved as advocates for suicide prevention. Suicide survivors frequently report unique problems and
challenges following the death of their loved one. These include:

» A prolonged and intense search for the reason for the suicide

* Feelings of being rejected by the deceased

» A distorted sense of responsibility for the death and the ability to have prevented the suicide

* Feelings of being blamed, by others or themselves, for causing the problems that led to the suicide
» Elevated levels of anger, family dysfunction, and feelings of social stigmatization.

Furthermore, survivors of a suicide have a high likelihood of not seeking out formal or informal support or
mental health treatment. Those that seek these forms of help may be thwarted by difficulty locating resources
or by their own overwhelming grief. Large numbers of adult survivors find that they improve their ability to
cope with the many and complex facets of being a suicide survivor by participating in formal support groups
with others who have experienced loss through suicide. Children who survive the suicide of a parent or
guardian frequently struggle with guilt and feelings of abandonment. Adults who were traumatized as children
by the suicidal behaviors of caretakers observe that using secrecy to protect the child-survivor may cause ad-
ditional complications and misperceptions. Children need to know that the death was not their fault and that
their continued care is certain. Honest, age-appropriate communication with the child is critical (AAS, 2007).

Intervention for this population should include increased awareness of the survivor's own suicidality and ac-
cess to local support groups.

Other resources for survivors can be found at the Suicide Prevention Resource Center’s library for survivors
at http://library.sprc.org/browse.php?catid=11 . A survivor handbook is also available on the Montana Suicide
Prevention website at www.prc.mt.gov/suicideprevention
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Suicide in Prisons and Jails

According to the Bureau of Justice Statistics (July, 2010), while suicide has been the leading cause of death
in local jails since the 1980’s, it has declined over time. The suicide rate among jail inmates was 129 per
100,000 inmates in 1983, but 10 years later the rate had declined by more than half to 54 per 100,000 in-
mates. From 2000 to 2007, the suicide rate declined by about a quarter, from 49 to 36 suicide deaths per
100,000 jail inmates. The suicide mortality rate in small jails (42 per 100,000) was 2.6 times that in state pris-
ons (16 per 100,000). The lower rate of suicide in large jails may reflect the capacity of these jails to provide
a variety of suicide prevention measures. According to data, over half (54%) of jails holding fewer than 50
inmates provided staff training in suicide prevention, compared to 91% of the largest jails. Fewer than half
(41%) of the smallest jails provided inmate counseling or psychiatric services, while such services were pro-
vided by over 90% of the largest facilities. Overall, the availability of various suicide prevention measures in-

creased with facility size.

Violent offenders (80 per

100,000) and public-order offenders
(68 per 100,000) were the most like-
ly to commit suicide. Specifically,
offenders serving time for homicide,
rape, and kidnapping (200, 197, and
195 per 100,000, respectively) had
the highest suicide rates. Violent
offenders also had the highest rates
of cancer and homicide mortality.
Property and drug offenders (106
per 100,000) had the lowest overall
mortality rates. Drug offenders had
the lowest mortality rates from sui-
cide (22 per 100,000) and homicide
(1 per 100,000).

The most common means of suicide
by inmates is by hanging, which can
result in death in five or six minutes.
Severe brain damage from hanging
can occur in as little as four minutes.
Inmates have died after hanging
themselves from clothing hooks,
shower knobs, cell doors, sinks,
ventilation grates, windows, and
smoke detectors. According to the
Montana Office of Epidemiology
and Scientific Support (2014),
there has been 42 suicides in
Montana’s correctional facilities
between 2004 and 2013. 35 of the
suicides occurred in county
detention centers and jails. 7
occurred at the State Prison.
Hanging was the means in all but
two of the cases (one poison, one
suffocation). 37 of the 42 were
male.

Prisons and jails contain large

Suicide Prevention in Montana’s Correctional Facilities

Correctional facilities should have written policies and procedures
for both preventing suicides and responding to attempts that may
occur. All staff at the facilities should be trained on when and how to
implement these plans. At a minimum, suicide prevention plans
should include protocols for the following:

Assessing suicide risk and imminent suicide risk. While a formal in-
take suicide risk and mental health assessment is an essential part
of this process, an inmate’s risk status can change dramatically
over time. Thus, staff need to be trained to recognize and respond
to changes in an inmate’s mental condition.

Effective communication about suicide risk. Knowledge about an
inmate’s risk status and history can be lost as he or she is trans-
ferred between units or facilities (or as shifts change). Formal pro-
cedures for communicating knowledge about suicide risk of particu-
lar inmates will help staff maintain and target their vigilance. Infor-
mation that needs to “follow” the prisoner includes the following:

¢ suicide threats by the inmate

+ behaviors that indicate he or she may be depressed

¢ a history of psychiatric care and medication

+ whether the inmate is in protective custody.

Use of isolation cells. While is it often appropriate for prisoners to
be placed in isolation cells, this placement can raise the risk of sui-
cide. If an inmate thought to be at risk of suicide requires isolation,
attention must be paid to appropriate observation of the inmate as
well as ensuring that all isolation cells are suicide-resistant — that is,
minimize the presence of items that could be used for self-harm,
such as bed sheets and projections from walls or furniture that
could be used as anchors for a hanging.

Training for staff, including training in recognizing and responding to
suicide risk, and training in first aid (including CPR) as well as the
need to begin procedures such as CPR immediately.

Availability of appropriate first aid safety equipment, including latex
gloves, resuscitation breathing masks, defibrillators, and tools for
opening jammed cell doors and cutting down a hanging inmate.
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numbers of people with the types of mental illnesses associated with elevated risk of suicide. According to
the Bureau of Justice Statistics (2005) half of prison and jail inmates have mental health problems. Approxi-
mately three-quarters of inmates with mental health problems have a co-occurring substance abuse disorder.
Substantial numbers of inmates have major depressive disorders (29.7% of those in local jails, 23.5% of
those in state prisons, and 16% of those in Federal prisons). Another Bureau of Justice Statistics (2005)
study found that about 10% of those incarcerated in Federal or state prisons or local jails had reported at
least one overnight stay in a mental institution prior to their arrest. An American Psychiatric Association re-
view (2000) of the research literature concluded that 20% of prison and jail inmates are in need of psychiatric
care and 5% are “actively psychotic”.

The following intervention guidelines were taken from the Suicide Prevention Resource Center document,
“What Corrections Professionals Can Do to Prevent Suicide” published in October, 2007. The guidelines
identify the most effective way to prevent suicides in correctional facilities involves recognizing and respond-
ing to the warning signs that an inmate may be at imminent risk of trying to harm him or herself. These warn-
ing signs include the following:

e Verbal warnings. People who are considering killing themselves often talk about their plans. Staff
should pay attention to similar thoughts or statements expressed in letters, poems, or other writings that
may come to their attention.

e Depression. Although most people suffering from clinical depression do not kill themselves, a significant
proportion of people who die by suicide are clinically depressed.

e Psychosis. Any signs of psychosis, such as talking to oneself, claiming to hear voices, or suffering hallu-
cinations, should also be taken as a sign that the prisoner may be at risk. Staff should be especially alert
if prisoners have stopped taking anti-psychotic or anti-depressive medication.

e Reaction to incarceration. Many suicides in jails occur during the first 2 weeks of detention. Many occur
when an inmate is under the effect of alcohol or drugs. Young adults arrested for nonviolent offenses —
such as alcohol or drugs - are often at elevated risk of suicide. They can be afraid of jail, embarrassed by
their situation, and afraid of reaction of their family and friends to their arrest.

e Current precipitating events. In addition to arrest and detention, there are other events that can precipi-
tate a suicide attempt, including receiving bad news from home, conflict with other inmates, legal set-
backs, withdrawal from drugs, and the tension caused by court hearings or sentencing , or sexual coer-
cion. 80% of inmates who committed suicide attended a court hearing within 2 days of their death.

e Recognizing and Responding to the Warning Signs -Correctional personnel should not be afraid to
ask an inmate if he or she has considered suicide or other self-destructive acts. Asking someone if he or
she has thought about suicide will NOT increase the risk of suicide. Correctional staff may want to be very
direct and simply ask the question “Are you thinking about killing yourself?” It is very possible that an hon-
est answer will not be forthcoming, given the tension that can exist between inmates and correctional staff
and the unwillingness of prisoners to “open up” about issues that they may consider to be signs of weak-
ness. Any suspicion that a prisoner may be actively at risk of suicide should be communicated to a mental
health professional. Any suspicion that a prisoner may be in imminent danger should be reported. Re-
ports of such suspicions by inmates’ families or other inmates should also be taken seriously. Some pris-
oners use the threat of suicide (or a “feigned” suicide attempt) to manipulate the system and, for example,
delay a court date or obtain a transfer to another unit or facility. It is extremely difficult to tell whether an
inmate is feigning suicide risk. Thus, all suicide threats must be taken seriously.
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Demographics of a Jail Suicide
Source: National Study of Jail Suicides: 20 years later (April, 2010). U.S. Dept. of
Justice, National Institute of Corrections

Demographics of the Inmate

L

¢
¢
¢

67% were white

93% were male

Average age was 35

43% were held on a violent charge

o Highest rate was among those charged with homicide, kidnapping, and rape.
e Lowest rate was among Drug Offenses

History of Mental lllness or Substance Abuse

<

* & o

47% had a history of substance abuse
20% were intoxicated at the time of death
38% had a history of mental illness

34% had a history of suicidal behavior

Time Demographics

*
¢
*

*

* & o

Deaths were evenly distributed throughout the year.
32% occurred between 3 p.m. and 9 p.m.

23% occurred within the first 24 hours, 27% between 2 and 14 days, and 20% between 1 and 4
months.

80% of inmates who committed suicide attended a court hearing within 2 days of their death

Means

93% of victims used hanging

66% used bedding as the instrument (followed by 11% by clothing and 3% by shoelace)
30% used a bed or bunk as the anchoring device.

31% were found dead more than an hour after the last observation

* Death by hanging can occur in five or six minutes.

* Severe brain damage from hanging can occur in as little as four minutes.

Characteristics of the jail facility

.

93% had a protocol for suicide watch but only 2% had option for constant observation (87%
used 15-minute observation) Intoxicated of history of substance abuse.

73% provided intake screening for suicide but only 27% verified the victim’s risk during prior
confinement and only 31% verified whether the arresting officer believed the victim was a sui-
cide risk.

62% provided suicide prevention training but only 37% provided annual updates.
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Juvenile Suicide in Confinement
Juvenile Suicide in Confinement: A National Survey (February 2009), Office of Juvenile Justice and Delin-
guency Prevention Report , Lindsay M. Hayes, National Center on

Institutions and Alternatives

Demographics of the Inmate

+ Almost 70% (68.4 percent) of victims were Caucasian.

+ Almost 80% (79.7 percent) of victims were male.

+ Average (mean) age of victims was 15.7, with more than 70% of victims ages 15-17.
.

.

A sizable number (38.0 percent) of victims were living with one parent at time of confinement.

Almost 70% (69.6 percent) of victims were confined for nonviolent offenses. (different from
adult population)

¢ All detention center suicides occurred within the first 4 months of confinement, with more than
40 percent occurring within the first 72 hours.

History of Mental lliness or Substance Abuse

Nearly 75% (73.4 percent) of victims had a history of substance abuse,

19.0 percent had a history of medical problems,

44.3 percent had a history of emotional abuse,

34.2 percent had a history of physical abuse,

27.8 percent had a history of sexual abuse.

Nearly 66% (65.8 percent) of victims had a history of mental iliness (with 65.3 percent of these

victims suffering from depression at the time of death); 53.5 percent of victims were taking

psychotropic medications.

+ Nearly 70% (69.6 percent) of victims had a history of suicidal behavior, with suicide attempt(s)
the most frequent type of suicidal behavior (45.5 percent), followed by suicidal ideation/threat
(30.9 percent) and suicidal gesture (23.6 percent).

Means

+ Almost all (98.7%) the suicides were by hanging; 71.8% of these victims used their bedding
(e.g., sheet, blanket) as the instrument. A variety of anchoring devices were used in the hang-
ings, including door hinge/knob (20.5 percent), air vent (19.2%), bedframe (19.2%), and win-
dow frame (14.1%).

+ None of the victims were under the influence of alcohol or drugs at the time of the suicide.

¢ Almost 75% (74.7 percent) of victims were assigned to single-occupancy rooms.

Time Demographics

+ Approximately 60% of victims were found more than 15 minutes after the last observation of
the youth. Slightly more than 15 percent of victims were found more than 1 hour after last be-
ing seen alive.

About half (50.6%) the victims were on room confinement status at the time of death
A large majority (85%) of victims who died by suicide while on room confinement status died
during waking hours (6 a.m. to 9 p.m.)

Characteristics of the jail facility

+ Only 37.9% of the suicides took place in facilities that provided annual suicide prevention
training to its direct care staff.

+ Although a large majority (78.5%) of victims died in facilities that maintained a written suicide
prevention policy at time of suicide, only 20.3% of victims were in facilities that had all seven
suicide prevention components (written policy, intake screening, training, CPR certification,

* & & & o o
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Suicide and
Sexual According to the Centre for Suicide Prevention (2003), there are risk factors and protec-
mation tive factors for gay and lesbian youth. The primary risk factors include:

e Previous suicide attempt

Anoth la-
nother popuia e Suicidal behavior among friends

tion that presents

a significant risk e Mental illness (depression, anxiety)
of suicide is gay e Substance abuse
and lesbian

e Family dysfunction (parental alcoholism, domestic violence, divorce)

th. Accordi - i identi [
you ceording Identity conflict or identity confusion

to the Centre for

Suicide Preven- e Interrupted social ties or lack personal support networks (including rejection by family)
tion (2003), 42% e Social inequity (limited social and legal protection, hostile school or work environ-

of gay and lesbi- ment, physical and verbal victimization, harassment and persecution)

an youth studied

had thoughts of The primary protective factors include:

suicide at some . : .
time. 25% had e Having a strong support system (family, peers, school, mental health services)

thoughts of suicide \ ® Ability to maintain sense of confidence and self-esteem

in the past year,
and 48% said thoughts
of suicide were related to their sexual orientation.

There is little research concerning how much of a factor
this is in Montana, however nationally, studies have /Support of gay and lesbian youth in schooh

shown that youth with same-sex orientation are 2-3 can be achieved through:

times more likely than their same-sex peers to attempt i
suicide (Russel, S.T. & Joyner, K., 2001, Centre for e Developing and enforcing school policy to
Suicide Prevention, 2003). Approximately 15% of support and protect gay and lesbian youth
youth who reported suicide attempts also reported from verbal and physical harassment.
same-sex attraction or relationships. These youth

also presented as higher risk for alcohol abuse and e Educating school staff on issues related to
depression. In Montana, the number of gay and lesbi- sexuality

ans is difficult to determine. However, according to a

report from the Williams Institute (Gates, 2006), as of e Providing appropriate referrals for gay and
2005, there were 1,600 same-sex couples in Mon- lesbian youth with mental health problems
tana, up from 1,200 in 2000. This number is consid-

ered to be significantly lower than the actual number, e Developing support groups for gay and lesbi-
especially since this number does not include youth. an youth.
This study indicated that there were a similar number of

same-sex male couples (806) as there were same-sex fe-

male couples (853). The report estimated that 2.6% of Montana’s population was gay, lesbian, or bisexual.
Based on the Montana'’s 2011 estimated population (US Bureau of the Census, www.census.gov), this
equates that the gay, lesbian, or bisexual adult population in Montana is just under 26,000.

Suicide prevention and intervention efforts should consider the role that victimization plays in the everyday
lives of all youths and its potential effects on suicidality. As identified above, among primary youth suicide
risk factors, high levels of depression and alcohol abuse are reported by same-sex orientation. It has been
suggested that for gay and lesbian youths who are concealing their sexual identities, alcohol may be used to
numb the related anxiety and depression. Research and prevention efforts with this population should also
focus on depression and substance abuse as precursors to suicidality (Russel, S.T. & Joyner, K., 2001).
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Suicide and Smoking

A paper released in July of 2014, published online in the journal Nicotine & Tobacco, finds state public
health interventions, such as cigarette excise taxes and indoor smoking bans, could also reduce rates of
suicide by as much as 15 percent. According to the report, smokers have 2 to 4 times higher risk for suicide
than non-smokers. Studies suggest that people who smoke are more likely to have psychiatric disorders or
abuse other substances such as drugs or alcohol. Some research even argues that smoking changes neu-
ral pathways related to the pleasure centers of the brain that are activated as a result of addiction, which
can severely impact mental health. The study, led by Washington University School of Medicine in St. Lou-
is, analyzed data from the National Center for Health Statistics, representing all 50 states. The researchers
concluded that each dollar increase in cigarette taxes could reduce suicide risk by as much as 10 percent.
From 1990 to 2004 those states that adopted strict tobacco control policies saw a decrease in suicide rates
as well. In that same time period, states with lower excise taxes on cigarettes and fewer laws on smoking in
public spaces saw a 6 percent increase in suicide.

Other studies have also linked smoking to increased risk of suicide. According to the Center for Disease
Control (Sustaining State Programs for Tobacco Control: Data Highlights 2010), 18.5% (138,000) of Mon-
tana adults smoke and 12.2% (11,000) of Montana youth (ages 12-17) smoke. An average of 1,400 Mon-
tanans die each year from smoking-attributable causes and it is projected that another 18,000 youth will die
from smoking. There have been a number of studies that indicate a correlation between smoking and in-
creased risk of suicide. Hemenway, et al (1993) found a strong correlation between suicide and smoking in
nurses. In their study, women who smoked 1 through 24 cigarettes per day had twice the likelihood of com-
mitting suicide as those who had never smoked. Women who smoked more than 25 cigarettes per day had
four times the likelihood

of sticide in the suc- a:cording to the Miller study (2000), the rate of suicide in- \

ceeding 2 years as . \ .
those who had never creased with the number of cigarettes smoked daily

smoked. In another (The number indicates the crude incidence of suicide per

study published in the
American Journal of 100,000 people.)

Public Health (Miller,

M. et al., 2000), com- Never Smoked 12 per 100,000 people
pared with never Former Smoker 18

smokers, heavy smok- | o rrent Smoker, 1-14 cigarettes a day 32

ers were at increased .

risk for suicide. The Current Smoker, >15 cigarettes a day 55

risk of suicide in- k /
creased with the num-

ber of cigarettes smoked

daily. Current smokers of 15 or more cigarettes per day had more than 4 times the risk of suicide compared
with never smokers. The suicide risk among former smokers was intermediate between the risks among

never and current smokers. Another more study (Pratt & Brody, 2010) found a correlation between smoking
and depression. In the study, the authors summarized, “Persons with depression were more likely to be
current smokers than persons without depression. Almost one-half of adults under age 55 with current de-
pression were current smokers, while less than one-quarter of people in this age group without depression
were smokers.

The proportion of adults who were current smokers tended to increase with an increase in depression se-
verity. Even persons with mild depressive symptoms below the threshold for the diagnosis of depression
were more likely to be smokers than people with no depressive symptoms. Adults with depression were
more likely to smoke over a pack a day and smoke their first cigarette within 5 minutes of waking up than
were adults without depression. Both of these are indicators of heavy smoking. Heavy smoking is highly
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Those with depression had a higher rate of smoking initiation (ever smoking) as well as a lower quit rate.
They were also heavier smokers than persons without depression. Individuals with other mental illnesses
have similar smoking patterns . Studies have shown that persons with depression and other mental ilinesses
smoke a disproportionate share of all the cigarettes consumed in the United States.”

Interventions for the problem of smoking should model the prevention recommendations made by the Mon-
tana Tobacco Prevention Advisory Board in their 2004 publication of the Montana Tobacco Use Prevention
Plan (http://tobaccofree.mt.gov/)

Adults with depression were more likely to be current cigarette smokers than
those without depression.

Figure 2. Parcentage of adulte aged 20 and over who wera current amokers, by sex and depression severity:
United States, Z2005—2008
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The percentage of adults who were current smokers increased as depression
severity increased.

Figure 1. Percentage of adulis aged 20 and over who were current smokers. by age. sex. and depression status:
United States, 2005—2008
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ﬂour possible explanations for the smoking—suicide connection were proposed: \

e depression is a common antecedent of suicide and a condition that leads to smoking as a form of
self-medication;

e smoking alters brain chemistry, leading to depression, which increases the risk of suicide;
e smoking leads to malignant disease, such as cancer, which increases the risk of suicide; and

e smoking is associated with other characteristics that predispose individuals to suicide, such as low
self-esteem (not because smoking physiologically exacerbates low self-esteem, but because in our

culture they tend to occur together).
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Montana Strategic Suicide Prevention Plan—2015

The Vision

We value human life. We encourage all people and organizations in Montana to deal open-
ly, collaboratively, and with sensitivity for all cultures to minimize suicide. We are working to
create an environment where everyone will have access to qualified resources for help when
they are in need.

The Mission

There will be a sustained reduction in the incidence, prevalence and rate of suicide and non-
lethal suicidal behavior in Montana.

The Goals and Measurable Objectives

Although Montana has had one of the highest rates of suicide in the nation for decades, it
has only been in the last decade that an investment in preventing this public health issue has
been made. In the past few years there has been legislation to address the issue of suicide
along with significant efforts at the state, local, and tribal levels. In Montana, suicide is part
of our culture, and has been for nearly a century. To address this issue, it is going to take a
cultural shift in thinking, and that takes time.

To accomplish our mission and move towards the realization of our vision there are several
key goals which we want to focus on in next decade. Interventions to accomplish these
goals and objectives can be found throughout this report, but specifically have been identi-
fied in the Opportunities for Prevention Activities section. On the following pages are ob-
jectives specific to Montana that align with the revised 2012 National Strategy for Suicide
Prevention. You will notice in the national strategy there are 4 strategic directions with 13
goals that have been identified. Under each goal, a number of objectives are listed.
Although all the objectives are listed in the coming pages, not all will be specifically
addressed as part of the Montana plan. This is not to say that these objectives are not
valued, but in an effort to ensure that we set realistic expectations, we are only
identifying one Montana specific objective under each goal for the purpose of this
report. However, other objectives may be addressed as we continue to focus on
meeting our vision and mission statement.
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Goals and Objectives
In an effort to ensure that
Montana aligns with the re-
vised National Strategy for
Suicide Prevention (2012), the

2012 National Strategy for Suicide Prevention:

Montana State St rateg Te GOALS AND OBJECTIVES FOR ACTION
Suicide Prevention Plan will ot e s 55

identify at least one specific
Montana objective for each
goals identified in the
national plan. National goals
and objectives are in black.
Specific Montana objectives
are in blue.

Strateqgic Direction 1: Healthy and Empowered Individuals, Families, and Communities

GOAL 1. Integrate and coordinate suicide prevention activities across multiple sectors and
settings.

Objective 1.1: Integrate suicide prevention into the values, culture, leadership, and work of
a broad range of organizations and programs with a role to support suicide prevention ac-
tivities.

Objective 1.2: Establish effective, sustainable, and collaborative suicide prevention pro-
gramming at the state/territorial, tribal, and local levels.

Objective 1.3: Sustain and strengthen collaborations across federal agencies to advance
suicide prevention.

Objective 1.4: Develop and sustain public-private partnerships to advance suicide preven-
tion.

Objective 1.5: Integrate suicide prevention into all relevant health care reform efforts.

Montana Obijective: Integrate suicide prevention gatekeeper training and prevention tools
into law enforcement, health care, primary and secondary education, tribal, and community
levels.
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GOAL 2. Implement research-informed communication efforts designed to
prevent suicide by changing knowledge, attitudes, and behaviors.

Objective 2.1: Develop, implement, and evaluate communication efforts
designed to reach defined segments of the population.

Objective 2.2: Reach policymakers with dedicated communication

efforts.

Objective 2.3: Increase communication efforts conducted online that pro-

mote positive messages and support safe crisis intervention strategies.

Objective 2.4: Increase knowledge of the warning signs for suicide and
of how to connect individuals in crisis with assistance and care.

Montana Obijective: Increase knowledge of the warning signs for suicide

and of how to connect individuals in crisis with assistance and care
through public awareness campaigns, social media, and community

presentations.

GOAL 3.

Increase knowledge of the factors that offer protection from suicidal
behaviors and that promote wellness and recovery.

Objective 3.1: Promote effective programs and practices that increase
protection from suicide risk.

Objective 3.2: Reduce the prejudice and discrimination associated with
suicidal behaviors and mental and substance use disorders.

Objective 3.3: Promote the understanding that recovery from mental and
substance use disorders is possible for all.

Montana Objective: Reduce stigma, promote the understanding that

recovery from mental and substance use disorders is possible, and pro-
mote protective factors from suicide risk through implementation of evi-
dence-based practices .
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GOAL 4. Promote responsible media reporting of suicide, accurate portrayals of suicide
and mental illnesses in the entertainment industry, and the safety of online con-
tent related to suicide.

Objective 4.1: Encourage and recognize news organizations that develop and imple-
ment policies and practices addressing the safe and responsible reporting of suicide
and other related behaviors.

Objective 4.2: Encourage and recognize members of the entertainment industry who
follow recommendations regarding the accurate and responsible portrayals of suicide
and other related behaviors.

Objective 4.3: Develop, implement, monitor, and update guidelines on the safety of
online content for new and emerging communication technologies and applications.

Objective 4.4: Develop and disseminate guidance for journalism and mass communica-
tion schools regarding how to address consistent and safe messaging on suicide and
related behaviors in their curricula.

Montana Objective: Encourage media resources and institutes of public education to
utilize known SAMHSA resources on the reporting and responding of suicides in com-
munities.

Strateqic Direction 2: Clinical and Community Preventive Services

GOAL 5. Develop, implement, and monitor effective programs that promote
wellness and prevent suicide and related behaviors.

Objective 5.1: Strengthen the coordination, implementation, and evalu-
ation of comprehensive state/territorial, tribal, and local suicide
prevention programming.

Objective 5.2: Encourage community-based settings to implement
effective programs and provide education that promote wellness and
prevent suicide and related behaviors.

Objective 5.3: Intervene to reduce suicidal thoughts and behaviors in
populations with suicide risk.

Objective 5.4: Strengthen efforts to increase access to and delivery of
effective programs and services for mental and substance use
disorders.

Montana Objective: Encourage community-based settings to imple-
ment effective programs and provide education that promote wellness
and prevent suicide and related behaviors through the use of evidence-
based programs available through the DPHHS.
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GOAL 6. Promote efforts to reduce access to lethal means of suicide
among individuals with identified suicide risk.

Objective 6.1: Encourage providers who interact with individuals at
risk for suicide to routinely assess for access to lethal means.

Objective 6.2: Partner with firearm dealers and gun owners to incor-
porate suicide awareness as a basic tenet of firearm safety and
responsible firearm ownership.

Objective 6.3: Develop and implement new safety technologies to
reduce access to lethal means.

Montana Objective: Encourage and promote the safe storage and
protection of firearms from high risk populations through the use of
gunlocks and other gun safety measures.

GOAL 7. Provide training to community and clinical service providers on the
prevention of suicide and related behaviors.

Objective 7.1: Provide training on suicide prevention to community groups
that have a role in the prevention of suicide and related behaviors.

Objective 7.2: Provide training to mental health and substance abuse
providers on the recognition, assessment, and management of at-risk
behavior, and the delivery of effective clinical care for people with suicide
risk.

Objective 7.3: Develop and promote the adoption of core education and
training guidelines on the prevention of suicide and related behaviors by all
health professions, including graduate and continuing education.

Objective 7.4: Promote the adoption of core education and training
guidelines on the prevention of suicide and related behaviors by credential-
ing and accreditation bodies.

Objective 7.5: Develop and implement protocols and programs for
clinicians and clinical supervisors, first responders, crisis staff, and others
on how to implement effective strategies for communicating and collabora-
tively managing suicide risk.

Montana Objective: Provide training on suicide prevention to community
groups, mental health/chemical dependency providers, law enforcement,
health care providers and school educators.
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Strateqic Direction 3: Treatment and Support Services

GOAL 8. Promote suicide prevention as a core component of health care services.

Objective 8.1: Promote the adoption of “zero suicides” as an aspirational goal by health
care and community support systems that provide services and support to defined
patient populations.

Objective 8.2: Develop and implement protocols for delivering services for individuals
with suicide risk in the most collaborative, responsive, and least restrictive settings.

Objective 8.3: Promote timely access to assessment, intervention, and effective care
for individuals with a heightened risk for suicide.

Objective 8.4: Promote continuity of care and the safety and well-being of all patients
treated for suicide risk in emergency departments or hospital inpatient units.

Objective 8.5: Encourage health care delivery systems to incorporate suicide
prevention and appropriate responses to suicide attempts as indicators of continuous
quality improvement efforts.

Objective 8.6: Establish linkages between providers of mental health and substance
abuse services and community-based programs, including peer support programs.

Objective 8.7: Coordinate services among suicide prevention and intervention
programs, health care systems, and accredited local crisis centers.

Objective 8.8: Develop collaborations between emergency departments and other
health care providers to provide alternatives to emergency department care and
hospitalization when appropriate, and to promote rapid follow-up after discharge.

Montana Objective: Encourage health care delivery systems to incorporate suicide
prevention and appropriate responses to suicide attempts as indicators of continuous
quality improvement efforts.
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GOAL 9. Promote and implement effective clinical and professional practices for assessing
and treating those identified as being at risk for suicidal behaviors.

Objective 9.1: Adopt, disseminate, and implement guidelines for the assessment of suicide
risk among persons receiving care in all settings.

Objective 9.2: Develop, disseminate, and implement guidelines for clinical practice and
continuity of care for providers who treat persons with suicide risk.

Objective 9.3: Promote the safe disclosure of suicidal thoughts and behaviors by all
patients.

Objective 9.4: Adopt and implement guidelines to effectively engage families and

concerned others, when appropriate, throughout entire episodes of care for persons with
suicide risk.

Objective 9.5: Adopt and implement policies and procedures to assess suicide risk and
intervene to promote safety and reduce suicidal behaviors among patients receiving care
for mental health and/or substance use disorders.

Objective 9.6: Develop standardized protocols for use within emergency departments
based on common clinical presentation to allow for more differentiated responses based on
risk profiles and assessed clinical needs.

Objective 9.7: Develop guidelines on the documentation of assessment and treatment of
suicide risk and establish a training and technical assistance capacity to assist providers
with implementation.

Montana Objective: Implement guidelines for clinical practice and continuity of care for
providers who treat persons with suicide risk through training in core competencies and
access to national protocols.
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GOAL 10. Provide care and support to individuals affected by suicide deaths and attempts
to promote healing and implement community strategies to help prevent further
suicides.

Objective 10.1: Develop guidelines for effective comprehensive support programs for
individuals bereaved by suicide, and promote the full implementation of these
guidelines at the state/territorial, tribal, and community levels.

Objective 10.2: Provide appropriate clinical care to individuals affected by a suicide
attempt or bereaved by suicide, including trauma treatment and care for complicated
grief.

Objective 10.3: Engage suicide attempt survivors in suicide prevention planning,
including support services, treatment, community suicide prevention education, and the
development of guidelines and protocols for suicide attempt survivor support groups.

Objective 10.4: Adopt, disseminate, implement, and evaluate guidelines for
communities to respond effectively to suicide clusters and contagion within their
cultural context, and support implementation with education, training, and consultation.

Objective 10.5: Provide health care providers, first responders, and others with care
and support when a patient under their care dies by suicide.

Montana Obijective: Provide appropriate resources to individuals affected by a suicide
attempt or bereaved by suicide, including survivor support.

Strateqic Direction 4: Surveillance, Research, and Evaluation

GOAL 11. Increase the timeliness and usefulness of national surveillance systems
relevant to suicide prevention and improve the ability to collect, analyze,
and use this information for action.

Objective 11.1: Improve the timeliness of reporting vital records data.
Objective 11.2: Improve the usefulness and quality of suicide-related data.

Objective 11.3: Improve and expand state/territorial, tribal, and local public
health capacity to routinely collect, analyze, report, and use suicide-related
data to implement prevention efforts and inform policy decisions.

Objective 11.4: Increase the number of nationally representative surveys and
other data collection instruments that include questions on suicidal behaviors,
related risk factors, and exposure to suicide.

Montana Objective: Improve the timeliness, usefulness, and quality of suicide-
related data through collaboration between the DPHHS and local coroners
and health care professionals.

N
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GOAL 12. Promote and support research on suicide prevention.

Objective 12.1: Develop a national suicide prevention research agenda
with comprehensive input from multiple stakeholders.

Objective 12.2: Disseminate the national suicide prevention research
agenda.

Objective 12.3: Promote the timely dissemination of suicide prevention
research findings.

Objective 12.4: Develop and support a repository of research resources
to help increase the amount and quality of research on suicide
prevention and care in the aftermath of suicidal behaviors.

Montana Obijective: Through the Montana Suicide Mortality Review
Team, review all suicides that occur in the state and identify factors and
correlated interventions that could be implemented.

GOAL 13. Evaluate the impact and effectiveness of suicide prevention in-
terventions and systems and synthesize and disseminate find-
ings.

Objective 13.1: Evaluate the effectiveness of suicide prevention
interventions.

Objective 13.2: Assess, synthesize, and disseminate the evidence
in support of suicide prevention interventions.

Objective 13.3: Examine how suicide prevention efforts are
implemented in different states/territories, tribes, and communities to
identify the types of delivery structures that may be most efficient
and effective.

Objective 13.4: Evaluate the impact and effectiveness of the
National Strategy for Suicide Prevention in reducing suicide
morbidity and mortality.

Montana Objective: Evaluate the effectiveness of suicide prevention
interventions through monitoring of trend data, vital statistics, and
number of people trained in suicide prevention.
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The Environment for Suicide Prevention in Montana

DPHHS has identified factors that could impact the implementation of this plan. These factors in-
clude: assets that could have a positive and supportive impact on the implementation of the plan;
barriers and challenges to carrying out the plan; and finally, near term opportunities that could be
leveraged to aid in the successful implementation of the plan.

Perceptions that create barriers

To date there has been a lack of community awareness and acceptance of the problem.

The debate continues in some groups about whether suicide is an individual or community
problem. It is, for some, easier to tackle the “individual” problem (acute care or after the fact
intervention) and more difficult to take on the “community problem” (primary prevention and
encouraging protective factors).

There is a lack of cultural awareness and sensitivity by suicide prevention staff and in
prevention materials and programs.

In many communities, there is insufficient expertise and capacity and often they must rely on
expertise from outside of the local community to guide plans and activities. This lack of local
capacity may result in the purchase of commercial products and programs that are without
proven efficacy.

The actual number of suicides within a given community is low; therefore, the problem is
easy to ignore or dismiss.

Sustaining interest in suicide prevention activities is difficult after a crisis situation or a
completed suicide fades into the distant past.

Changes in leadership often means changes in public health agendas and priorities.

Montana’'s Unigue Characteristics

Much of Montana epitomizes geographical isolation, accentuated by the harsh winter
climate. According to the 2010 US Census, Montana has 6.8 people per square mile. The
US average is 87.4

Since the arrival of the earliest white settlers, there has been an ingrained social culture that
has accepted suicide as a part of life in Montana.

Montana'’s rate of suicide has proven resistant to improvement from previous prevention
efforts.

There is a lack of availability and access to mental health services in many areas in the
state, in part due to the state’s remoteness.

There is a prevalent and proud “western” culture and attitude among the Caucasian majority
in  Montana - ‘we can take care of ourselves.” This is especially true when it comes to
asking for help for depression or anxiety. We see asking for help as a weakness and we are
being a burden to our families.

Frequently, there is access to firearms that are not properly stored. Research indicates that
a home with a firearm is 20 times the risk of having a suicide.

There is a lack of transportation services for some people that inhibits their ability to seek or
receive help.

There is a lack of communication infrastructure (phones, cellular service, and Internet
access) in some areas, including American Indian reservations, frontier and rural areas.
Montana ranks high in alcohol and substance abuse when compared to other states in the
U.S. Montana is near the top in the nation in alcohol related deaths, underage drinking,
binge drinking, and consumption per capita.
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Strategic Directions Toward Reducing Suicide in Montana

Due to the diversity of the State and the cultural barriers that exist, DPHHS considers the most im-
portant direction to focus resources and attention is promoting public awareness and implementa-
tion of programs specific to communities and/or the state. These programs are to be evidenced-
based whenever possible and begin the process of changing the culture for future generations.
This will be a slow change. There is a culture of suicide in Montana that has been evident for gen-
erations. It is going to take a cultural shift in thinking that starts with our young people, giving them
the tools and skills necessary to cope when they reach the high-risk ages between their mid 20’s
through their 50’s.

Below outlines the prevention, intervention, postvention, and coordination that is recommended
throughout the state to decrease the incidence of suicide.

Prevention
e Address the stigma associated with mental illness and asking for help.

e Increase awareness of youth suicide prevention and focus on coping/resiliency skill development at
the elementary and middle school level.

Develop community provider networks.

Increase training for law enforcement agencies and hospital personnel.

Conduct gatekeeper (QPR, ASIST) trainings.

Provide depression screening programs in schools and health care.

Implement evidenced-based curriculum into Montana’s schools (SOS, QPR, Mental Health First
Aid).

Intervention
e Increase access to mental health and substance abuse services including smoking cessation pro-
grams.
e Develop and implement clinical screening programs and standard screening tools with appropriate
referral and follow-up.

Postvention
e Reduce access to lethal means with affected circles of suicide survivors
Improve services for survivors
e Provide support and resources to families of persons at high risk or who have attempted

Coordination
e Improve communication and community linkages with mental health and substance abuse service
systems serving youth and young adults.
e Demonstrate collaboration
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Depression is Treatable

Suicide is Preventable

If you are in crisis and want help,

Call the Montana Suicide

Prevention Lifeline at

1-800-273 TALK (8255)




