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“Still the effort seems unhurried. Every seventeen
minutes in America someone commits suicide. Where
is the public concern and outrage?”

Kay Redfield Jamison,
Author of Night Falls Fast: Understanding Suicide

For additional copies of this Plan, or for information
about suicide prevention programs, please contact:

Ohio Department of Mental Health
30 E Broad Street, 8th Floor
Columbus OH 43215-3430
614-466-1984
www.mh.state.oh.us

or

Ohio Coalition for Suicide Prevention
50 W Broad Street, Suite 1915
Columbus OH 43215

614-228-0402




hio’s Suicide Prevention Plan is dedicated to Kirk “Crunch” Knick, son
of Linda Whittle of Sidney, Ohio, an organizer of the Suicide Prevention
Advocacy Network (SPAN), and to all other Ohioans touched by suicide.

Kirk “Crunch” Knick
November 29, 1979 - March 27, 1995
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ore than 1,200 Ohioans die by their own hand every year. The impact
of suicide does not stop with the lost lives. For every suicide death, it is
estimated that six individuals will be profoundly affected for the rest of their
lives. These deaths and their effects are even more tragic as suicide is
largely preventable.

As the ninth leading cause of death in Ohio, suicide remains an ongoing
challenge for healthcare policymakers, providers of care, schools, faith
communities and law enforcement. Ohio statistics continue to mirror na-
tional trends where suicide rates are increasing among particular areas of
the population. Adolescents, young adults, men 25 to 44 years of age and
the elderly are among those at the highest risk in Ohio. Economic down-
turns and the inability to effectively problem solve and cope with challenges
increase the risk for these priority groups, making the development of sui-
cide prevention policies even more essential.

In October 1998, at the request of the U.S. Surgeon General and in collabo-
ration with the Suicide Prevention Advocacy Network (SPAN), the Substance
Abuse and Mental Health Services Administration (SAMHSA) convened a
national suicide prevention conference. The Ohio Department of Mental
Health (ODMH) appointed an eight-member team to attend the conference
and assist in drafting the Surgeon General’s Call to Action to Prevent Sui-
cide, which was released in 1999.

ODMH Director Michael F. Hogan, Ph.D., was appointed to a national com-
mittee that assisted in the development of the National Goals and Objec-
tives for Suicide Prevention 2000-2005. These National Goals serve as the
framework for Ohio’s state plan that utilizes Awareness, Intervention and
Methodology, or AIM strategy to reduce the prevalence of suicide.

In January 2001, the Report of Ohio’s Mental Health Commission, Chang-
ing Lives, Ohio’s Action Agenda for Mental Health, included a recommen-
dation that Ohio should build an initiative to reduce suicides. Ohio’s Sui-
cide Prevention Plan is the next step in saving lives and reducing suicidal
behaviors by developing a comprehensive strategy in response to a very
complex set of issues.




To develop a statewide plan, the Ohio Department of Mental Health estab-
lished a partnership with the Ohio Coalition for Suicide Prevention, a
grassroots organization of medical, mental health, and public health pro-
fessionals, faith-community members and advocates who are dedicated
to preventing suicide by raising awareness and promoting well-being.

In addition to the Ohio Coalition for Suicide Prevention, a number of various
constituencies assisted in developing a coordinated statewide strategy and
commitment. The following organizations were represented: SPAN; Ameri-
can Foundation for Suicide Prevention - Northeast Ohio Chapter; People of
Color Suicide Support Group; Ohio General Assembly; Ohio Departments
of Aging, Alcohol and Drug Addiction Services, Education, Health, Job and
Family Services; The Ohio State University; the Ohio Public Health Asso-
ciation; local public health agencies; local crisis centers and suicide pre-
vention hotline services; local mental health boards; medical and mental
health professionals in public health, adolescent medicine, psychiatry, psy-
chology and geriatrics; the Catholic Diocese of Columbus; the United Pres-
byterian Church; the West Ohio Conference of the United Methodist Church;
and the Ohio Federation of Community Planning.

OnJuly 28, 2001, the Ohio Coalition for Suicide Prevention hosted a daylong
strategic planning session with 40 participants representing a broad range
of stakeholders. This group developed a list of preliminary recommenda-
tions and made plans to obtain further input in the formulation of a state-
wide plan.

The Department, along with the Ohio Coalition for Suicide Prevention,
launched the plan of action for suicide prevention during a Statehouse press
conference on October 10, 2001. Director Hogan released the Executive
Summary that included the preliminary recommendations. A symposium, A
Call to Action: A Suicide Prevention Strategy for Ohio, convened later that
day for policy makers, providers, advocates, and survivors of suicide. Dr.
David Litts, USAF, Special Advisor on Suicide Prevention to the U.S. Sur-
geon General, and Lucy Davidson, M.D., Clinical Associate Professor of
Psychiatry at Emory University, addressed the participants on the opportu-
nity for Ohioans to take action in preventing suicide.




In the fall of 2001, the Ohio Coalition conducted a series of six regional
forums across Ohio to identify and convene local leadership in the public
health, mental health, academic, faith, and survivor communities. The fol-
lowing organizations sponsored the regional forums:

The University of Toledo Children’s Hospital, Columbus

The Health Improvement The Ohio Federation for Community
Collaborative of Greater Planning (Held at the Visiting Nurses
Cincinnati Association in Cleveland)

The Mahoning County District The Southern Consortium

Board of Health (Held at the for Children (Held in Athens)

Ursuline Center in Canfield)

More than 300 participants at these forums provided invaluable input in
culling the best recommendations, developing goals, and recommending
strategies to be used over the next three to five years. Their work has formed
the framework for this state plan. These important partners will also be
leaders in the implementation of the plan.

Recognizing that suicide is a public health problem that requires an evi-
dence-based approach to prevention, the regional forum participants out-
lined the following characteristics of an effective statewide suicide preven-
tion strategy. Ohio’s strategy must be:

* Prevention-focused * Public health focused

e Culturally competent * Appropriate for a community-
based mental health system
» Focused on adolescents and

young adults first, then on * Built on data, research and
other priority groups (middle- best practices

aged white males and the

elderly) * Able to address statewide needs

The plan’s goals and objectives account for three levels of prevention strat-
egies: universal, selective and indicated. Research supports the recogni-
tion that, as vulnerability and suicide potential increase, so does the need
for stronger prevention interventions.




Universal prevention is focused on providing needed interventions to keep
communities healthy. These programs benefit everyone in a community
universally by providing general awareness information and education.

Selective prevention is dedicated to prevent the onset of suicidal behavior
in priority risk groups. These strategies may include screening and assess-
ment, training of natural community “gatekeepers,” and community-based
mental health treatment.

Indicated prevention strategies identify priority groups known to be at high-
risk for suicide. This may be done through skill building and services and
treatment that reinforce protective factors.

To determine the best approach for creating a blueprint for Ohio’s suicide
prevention plan, the following assumptions were used to guide the process
and planning:

* The final action planning and ¢ Gatekeepers are anyone who

execution must occur at the has contact with individuals
local level. in need of help.

* All tools and protocols will * The list of key gatekeepers will
be appropriate for the local vary by local area.
community and its diverse
members. * All interventions will be delivered

in appropriate ways given the

* There will be uniform community and its diversity.
messages and language
across all activities, across * Development of the capacity to
all locations, and across all achieve plan goals will be
priority groups. community-based.

In addition to being tailored to the needs and resources available within
Ohio, strategies to prevent suicide must be part of strong collaborative and
creative partnerships at all levels. By working together to raise awareness,
reduce stigma and encourage Ohio’s citizens to seek help, we can save
many lives that would otherwise be lost to suicide.




The 1999 Ohio Youth Risk Behavior Survey shows that
nearly 20 percent of all high school students in Ohio
seriously contemplated suicide during the 12 months
preceding the survey. Significantly more females (25
percent) than males (16 percent) seriously considered
suicide.

k

Young women are more likely to attempt suicide than young males by about
6to 1, but completed suicide is more common in adolescent males than in

females by about 3 to 1. While some clinicians believe that psychiatric

illness, such as clinical depression, underlies all suicide among the young,
some think it is more complex than that, pointing to developmental factors

that influence behavior. Certainly, all agree that substance and/or alcohol

abuse significantly increases the risk of suicide in young people, as does
anxiety or impulsivity, sexual identity issues — including being gay, lesbian

or bisexual — and sexual abuse.

At particular risk of suicide are Ohio men, 25 to 44 years
of age. According to the Ohio Department of Health,
white men between the ages of 25 to 34 have the high-
est rate of this group. From 1996 to 1998, men be-
tween the ages of 25 and 34 had a suicide death rate
of 23.7 per 100,000 and men between the ages of 35 to
44 had a suicide death rate of 23.0 per 100,000.




Men are generally more successful at completing suicide than women be-
cause they choose violent, more lethal means. However, the impulse to
take one’s own life is rooted in problems far more complex than the actual
vehicle for death. Men who are 25 to 44 years of age are under enormous
stress to perform, achieve, and provide. This oftentimes overwhelming
stress coupled with a tendency to not seek help in times of need may actu-
ally describe why men of this age are at higher risk for suicide.

While the young are at particular risk for suicide, the
group at greatest risk for suicide is the elderly. The sui-
cide risk for Ohioans above the age of 80 is three to
four times higher than for the average Ohioan.

Some of the factors that make the elderly more vulner- . ‘
able to suicide are social isolation, significant losses (death of spouse, loss
of home, family, and friends) illness, disability, chronic pain, depression,
and oftentimes, hidden alcoholism. While many of these factors may be
unique to the aging process, their presence and influence should not be
fatal.




Awareness

The Ohio Department of Mental
Health, the Ohio Department of
Health and the Ohio Coalition for
Suicide Prevention believe that the
number of Ohiocans dying from sui-
cide can be reduced through
implementation of prevention strat-
egies. The Surgeon General’s Call
to Action to Prevent Suicide intro-
duced an initial blueprint for ad-
dressing suicide prevention. Goal
areas for Ohio’s prevention strat-
egy are categorized as Awareness,
Intervention and Methodology, or
AIM, as were set forth in the Sur-
geon General’s report.

Increase awareness that suicide is a public health and
mental health problem in order to reduce stigma and
increase people’s ability to seek help.

Develop local, broad based support for suicide prevention.

Create or enhance a suicide prevention coalition in each Ohio county to
develop a prevention plan based upon local needs and resources avail-
able. Coalition partners should include, but not be limited to, representa-
tives of the Child Fatality Review Board, school districts, health department,
crisis response teams, Area Agency on Aging, local news media, hospitals,
human services providers, faith-based organizations, health care profes-
sional organizations, local service organizations (Kiwanis, Sertoma, Lions,
Jaycees, Grange, etc.), mental health and addiction services boards, sur-
vivor groups, and human resources offices or employee assistance pro-
grams from local employers.

Partner with Ohio’s media to advance
effective prevention efforts.

Educate the broadcast and print media (including but not limited to the
entertainment industry) about the powerful role suicide-related coverage
can play in future suicide prevention. Provide information about suicide, its
warning signs, depression and other mental illnesses and substance abuse.
Collaborate with media partners to ensure responsible media policies and
practices are utilized in coverage related to suicide and suicide prevention.

Increase awareness of policy makers.

In collaboration with public and private organizations, increase education
and awareness of state and county policy makers about suicide and its
warning signs. Educate officials on the impact that suicide, depression and
other mental illnesses, and substance abuse have on other policy areas
such as criminal justice, law enforcement and health care.




Develop and implement a public awareness campaign.

Create a statewide media campaign to increase public awareness of avail-
able resources. Partnerships should be engaged to produce public service
announcements, news articles, billboards, public speaking opportunities
and other ventures that will reduce the stigma surrounding suicide and
increase Ohioans’ willingness to seek help.

Encourage effective use of evidence-based prevention and
awareness programs in educational settings.

Direct students, faculty and staff of Ohio’s colleges and universities to avail-
able resources to encourage help-seeking behavior. One fourth of all per-
sons age 1810 24 in the United States are full or part-time college students,
suggesting that a large proportion of young adults could be reached through
college-based suicide prevention efforts.

Educate staff in Ohio school districts on the warning signs for suicidal youth
and encourage schools to develop a plan of action for helping at-risk stu-
dents. Researchers have found that suicidal youth are not likely to self-refer
or seek help from school staff, so teaching youth to identify the warning
signs of suicide may not be effective. However, researchers have also found
that enhancing problem-solving and coping skills reduces suicidal ideation
among young people who are facing difficult problems or life situations, so
targeting risk and protective factors that occur earlier in the pathways to
suicide is a necessary component of school-based efforts.

Reduce factors that increase the risk of suicide.

Strengthen crisis response and build community capacity
to serve persons at risk and in need of treatment.

|dentify gaps in available resources and services that create a barrier to
suicide prevention. Encourage collaborations of community stakeholders
to create a “safety net” by enhancing existing service delivery systems.

Intervention



Intervention

According to the National Strat-
egy for Suicide Prevention, in
the month prior to their suicide,
75 percent of elderly persons
had visited a physician. With
increased training in identifying
risk factors in patients, fewer
suicidal patients will go unrec-
ognized.

Through education and promotion, increase the number and
quality of key gatekeepers in Ohio.

Gatekeepers are primarily individuals in the community who can effectively
recognize life-threatening distress in individuals or families. Equipped with
the appropriate knowledge and resources, these individuals can intervene
when early signs of risk appear. Gatekeepers may include teachers and
other school staff, school health personnel, clergy, police officers, correc-
tional personnel, coaches, supervisors in the work environment, primary
healthcare providers, hospice and nursing home providers and volunteers,
mental health care and substance abuse treatment providers and emer-
gency health care personnel, among many others.

Increase the ability of healthcare professionals to intervene.

Identify or develop training curricula for physicians, psychologists, social
workers, counselors, nurses and physician assistants to increase the abil-
ity of these individuals to effectively intervene. Identify health professional
training programs that include assessment and management of suicide
risk and identification and promotion of protective factors.

Increase the ability of clergy to intervene.

Identify or develop resources to increase the proportion of clergy who have
been trained to recognize signs of suicide risk and behaviors. Clergy often
provide counseling and interventions for those in distress, and for some,
may be the only individuals in a position to provide emotional support. Clergy
and clinicians should work collaboratively to enhance treatment options for
people in need of services.

Promote and support the presence of protective factors.

Change policies and procedures and enhance risk-assessment tools in
settings such as hospital emergency rooms, community mental health cen-
tralized access points and primary care offices where persons at risk of
suicide often come for help.




Gather more data about suicide attempts and evaluate
the effectiveness of programs designed to prevent suicide.

Develop a state and county surveillance system.

Developing a comprehensive suicide surveillance system to collect and
link information related to suicide attempts and gestures would significantly
enhance each county’s efforts to prevent suicide. Improved surveillance,
data collection and dissemination are essential for the development of ef-
fective suicide prevention efforts.

Increase scientific knowledge.

Advancing research, outcome evaluations and knowledge transfer can in-
crease the awareness of evidence-based programs which would work for
the priority groups in Ohio.

Promote a research agenda.

Establish partnerships and assist in securing funding, especially with col-
leges and universities, to increase the amount of research being done in
Ohio related to risk and protective factors and effective prevention pro-
grams and treatments.

Methodology
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Common Warning Signs
Giving away favorite possessions

A marked or noticeable change in an
individual’s behavior

Previous suicide attempts and state-
ments revealing a desire to die

Depression (crying, insomnia, inability to
think or function, excessive sleep or
appetite loss)

Inappropriate “good-byes”

Verbal behavior that is ambiguous or
indirect: “I'm going away on a real long
trip. You won't have to worry about me
anymore. | want to go to sleep and never
wake up.”

Purchase of a gun or pills
Alcohol or drug abuse
Sudden happiness after long depression

Obsession about death and talk about
suicide

Decline in performance of work, school,
or other activities

Deteriorating physical appearance, or
reckless actions

High Risk Life Events
Associated With Suicide

Death or terminal iliness of a loved one

Divorce, separation, or
broken relationship

Loss of health (real or imaginary)

Loss of job, home, money, self-esteem,
personal security

Anniversaries
Difficulties with school, family, the law

Early stages of recovery from depression

What To Do

Take suicide threats seriously, be direct,
open and honest in communications.

Listen, allow the individual to express
their feelings and express your concerns
in a non-judgmental way.

Say things like, “I'm here for you. Let’s
talk. I'm here to help.”

Ask, “Are you having suicidal thoughts?”
A detailed plan indicates greater risk.

Take action sooner rather than later.

Get the individual who is at risk
connected with professional help.

Dispose of pills, drugs and guns.

Don’t worry about being disloyal to the
individual; contact a reliable family
member or close friend of the person.

What Not To Do

Do not leave the person alone if you feel
the risk to their safety is immediate.

Do not treat the threat lightly even if the
person begins to joke about it.

Do not act shocked or condemn. There
may not be another cry for help.

Do not point out to them how much
better off they are than others.

This increases feelings of guilt and
worthlessness.

Do not swear yourself to secrecy.
Do not offer simple solutions.

Do not suggest drugs or alcohol as a
solution.

Do not judge the person.
Do not argue with the person.

Do not try to counsel the person yourself,
GET PROFESSIONAL HELP!

Where to get help:
Contact your local Mental
Health or ADAMH Board,
or call a Crisis Hotline
(look in the yellow pages un-
der “Mental Health” or “Crisis
Intervention”) or call 1-800-
SUICIDE.



Ohio Department of Mental Health Ohio Coalition for Suicide Prevention
30 E Broad Street, 8th Floor 50 W Broad Street, Suite 1915
Columbus OH 43215-3430 Columbus OH 43215

Published by the
Ohio Department of Mental Health

Bob Taft, Governor
Michael F. Hogan, Ph.D., Director

An Equal Opportunity Employer/Provider



