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he pandemic, overdue confronta-

tions of racism, and fears about

the outcome of the 2020 election

have diminished America’s
alarm about rising drug overdose and sui-
cide rates. But these epidemics continue,
albeit in the shadow of COVID-19.

This issue of Behavioral Health News
is devoted to the crisis of suicide in the
first two decades of the 21st century. Over
this period, overall suicide rates in the
United States have risen by 36.5%, an
alarmingly high increase. It is al the more
alarming because in the last decade of the
20th century, suicide rates declined by
nearly 15%.

Something has happened in the begin-
ning of the 21st century to fuel an epi-
demic of suicide. What? And what can be
done about it?

Background Information

* Suicide is the 10th leading cause of
desth in the United States. It is the second
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leading cause of death for Americans un-
der 45. The rate of suicide is higher but a
less significant cause of death for people
over 45, because they are increasingly
likely to die of other causes as they age.

» While females attempt suicide far more
often than males, males are more than 3
times as likely to complete suicide. Thisis
most likely because males tend to use

guns to take their own lives. Women are
more likely to use less lethal means.

* The highest rate of suicide is among
males 75+. But the rate for that age group
has gone down since the turn of the cen-
tury, while the rate for working age men
has gone significantly up.

* Suicide is more common among White

people than people of color overall, ex-
cept for Native Americans, who have the
highest rate of suicide and the highest
increase in rate in this century. Although
rates of suicide have increased among
Black people, Hispanics, and Asians, they
complete suicide at less than half the rate
of Whites.

¢ Suicide is more common, and rising
faster, in rural than in urban or suburban
areas.

e Guns are the most common means of
suicide, especialy among men in rura
areas. Hanging and drug overdoses are the
next most common but are comparatively
infrequent.

The Many Risk Factors of Suicide

There are many risk factors of suicide,
including: mental illness, substance abuse,
access to guns, chronic physical illness -
especialy illnesses that are disabling,
terminal, and/or involve chronic severe
pain, grief, being a victim of ongoing vio-
lence, social isolation, homelessness, re-
cent onset of dementia, lack of engaging,
satisfying, and/or meaningful activities,

see The Suicide Crisis on page 29

Circleof Grief: Inspires Survivor to Speak Openly About Suicide

By Barbara Felton
Survivor of a Loved One’s Suicide

walked into the “survivors of sui-
cide” group physically aching and
emotionally doubled over in pain.
The group — people who’d had a
loved one die by suicide — sat in a circle
of folding chairs in a pleasant if nonde-
script meeting room. This was my first
visit, a trial effort at relief suggested by
friends who’d watched me stumble
through a year of grief. The leaders laid
out the ground rules for speaking (be sure
the person speaking before you is fully
finished before you start, do not mention
the means of death in your account of
what brought you here) and the attendees
began to talk.
Rivers of pain poured from the partici-
pants’ lips. Visible, palpable pain flowed
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from the daughter whose father left the
dinner table never to sit down with them
again, from the husband whose wife waited
for him to visit his ailing mother to end her
life, from the lover who’d committed him-
self to death instead of the future of their
relationship, from the young man whose
brother never came home from college.
The room throbbed with grief.

The stories described the variety of
losses and, simultaneously, reveadled the
uniformity of the agony that al those dif-
ferent deaths brought to those left behind.
When I’d arrived, I’d imagined that I’d be
the most to-be-pitied. It was my son
who’d committed suicide, and everyone
knew that the death of a child was the
worst possible loss. The conviction that |
was the winner of this perverse prize,
however, crumbled as I heard the others’
experiences. To have your parent commit
suicide — oh my god — what could be more

devastating to your own sense of worth?
To be jilted by a lover through death —
could there possibly be a more thorough
rejection? To lose a sibling while still so
young, when one needed a benign world
to look forward to, how could one de-
velop any sort of constructive life plan?
All of the experiences described were
immeasurably horrible. There was no hi-
erarchy of pain.

People seated throughout the room of-
fered supportive comments as each person
spoke, but by and large people presented
their storiesin the order in which they were
seated. Two chairs away from me, a
woman in her late twenties shuddered with
grief as she told the story of her mother’s
death. We shook our heads and wept with
her. Then her voice grew loud and angry.
She’d been advised by the funeral director
organizing her mother’s funeral to write an
obituary for the local paper, a smal publi-

cation suitably sized for its smal town in
upstate New York. When the editor re-
celved her carefully constructed obituary,
he called to tell her they didn’t publish
obituaries for people who’d committed
suicide. He wouldn’t print it. She should
use Facebook, he suggested, to notify peo-
ple of her mother’s death.

The room rustled with sympathetic
anger. Others began to speak, out of order
and loud, and now the stories told of the
insults added to the pain of loss. The
newspaper editor was one among many:
in-laws, friends, immediate family all
found ways of conveying the unaccept-
ability of suicide, the wrongness of it, its
transgression of the rules of proper soci-
ety. Don’t tell your boss your wife killed
herself when you ask for time off, some-
one’s co-worker advised. The messages of

see Circle of Grief on page 26
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Suicide Prevention in New York State:

We Can M ake a Difference But We Need All Hands on Deck!

By Ann Sullivan, MD
Commissioner
NY S Office of Mental Health (OMH)

icide is a public hedlth crisis
that demands our collective atten-
ion. Over the past two decades,
hile we have seen magjor forms
of mortality like heart disease, stroke, and
cancer decline, suicide rates have steadily
increased both in the United States and
New York State (NYS). Since 2000 the
NY S suicide rate has climbed 40%. Each
year, approximately 1700 New Y orkers
die by suicide. These individuals are hus-
bands, mothers, sons, sisters, friends, and
coworkers. Consider also that each year,
New York sees over 20,000 emergency
department visits for self-harm; over half
a million residents contemplate suicide
and the approximately 147 individuals
impacted for every 1 suicide and you see
the scope of the problem.

But there is good reason to have
hope. Effective suicide prevention pro-
grams exist.

New York State has earned national
recognition for its innovative work in sui-
cide prevention and has one of the lowest
(49th of 50) suicide rates in the nation
(8.3/200,000 in 2018). The NYS Suicide
Prevention Plan rests on three pillars: 1)
integrating prevention into health and
behavioral healthcare, 2) strengthening
public health (non-clinical) prevention
approaches at the community level, and 3)
continuously improving the quality and
timeliness of data used to guide compre-
hensive suicide prevention. We all havea
role to play in advancing the NY'S sui-
cide prevention plan and creating sui-
cide safer health systems, schools, and
communities.

The arrival of COVID-19 has further
highlighted the need to strengthen our
suicide prevention efforts as well as the
need to understand the unique cultura
influences that impact the ways in which
New Y orkers experience thoughts of sui-
cide and engage with suicide prevention
resources. The pandemic has dispropor-
tionally impacted communities of color
and has exposed frontline workers to great
stress. The Centers for Disease Control
and Prevention (CDC) published a study

Dr. Ann Sullivan

in August outlining increased reports of
anxiety, trauma, substance use, and seri-
ous thoughts of suicide during April -
June 2020 as compared to the same time
frame in 2019 (Czeisler 2020). NYS
launched the Emotional Support Helpline
in March, for those struggling to manage
COVID-related stress and is continuing to
support NY residents through Project
Hope, targeted to provide support in the
communities most impacted by COVID-
19. In addition, the NY Cares media cam-
paign is targeted to those suffering the
economic impacts of the pandemic. OMH
is aso supporting suicide prevention
training for an expected 6,000 New Y ork
City emergency medical personnel, de-
signed to help them recognize distress in
colleagues and the public who may be at
risk for suicide. Governor Cuomo’s Sui-
cide Prevention Task Force Report pub-
lished in April 2019 acknowledged the
need to consider “the unique cultural and
societal factors that impact suicidal be-
havior” in order to improve programs and
resources. Initiatives related to Task Force
recommendations and beyond, designed
to focus on the perspective and experi-
ences of members of diverse and high-risk
communities, have begun. Although inter-

rupted due to the COVID-19 pandemic,
OMH is continuing this important work
virtually. From meeting with Latina ado-
lescents and parents across the State to
examine barriers to treatment and ser-
vices; experts in the field of Black Youth
Suicide Prevention to implement identi-
fied strategies, to convening rura suicide
prevention experts and community mem-
bers to focus on meaningful conversations
such as “means safety”, OMH is commit-
ted to continually improving suicide pre-
vention resources available to al New
Yorkers. This fal a virtual summit on
suicide prevention for veterans, law en-
forcement, corrections officers, and first
responders is taking place and will in-
clude public presentations and strategy
sessions of experts in suicide prevention
from the specific populations.

In NYS’ war against suicide, behav-
ioral health (BH) clinicians are frontline,
essential workers. Regardless of setting—
whether you are working at an inpatient
psychiatric unit, community, or outpatient
setting—and regardless of your disci-
pline—whether you are a psychiatrist,
peer counselor, or another BH practitio-
ner—we all have arole to play in prevent-
ing suicide. Unfortunately, too often the
training we receive in the assessment and
management of suicide risk is inadequate.
OMH has surveyed BH clinicians from a
variety of settings and disciplines, and the
findings are consistent: otherwise knowl-
edgeable and skilled staff often do not feel
confident in their ability to assess and
manage suicide risk and want more train-
ing. To provide BH practitioners with the
tools needed, OMH has partnered with the
Center for Practice Innovations at the
New York State Psychiatric Institute and
Columbia University to make a host of
best practice trainings in suicide safer care
available to BH clinicians in NYS. Sui-
cide safer care should be part of the train-
ing curricula for all BH trainees and con-
tinue over the course of their careers.

A mainstay of the NYS approach
(pillar 1) has been supporting health and
behavioral health providersin integrating
suicide prevention in their systems of
care, often referred to as the Zero Suicide
model. It is important to remember that
even mental health systems have histori-
cally not been designed explicitly to re-
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duce suicide deaths. Instead, they have
evolved to deliver diagnostically driven
services for individuals with mental ill-
nesses, such as depression, bipolar disor-
der, schizophrenia, and borderline per-
sonality disorder, among others. Making
that paradigm shift is central to the task
at hand. The Zero Suicide model starts
with a visible commitment from health
system leadership to reduce suicide at-
tempts and deaths among those receiving
care, including investments in training
clinicians in best practices and data
driven quality improvement. The empha-
Sis is moving to a system of care in
which suicide safer care is consistently
practiced, rather than counting on the
heroic efforts of individual clinicians or
crisis workers. The Zero Suicide model
is both aspirational and practical. Pro-
vider systems are asked to systematically
screen and assess suicide risk, provide
evidence-based interventions, such as
safety planning with means reduction,
dialectical behavioral therapy, or cogni-
tive therapy for suicide prevention, and
to monitor between episodes of care,
given the fluid nature of suicide risk.

Delivering high quality, high fidelity
care is crucial in the Zero Suicide model.
A cross-sectional study of 110 outpatient
mental health clinics in NYS, the largest
implementation of the Zero Suicide model
in the nation, found fewer suicide at-
tempts among clinics reporting greater
fidelity to the Zero Suicide model. The
literature also suggests that high quality
safety plans done collaboratively with
patients improve outcomes (reduced sui-
cide attempts and hospitalizations) when
compared to those of lower quality. Safety
planning is a brief intervention that in-
volves a prioritized list of strategies to
help individuals cope with suicidal urges.
It is critical to recognize safety planning
as an intervention, rather than a form in
vacuum. It is one thing for health systems
to demonstrate that safety plans are being
done with at-risk clients. It is something
entirely different to show that those safety
plans are being done well.

Transitional care is another essentia
component of suicide safer care. The im-
mediate post-discharge is known to be a

see All Hands on Deck on page 33
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Suicide Prevention in New York State Schools:

Hope and Resllience among Urban, Suburban, and Rural Districts

By Jay Carruthers, MD
Director, Suicide Prevention Office
NY S Office of Mental Health (OMH)

ew York is a geographicaly,

politically, and culturaly di-

verse date, with nearly 700

school districts serving more
than 2.7 million students. Large or small,
urban or rural, wealthy or poor, suicide and
serious suicidal behavior is a growing con-
cern. Although New York has one of the
lowest rates of suicide in the nation, we
till lose between 70 and 80 youth to sui-
cide every year, and according to a report
released this month by the Centers for Dis-
ease Control and Prevention, the state’s
suicide rate increased 44 percent from
2007 to 2018 for youth ages 10 to 24. In
2018, more than 1,400 youth ages 10 to 17
were hospitalized for self-harming behav-
iors and over 4,500 were seen in emer-
gency departments according to the New
York State Department of Health.

Though these satistics are concerning,
there is good reason for hope. Sound pre-
vention works, and our school communities
across New York State are resilient, capa
ble, and well positioned to prevent suicide
and promote mental wellbeing. Regardless
of size and resources, impactful suicide pre-
vention is obtainable for al schools.

The New York State Office of Menta
Health (OMH) and partners have supported
schools in urban, suburban, and rural areas
across the state to ensure they are equipped
to meet the mental health needs of their
student bodies. OMH’s Children and Fami-
lies Division oversees school-based mental
health clinics and has made improving
student access to mental health services a
priority, especially when community ser-
vices are limited. Over the last severd
years the number of these clinics has dou-
bled to nearly 900, with plans for further
expansion. OMH’s Suicide Prevention
Office and its public health affiliate, the
Suicide Prevention Center of New York
(SPCNY), have worked to develop and
provide education, resources, needs assess-
ments, consultation, and training to school
digricts across the state, encompassing
resources and best practices into a
compre-hensive  Guide for Suicide
Prevention in New Y ork State Schools.

Dr. Jay Carruthers

The essential elements of successful
school prevention are district and school
leadership, community partnerships, and
access to and utilization of training and
technical assistance. This article provides
three disparate examples- from New Y ork
City Schools, Town of Webb School Dis-
trict, and North Syracuse Central School
District — of these elements at work, in-
cluding OMH/SPCNY support within
demographically, culturally, and geo-
graphically diverse student and commu-
nity populations.

New York City Schools Training school
staff in suicide prevention is essential but
can be a daunting task for the largest
school system in the nation. For several
years, SPCNY has worked with the Office
of School Health within the New York
City Department of Health and Mental
Health to ensure all school nurses receive
suicide awareness training that includes
instruction on the Columbia Suicide Se-
verity Rating Scale (CSSRS) through the
Screening The At Risk Student (STARS)
program. More recently, twenty individu-
als were trained and certified as suicide
prevention instructors who, in turn,
reached more than 1,300 New York City
school professionals with suicide preven-
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tion programming last year. This year
SPCNY will continue to assist in training
for awide array of New York City school
staff, including each of the nearly 1,800
suicide prevention liaisons at every
school, borough and citywide crisis man-
agers, and ~65 senior school response
clinicians who support schools in de-
escalation, crisis response, and suicide
prevention.

Town of Webb: While the New Y ork
City School system is the largest in the
nation and serves more than 1 million
students, Town of Webb School District
serves 270 students grades K-12, and
2,000 year-round residents. Located in the
central Adirondack region in Old Forge,
NY, outdoor sports — including hiking,
hunting and snowmobiling — attract tour-
ists who swell the population in the winter
and account for high numbers of accidents
and fatalities. Most residents are commit-
ted to helping visitors and their fellow
residents alike, having a police scanner in
their homes to aid them as volunteer fire-
fighters, emergency medica technicians,
and members of search and rescue teams.

The winter of 2014-15 brought 10
losses including the school’s athletic di-
rector who died in a skiing accident, the
discovery of an alumnus who died in a
snowmobile accident by five students
during their walk to school, a father in the
district who killed himself after struggling
with financial difficulties, and a high
school student who killed himself over the
Thanksgiving holiday. On the first day of
school the following year, a recent alum-
nus died by suicide in a public place.
Town of Webb administration reached out
for support, contacting neighboring dis-
tricts, Herkimer Catholic Charities, three
local churches, and police and holding
parent, student, and faculty meetings.
Through this outreach, they found high
levels of need, old traumas revived by
new traumas, a lack of mental health ser-
vices with difficulty recruiting and retain-
ing staff, and a general lack of access to
medical care.

To address the overdl grief from this
series of losses, grief support services
were provided by Catholic Charities and
clergy from three local churches with as-
sistance from other districts in the region.
The district aso brought in substitute

“Died of suicide”
“Suicide death” &
“Suicide attempt”
“Working with”
“Suicide”

teachers to have on hand so that teachers
could take a break and get emotional sup-
port if needed. During the parent meeting,
Principal Swick remembers looking out
and seeing the distress and concern on
their faces. He remembers telling parents,
“Look, we don’t have answers for this,
but we’re going to work with you as best
we can and together, we’ll get this figured
out.” Little did he know then how the
commitment made that night would fun-
damentally change the school’s role in
safeguarding the resilience, mental health,
and well-being of its community.

Understanding that suicide prevention
is a whole community effort and not the
responsibility of one organization or one
person within an organization, the Herki-
mer Suicide Prevention Coalition was
formed with the assistance of Herkimer
Catholic Charities and SPCNY and hosted
by the Utica Neighborhood Center. Al-
though it would take a half day to make
the long commute to meetings, Superin-
tendent Germer made a commitment to
participate in the coalition, making the
trip whenever possible. Participation in
the coalition reduced the sense of isola-
tion, connecting the school to a larger
network of concerned leaders and state
and regional resources. Question, Per-
suade, Refer (QPR) training was also pro-
vided at the school, offering participants
practical steps to take when concerned
that someone in the school community
may be at risk for suicide. Principal Swick
reflected, “I remember feeling that at least
now I know something I can do.”

As in many rura communities, Town
of Webb recognized how hard it is to re-
cruit and retain mental health profession-
as and how, for many students, mental
health services were one to two hours
away, making them nearly inaccessible to
many families. With help from OMH and
the Neighborhood Center of Utica, a satel-
lite clinic was established on-site at
school, offering mental health services not
only for students but for adults in the
community as well. In the past few years,
services have been expanded to include
childcare, early childhood education, and
after school programming.

While these efforts began in response

see NYS Schools on page 33
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A Personal Journey From a Survivor of Suicide:

“From the Depths of Despair to a Mission of Advocacy”

By IraMinot, LM SW

Founder and Executive Director
Mental Health News Education, Inc.,
Publisher, Behavioral Health News

was drifting in and out of con-

sciousness in the Emergency Room.

“You have to drink this,” someone

was saying as they held atall plastic
cup to my lips, filled with a tasteless ink-
black liquid. | later learned that the char-
coal drink was given to me to absorb the
toxic soup that was in my stomach after |
had taken a handful of pills. | am six-foot
six. | have very big hands.

The year was 1996 and | had survived
my third failed suicide attempt. | was now
on an inpatient psych unit of New York
Hospital, Westchester. | had just returned
from waiting on line with the other pa-
tients during “morning meds.” My doctor
entered my room to give me some sober-
ing news on a subject that | knew all too
well: “You have a form of serious clinical
depression that has not responded to
medications over the past several years. If
this continues much longer you are
headed for a state hospital.”

The notion of ending up in a state hos-
pital gave me a sense of sheer terror—but
then, my ten-year illness had destroyed
everything | had once taken for granted in
my life anyway. | was running out of time
and knew my in-patient insurance benefits
would be exhausted after this latest hospi-
talization. | was homeless, destitute and
still hopelessly depressed, with nowhere
else to go. “We’d like you to consider
ECT (electroconvulsive therapy),” my
doctor added. “It’s the only thing that
hasn’t been tried to help you.”

“What are we waiting for?” I pleaded,
“Let’s do it NOW!” I knew very well
what ECT was. | had nothing to lose.

Looking back on the ten years of my
illness, | kept wondering how this could
have happened to me? There were warn-
ing signs, but | did not heed them.

Sadly, during my early thirties my
mother had lost a courageous three-year
battle with cancer, and my own personal
life had been severely disrupted by a di-
vorce and the separation from my then
seven-year-old son David. Shortly there-
after, |1 began to experience symptoms of
severe anxiety and panic—feelings of
such terror and despair that | had never in
my life felt before. The year was 1986. |
was given a prescription for 100 Valium
by a psychiatrist who had never seen me
before my calling for an appointment.

Because | had spent years studying
about mental illness in college and gradu-
ate school, the fact that this was happening
to me was quite frightening and bewilder-
ing. | was completely at aloss about what
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to do about it. The Valium did nothing for
my symptoms, and as the days passed, |
had feelings of such hopelessness and de-
pression that I thought 1 didn’t deserve to
live. | took an overdose of the Valium and
was brought to Saint Francis Hospita in
Poughkeepsie, New York where | was liv-
ing and working at the time. | was given a
diagnosis of severe reactive depression,
which is not uncommon following the
death of a parent, a divorce, and their dis-
ruption to one’s emotional state. I stayed in
the hospital for a few days and was sent
home with some new medications.

Because | had my current fundraising
position to worry about, | proceeded with
the conviction that this was simply a pass-
ing “blip” on the timeline of my life that
would be over in short order. That “blip”
lasted for ten years.

| was embarrassed and ashamed of my
condition which was an additional tragedy
to endure on top of my illness. | was
learning about stigma towards people with
mental illness firsthand, and | received a
full dose of it from friends, family and
employers alike.

| had no clue about caring for my ill-
ness. Nobody seemed to have a handbook
to give me with the proper directions to
take. With a quickly acquired dislike for
their side-effects and an uninformed re-
gard for staying on the myriad of medica-
tions that were being thrown at me every
six months, | continued on a downward
spiral. | was watching as my life was be-
ing destroyed before my eyes. | was
placed in outpatient treatment programs
with only short periods of wellness and
longer and more pronounced periods of
devastating depression.

Looking back, it was just before | en-
tered the MSW program at NYU that |

worked at New York Hospitd in West-
chester. Now, twenty years later, | was
hopelesdly ill and a patient at the very same
hospital. While working there as a young
psychiatric aide, one of our duties was to
escort patients to the ECT lab and monitor
their vital signs during the procedure. | had
seen it work miracles on patients who were
deemed hopelessin treatment.

| was now on the very same ECT Lab
table hoping the procedure would save my
own life. How unbelievable and ironic.
Thankfully, in my case, the full course of
ECT treatments | received broke the
chains of my depression and brought me
back to life. Fortunately, | did not have
any memory loss from my ECT.

Some months later with my depression
lifting, | tried to make sense of my ten-
year battle. | knew there were mistakes |
(and others) had made in my care and
treatment. | became angry that my life had
been put in such peril and realized that |
was lucky to be aive. My own lack of
mental health education caused me to take
chances with starting and stopping the
medications | was being given during my
illness. More disturbingly, the treatment
teams that cared for me during my illness
never made me aware of the other valu-
able and vital resources within the mental
health community that had been available
to me during my ten-year illness.

| was never told that there was a vital
Mental Health Association (MHA) in the
community, or that there was a group
called NAMI (The National Alliance for
Mental Illness) that provided education
and support for family members. | was
never told there were drop-in centers and
clubhouses that were run by people with
mental illness to help others with the same
psychiatric illnesses. | would have truly
benefited by knowing about and partici-
pating in such programs.

Had the people who treated me over
the years not been trained to understand
the need for a community-wide approach
to a person’s mental health recovery?
Maybe | was just too valuable a commod-
ity to them, and they were afraid they
would lose me to another service pro-
vider? | hate to think that that might have
been the reason.

| realized that there was a critical gap
in the recovery model of our mental
health system. There were no readily
available and up-to-date journals of infor-
mation and education for individuals and
families on the nature of mental illnesses,
treatment options, coping strategies, com-
munity resources and support systems that
could be regularly sent directly to those
who need it most. Sadly, outside of the
few hours a day that | and other patients
were involved in treatment, nobody had
found away to reach us where we lived. It

was sad to think that patients were going
home to a lonely apartment where they
were isolated and highly vulnerable, as |
had been. In addition, most families were
at aloss as to what to do and where to go
for help for their loved ones.

I knew this was wrong and set out to
change the way people learn about men-
tal illness and our mental health commu-
nity. |1 imagined that this lack of mental
health education probably existed in
communities near and far, and that the
community would welcome a solution. |
was right.

| set out to fill this need and with the
help of many wonderful leaders of the
mental health community created a quar-
terly newspaper in 1999 caled Mental
Health News, which in 2013 became Be-
havioral Health News. Behavioral Health
News now reaches out to people strug-
gling with substance use disorders as well
as mental illness. For over 20 years, Be-
havioral Health News has grown to be an
award-winning publication which today
has a nationwide print, online, and social
media readership of over 200,000 indi-
viduals, families, treatment professionals
and service providers.

In the Fall of 2008, we premiered a
new publication called Autism Spectrum
News to provide vital science-based news,
information and resources to the rapidly
growing autism community. In the award-
winning tradition of our organization,
Autism Spectrum News has become a
must-read for families, consumers, treat-
ment professionals and service providers
throughout the autism community.

My greatest joy came when my son
David Minot joined me as my Associate
Director and publisher of Autism Spectrum
News. David grew up in the extremely
difficult shadow of my ten-year battle with
mental illness. To know that he now shares
my vision to provide mental health and
autism education to the community is truly
a story of our survival, and provides hope
to many people who are traveling the same
difficult road that David and | traveled
together so many years ago.

And me? | guess you could say that |
have gone “From the Depths of Despair
to a Mission of Advocacy.” Incredibly,
my life is fuller now than it ever was be-
fore my illness began. | take great pridein
knowing that we are providing a means to
help people find their way through the
difficult maze of mental illness and au-
tism spectrum disorders, and that we are
succeeding in our mission to give our
mental health and autism community the
recognition they deserve.

Good luck in your recovery and always
remember to never give up, no matter
what difficulties you may face.

MANAGE YOUR PATIENT’'S CHRONIC ILLNESS WITH A STRESS FREE EXPERIENCE BY PARTNERING WITH ALLURE SPECIALTY
PHARMACY.

+| ¥

Z
PERSONALIZED Children
MEDICATION & Adult Vaccines
«Medication Compounding *Flu Shot

*Pharmacogenetics Testing *Pneumonia
*Shingles

e Allure Specialty Pharmacy

COLLABORATION

During treatment we will stay in contact with you
and your patients to make sure the treatment is
going according to plan.

FREE DELIVERY

WWW.ALLURESPECIALTY.COM

INFO@ALLURESPECIALTY.COM
TEL: 866-293-1559
FAX:888-828-6230

*M-M-R
T dap
*Meningitis

All Prescription Are Delivered
to your Home Free Of Charge.

4377 BRONX BLVD
BRONX, NY 10466

CONTACT ALLURE SPECIALTY PHARMACY TODAY AT 1-866-293-1559
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COVID-19'PANDEMIC: A NEW OPPORTUNITY ) costenare

FORTELEMENTAL HEALTH CARE

The COVID-19 pandemic has drastically changed the way behavioral healthcare is delivered—
interactions between providers and clients shifted from in-person to telephonic/audio-visual means of
engagement and service delivery. The temporary regulatory changes that were enacted at the federal
and state level enabled this transition to new modalities of virtual care that proved critical for the

continuity of care for many of New York’s most vulnerable individuals.

Coordinated Behavioral Care's Telemental Health Position paper is informed by our relationship with
over fifty community-based health and human service organizations throughout NYC serving more
than 100,000 Medicaid clients.

COORDINATED BEHAVIORAL CARE 1S ADVOCATING FOR:

1. PERMANENT REGULATORY RELIEF FOR 3. ENHANCE WORKFORCE CAPACITY
TELEMENTAL HEALTH As a result of relaxed workforce requirements,

As a result of the COVID-19 pandemic, substantial providers have been able to meet the needs of
regulatory relief was extended to providers by both clients in a responsive manner during the pandemic.
local and national governing bodies. Providers and CBC recommends the relevant guidelines be made
telehealth vendors have worked together to deliver permanent, including those allowing providers licensed
safe and effective care, setting the stage for a new and in New York but living out-of-state to offer telemental
more expansive service delivery methodology. CBC health services remotely. If a client is having difficulty
recommends the formal adoption of many of these with “technical literacy” that may prevent treatment
regulatory waivers, such as expanded location of service, engagement, BH providers should be able to support
use of audio-only interactions and increased provider/ them and include this as billable time.

client choice.

4. EQUITABLE PAYMENT/RATES
2. ADMINISTRATIVE FLEXIBILITIES FORTELEMENTAL  Telehealth has been shown to increase access and
HEALTH adherence to care through a combination of reduced
Administrative and workflow flexibility have, in the short- barriers (like travel) and practice management tools
term, yielded promising results and warrant consideration  (like appointment reminders). CBC recommends
for permanent adoption. Examples of promising leveraging technology to promote more reliable and
temporary workflows include streamlining documentation  effective engagement efforts, as the sector shifts from
requirements and reducing redundant or obstructive fee-for-service (FFS) payment models to ones that focus

confidentiality requirements. These flexibilities have been  on outcomes. Until such models are determined, CBC

especially essential for the population struggling with recommends that parity in payment and rates for services
substance use disorder/opioid use disorder (SUD/OUD) remain and that telehealth is reimbursed at the same rate
during the pandemic. as in-person treatment.

ABOUT CBC

Coordinated Behavioral Care (CBC) is a member-led, not-for-profit organization dedicated to
improving the quality of care for New Yorkers with serious mental iliness, chronic health conditions

and/or substance use disorders. CBC seeks to create a healthcare environment where New

Yorkers negatively impacted by social determinants of health and those with BH problems receive

coordinated, individualized and culturally competent community-based care that is effective in

preventing and managing chronic physical and BH conditions.
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Challenges and Solutions: Mental Health Responses During COVID-19

By David Kamnitzer, LCSW,

Chief Clinical Officer and Mindy Liss,
VP for Strategic Communications
ICL

uring the mog challenging times,

even in the face of an unprece-

dented criss — ICL seeks to

implement strengths-based  ap-
proaches to helping people cope and even-
tually to thrive once again. This holds true
whether a person is living with a child-
hood trauma, substance abuse, suicidal
thoughts or the most daunting circum-
stances such as those brought by the
COVID-19 pandemic.

Beyond the great physical toll the past
few months have taken, the ravages of
COVID-19 have had significant effect on
the mental health of communities through-
out America. That of course came as no
surprise. Millions of people lost a family
member or loved one and were prevented
from saying goodbye. Those who sur-
vived the virus experienced frightening
symptoms they will not easily forget. Un-
employment reached levels most of us
have never seen in our lifetime; workers
in whole sectors of our economy now face
uncertain futures. Wall-to-wall news cov-
erage of the pandemic is triggering for
trauma survivors.

And the number one instruction for
dealing with the virus meant physicaly
isolating ourselves, robbing us of one of
our best coping mechanisms, the company
of others. This forced many to face these
enormous challenges aone. For those
living with mental illness and substance
issues, like most of the 10,000 people ICL
helps each year, though isolation was al-
ready their everyday experience, follow-
ing stay-in-place orders further stigma-
tized them.

Last month, the Centers for Disease
Control and Prevention released a study
done in June that revealed that 40% of
American adults were struggling with
mental health or substance use issues.

David Kamnitzer, LCSW

This included 25.5 % who reported symp-
toms of anxiety disorder (compared to 8.1
% in the same period in 2019) and 24.3 %
with depressive disorders compared with
6.5 % the prior year. The study further
showed that 13 % of those surveyed began
or increased substance use and 11 % seri-
ously considered suicide. The latter num-
ber was especialy shocking and chal-
lenged mental health systems dready lim-
ited and pulled in many directions because
of COVID-19.

As we reflect on the mental health
challenges faced in the past six months
and the likely growing mental health cri-
sis on the horizon, there has never been a
more important time to shed light on how
we are responding, particular to mitigate
the rise in suicide and suicidal ideations.
In the best of times, this is a topic too
painful to discuss because more than any
other area of mental health, suicide re-
mains a highly stigmatized and taboo

Mindy Liss

topic. Though it could be more easily
overlooked during a worldwide health
crisis, as health care providers, we know
the subject has to be confronted head on.
And the fact that September is designated
as National Suicide Awareness Prevention
month provides more impetus and infor-
mation to help us confront this difficult
topic. Given the increase in suicides and
suicidal ideation during the pandemic
means we must not only openly discuss
this subject but we have to make informa-
tion readily available and advocate for
reforms that will save lives. Most of all, it
is our responsibility to let people know
that it is okay to talk about this subject, in
factitisessential.

Given the increase in suicides and sui-
cidal ideation during the pandemic means
we must not only openly discuss this sub-
ject but we have to make information
readily available and advocate for reforms
that will save lives. Most of all, it is our

responsibility to let people know that it is
okay to talk about this subject, in fact it is
essential.

At ICL, we serve 10,000 New Y orkers
each year in more than 100 programs
across the five boroughs. The people we
see each and every day are living with
mental illness and substance use disor-
ders, many are familiesin crisis. While no
one isimmune from the emotiona dimen-
sions of the pandemic, the populations we
work with have been particularly vulner-
able to a tremendous exacerbation of their
mental health struggles. Bringing help and
support to this population had to be done
quickly but also very carefully.

At ICL, we have standing protocols
widely disseminated to our staff when
someone at risk for suicide comes through
our doors. Agency clinicians immediately
put into place risk assessment and all of
our risk management protocols that start
with immediate access to psychiatry ser-
vices. Strength- based treatment such as
diaectical behavior therapy (DBT) and
cognitive behavioral therapy (CBT), offer
hands-on, practical approaches to problem
-solving aimed at changing patterns of
thinking or behavior. We also put a safety
plan in place to be able to respond quickly
if something goes wrong and continue to
assess the risk to the client until they are
out of danger.

ICL is also benefiting from the work
being advanced by the Zero Suicide for
Healthcare organization including evi-
dence-based practices for screening,
assessment, direct treatment and col-
laborative safety planning.

In some respects, the pandemic af-
forded us new opportunities to make ser-
vices more accessible to those at highest
risk, including those showing suicidal
ideations. At the onset of the pandemic,
our agency went into high gear to reach
out to the community and make services
as accessible as possible. Since getting the
most at-risk to access help is difficult to

see Solutions on page 32

Coping with COVID-19

DUCTING THE TELEHEALTH SESSION

Life has changed dramatically for all of us since the emergence of
COVID-19. To continue serving the most vulnerable people during this

very challenging time, ICL has shifted services to telehealth sessions -

by phone or video - wherever possible.

ICL INSTITUTE FOR COMMUNITY LIVING |

http://www.iclinc.org/ May, 2020

vl
ICL

People Get Better With Us

“Like many agencies,
COVID-19 forced us to shift
service gears, ICL quickly
implemented telehealth ser-
vices and produced a book-
let of tips and strategies.
Telehealth treatment proved
to be very effective in ad-
dressing issues like suicide
and other moments of cri-
sis. A vast majority of our
clients surveyed said they
would prefer to stay in tele-
health treatment.”



http://3rpvgh37ibec3i6tqk41otpf-wpengine.netdna-ssl.com/wp-content/uploads/2020/04/Telehealth-booklet-5-18-20.pdf
http://www.behavioralhealthnews.org/
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People Get Better With Us

The Institute for Community Living is grateful to all our staff
for responding to the extraordinary challenges of COVID-19 with
your usual skill and determination. You helped keep all our
services open and everyone who needed our help got it.
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Thank you for ensuring the health and well-being of all New Yorkers.
Each of you is an ICL star!

To learn how we are changing lives, visit www.iclinc.org
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Faith Communities Per spective and Role in Suicide Prevention

By Max Banilivy, PhD

Director of Clinical Training,
Education and Field Placement Services
WellLife

t a time when the suicide rates

continue to increase and more

lives are lost every day, it is

prudent to create more aware-
ness among the many gatekeepers and
stakeholders in the community. One of the
more prominent among them are
CLERGY and the many different commu-
nities they serve-focusing on SAVING
SOULS and matters of LIFE and
DEATH.

The loss of at least 48,000 Americans
every year (all estimates are underestima-
tions), including youth and young adults
who are known to have killed themselves
is beyond tragic. Thisis particularly note-
worthy as suicide is one of the more pre-
ventable causes of death. In addition to
the loss of these lives, millions are di-
rectly traumatized and become survivors
as families and friends. As concerning as
these numbers are there are a so the many
times (perhaps 25 times) that individuas
try to kill themselves, being left with
painful LIVED experience with suicide.
We will probably never know how many
among us have thought about suicide and
attempted to kill ourselves without anyone
finding out. These individuals continue to
live with their despair and pain among us
and in most situations let the rest know in
direct and indirect ways that their life may
be in danger. Estimates are that perhaps
one out of every 20 community members
may have or is thinking about SUICIDE.
These profound numbers speak to an op-
portunity on all of our part to learn and
know about conversations to have and re-
sources for those with thoughts of suicide.

Clergy and Faith Communities Lead the
Way in the Prevention of Suicide

At the forefront of the list of stake-
holders for suicide prevention are
CLERGY and their respective FAITH
COMMUNITIES. In a recent observa-
tional study by Harvard published by
JAMA Psychiatry, May 6, 2020, it was
reported that “Faith-based organizations
promote social engagement and connect-
edness and preach against self-injury and
substance use.” This suggests that faith

Max Banilivy, PhD

and the individuals and communities in-
volved potentially serve an important pro-
tective factor against suicide. A model
adapted from Thomas Joiner explains why
people die by suicide. There is high risk
for completing suicide where at least a
few factors are present: Perceived Burden,
Thwarted Belongingness, and Acquired
Capacity for Suicide.

This clearly highlights the value for
belongingness that faith communities of-
fer. Thisis some indication that affiliation
and some attendance at religious services
may buffer to some extent the pain, de-
gpair and helplessness/hopelessness in
individuals with their uncertainty and
ambivalence about ending their lives. This
is where baseline education and continu-
ing best practice education for members
of the clergy isa MUST as they are in a
unique position in terms of their education
and position to be a unique member of the
universal efforts for suicide prevention.

In order to expand on and discuss the
role that clergy and faith communities
serve in the mission of suicide prevention,
it is important to briefly summarize the
religion’s point of view. According to
Minister Willie Scott, VP of Public Af-
fairs for WellLife Network (WLN),
“Christianity, Judaism, Hinduism, Islam
and Buddhism do not condone suicide.
Suicide is viewed as a lack of faith, in
God’s ability to deliver you from your
suffering or whatever the issue is that
drives you to suicide”. There are common
themes shared by all the mgjor religions
reported by the Suicide Prevention Re-
source Center (SPRC.org).

Suicides May Be Prevented

All faith groups have a strong reverence
for life. Having said that there is a wide
range of ideas, beliefs and opinions about
suicide. As stated above except for the
concept of: “honorable” suicide in Hindu-
ism, no faith group condonesit. Aswe are
considered to be responsible for each
other, suicides can be prevented. Suicide
is a tragic loss that victimizes and con-
tinuously creates an ever-increasing group
of survivors whose suffering in many
cases just starts by this profound loss. The
multi-determined and multi-dimensional
nature of suicides makes them complex
and many survivors are left with so many
unanswered questions. Many myths and
stigmas still exist in all communities that
prevent so many from seeking and receiv-
ing culturally sensitive care. Limitations
in best practice language, resources and
treatment have and continue to be a seri-
ous obstacle. Clergy and religious organi-
zations are or would welcome participa
tion in suicide prevention efforts.

According to Minister Scott, “Due to
economic situations, Coronavirus, main-
taining a family, and the daily pressures,
of life, many members of the clergy dis-
cuss suicide, while preaching and in
counseling sessions, with members of the
communities.”

Postvention |s Prevention

What are some of the concepts and
points for clergy and faith community
leaders to keep in mind. Every faith leader
should explore and have a clear under-
standing of how/why suicide prevention
centrally fits in their role. Knowing how
to reach out to community members in a
non-stigmatizing and inviting manner
being clear as to how the views of a par-
ticular religion may not be facilitative.
Being aware of what thousands in the
communities are looking for which is a
non-judgmental ear to listen to their pain
and what brought them to this point to
begin with. Identifying those who may
have thoughts of suicide in a non-
stereotypic manner. Sadly, suicides con-
tinue to happen and are increasing. These
individuals are listening as to how suicide
is spoken about and where they can con-
nect with caring and compassionate per-
sons with comfort and without fear. Addi-
tionaly, given the redlities of current life

circumstances, it is prudent that faith lead-
ers are well trained in the POSTVEN-
TION. POSTVENTION IS PREVEN-
TION. However, according to Minister
Scott “Many members of the clergy are
not trained in Postvention.” This is a seri-
ous vacuum.,

The faith leaders have many opportu-
nities to prevent suicides as they are rou-
tinely in interaction with individuals with
thoughts of suicide and may not know it.
Preaching with open and direct conversa-
tion about suicide is fundamental to the
mission of suicide prevention. Best Prac-
tice teaching and training for the leaders
and the faith communities is an integral
part of the community-based approach.
Community discussions about preven-
tion, intervention and resources, as well
as preparedness with fundamentals of
postvention in an organized manner are
recommended. Additionally, continued
interfaith discussions to share knowl-
edge, and build strategy should be a
building block.

WellLife Network welcomes you as a
leader in suicide prevention, intervention
and postvention to participate and engage
in an initial discussion and develop a com-
mittee within your community/
organization to organize and have a
planned approach to suicide prevention. No
better time than this coming month. Sep-
tember 10th of each year is WORLD SUI-
CIDE PREVENTION DAY and the week
of National Suicide Prevention. You are
invited to plan an activity, training, infor-
mational session, in recognition and most
importantly to convey the message that
SUICIDE IS PREVENTABLE. Remember
most who are thinking about suicide are
uncertain about ending their lives.

IF YOU ARE CONCERNED ABOUT
SOMEONE, ASK THEM IF THEY
HAVE THOUGHTS OF KILLING
THEMSELVES. YOU WILL BE SUR-
PRISED HOW MANY MAY SAY YES
AND WILL BE GRATEFUL THAT
YOU ASKED.

The following number and website
among others to national and local crisis
hotlines and resources should be readily
visible and available to everyone: 1-800-
273-TALK (8255) or 1-800-273-8255
Preventsuicideny.org

For further information and consulta-
tion contact: Mansour (Max) Banilivy,
PhD at max.banilivy@welllifenetwork.org.

Alternative Financing Solutions - Call Today!

Financing for start-ups, small and mid-sized businesses on a national scale. AGK Business Solutions helps
those businesses obtain funding to meet their current working capital requirements, as well as insuring they
will have sufficient cash flow to support their growth, via a robust network of non-traditional funding sources.

Business Solutions

v' Commercial Lines of Credit, Term loans, Bridge Loans

v' ABL, Factoring & Inventory financing, A/R financing

v Commercial Real Estate Financing-construction, land acquisition,
investment property, owner-occupied, multi-family, office buildings

Contact: Anne G. Katz
(914) 400-3899
anne(@AGKBizSolutions.com

www.AGK BIZSolutions.com

v' Commercial Equipment Financing- IT, Software, Restaurant,
Transportation, durable Medical equipment, Construction, Furniture,
Entertainment (phone & A/V). Private Label for Manufacturers & Vendors.

v Non-for-Profit, SBA, Tax-Exempt Bonds, NY & NJ EDA & Build NYC
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Socially Connected, Physically Distanced: How to Be Therefor

Someone Experiencing Suicidal or Emotional Crisis During COVID-19

By John Draper, PhD

Executive Director, National Suicide
Prevention Lifeline and Executive Vice
President of National Networks,
Vibrant Emotional Health

hile everyone is feeling
challenged during COVID-
19, it can be particularly
difficult for those with ex-
isting mental health conditions or people
who feel particularly lonely or isolated
due to COVID-19. “Social distancing”
recommendations, concerns about their
own health and the health of loved ones,
and the disruptions to services and every-
day life, can increase levels of anxiety and
distress. We prefer to use the term
“physical distancing,” so we can under-
score that social disconnection is in no
way advisable in this public health crisis.
In fact, socially connecting with others
preserves mental health and resilience,
and is essential for overall health during
this stressful time when people cannot
enjoy physicaly congregating in ways
that were routine prior to the pandemic.

At this time, we do not have any evi-
dence that shows greater physical distanc-
ing is resulting in higher suicide rates.
Nevertheless, U.S. national surveys are
indicating that more people are feeling

Suicide Prevention Month Interview with Dr. John Draper by Dr.

John Draper, PhD

stress, anxiety and depression, and more
are reporting thoughts of suicide when
compared to this same time last year. Asa
result, we all need to be prepared to help
ourselves and others cope through this
challenging time. Some warning signs
may help you determineif you are aloved
oneis at risk for suicide, especidly if the
behavior is new, has increased, or seems

related to a painful event, loss, or change.
Discerning these warning signs in others
while maintaining physical distancing
isn’t easy, so it may help to ask them and
those who are living with them about
these signs if you have some concerns
about how they may be feeling, thinking
or acting. Here are some (physically dis-
tant) behavior patterns that could suggest
that you or someone you care about could
bein emotional distress:

* Changes in tone, language, or time of day
when texting, talking, or posting online

* Ignoring calls or texts;

* Changes in the frequency (more or less)
and content of what they might be sharing
online or if they share medialinks with you;

* Intentionally withdrawing socially be-
cause of alack of belonging, fear, hurt, or
perceived socia rejection (not to be con-
fused with maintaining physical distanc-
ing recommendations);

* Posting online or talking about feeling
trapped, hopeless, a burden to others, or
being in unbearable pain.

In addition, noticeable physical changes
may be areason to check in, such as:

* significant change in energy level or
appetite;

* increased use of drugs or alcohol,;
* extreme mood swings;
* sleeping too much or too little;

» frequent headaches, stomachaches, or
body pains;

* heightened worrying or anxiety; or

* inability to take pleasure in activities
that were once enjoyable.

If you're concerned about someone in
your life that may be in suicida crisis,
Vibrant Emotional Health, administrators
of the National Suicide Prevention Life-
line, have created five steps to help. The
five #BeThelTo steps are simple actions
everyone can take to help reduce emo-
tional distress and potentialy prevent
suicide. These steps are derived from re-
search and applied training for crisis
counselors in the Lifeline network, and
provide some very basic, fundamental tips
about caring for others who are in crisis.
During National Suicide Prevention Month

see How to Be There on page 34

Richard Juman
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«  Physical Distance # Social Isolation

Social Connection is more important than ever

at high risk of getting sick.

during times of physical distancing.

distancing.

physical distancing, visit

Public health events and infectious disease outbreaks, such as COVID-19, can
cause emotional distress and anxiety. These feelings can occur even if you are not

Many of the signs that someone may be considering suicide will be harder to read

The #BeThelTo steps can be adjusted for staying connected during physical

ASK - BE THERE - KEEP THEM SAFE - HELP THEM CONNECT - FOLLOW UP

For tips on how to stay connected during times of

www.bethelto.ory v!brant

Emotional Health
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TREATMENT SERVICES

CHILD TREATMENT

Provides a nurturing, therapeutic, home-like environment integrating the principles of Applied Behavior Analysis, which
promotes positive reinforcement for socially appropriate behaviors.

ADOLESCENT TREATMENT

Specialized treatment for a wide range of psychiatric conditions including: depression, anxiety, trauma-related disorders,
oppositional defiance, and psychosis.

ADULT TREATMENT

Comprehensive evaluation and specialized treatment for adults managing psychosocial stressors and life challenges
including: depression, anxiety, and psychosis.

For information or to make a referral call 1-800-528-6624
24 hours a day e 7 days a week

800 Cross River Road e Katonah, NY 10536 e www.fourwindshospital.com


http://www.fourwindshospital.com/
http://www.behavioralhealthnews.org/

PAGE 14

www.BehavioralHealthNews.org

BEHAVIORAL HEALTH NEWS ~ FALL 2020

The NY SPA Report:

Veteran Suicide - The Challenging Epidemic

By Marianne Goodman, MD,
Richard Gallo, and Jamie Papapetros

hile COVID-19 informa-

tion dominates the news

cycles, another epidemic

lurks in the shadows - sui-
cide. Death by suicide is a shocking and
disturbing event, increasing in number
despite nationwide efforts and attention.
While humans are the only species known
to take their own life, there is growing
consensus that suicide death can be pre-
vented and multiple organizations, foun-
dations, government entities at local,
state and national levels are teaming up
to do so.

One hundred thirty-two people in the
United States die by suicide every day and
approximately one every 11.3 minutes,
totaling over 48,344 suicide deaths in
2018, the last year for which statistics are
available (American Foundation for Sui-
cide Prevention/Centers for Disease Con-
trol and Prevention (CDC) Data & Statis-
tics Fatal Injury Report for 2018). The
number of suicide deaths has been rising
over the past decade. From 2005 to 2017,
there was a 43.6% increase in the number
of suicide deaths (Department of Veterans
Affairs, 2019) propelling suicide into the
list of top ten causes of death, just behind
influenza/pneumonia, diabetes and kidney
disease (CDC, 2019). An important sub-
group at particularly high risk is Veterans.

The Veteran Suicide Problem

Although the 20 million U.S. Veterans
comprise only 7.9% of the U.S. popula
tion, they account for approximately
13.5% of al suicide deaths among indi-
viduals (Department of Veterans Affairs,
2019). Moreover, the Veteran suicide rate
was 1.5 times that of non-Veteran adults
even after adjusting for age and sex
(Department of Veterans Affairs, 2019).
In stark contrast to civilian suicide death
rates which are highest in individuals 45-
65, younger Veterans aged 18-29 are most

Marianne Goodman, MD

impacted. However, suicide counts are
greatest for Vietnam-era Veterans. Female
Veterans too are showing concerning in-
creases in suicide death rates that greatly
outstrip their civilian counterparts. New
York is not immune as 136 Veterans died
by suicide in 2017 with the rate doubling
between 2005 and 2017 for Veterans be-
tween the ages of 18 and 34 (NY Health
Foundation, 2020). Elevated Veteran sui-
cide death is best understood due to sev-
eral factors including combat exposure,
heightened levels of post-traumatic stress
disorder, difficulties with readjustment to
civilian life and access to lethal means, in
particular firearms. Suicide death by guns
is particularly relevant for Veterans, as
guns account for 71% of Veteran suicide
deaths, and guns at home triple the risk of
suicide death (Department of Veterans
Affars, 2019). In New York State, 46%
of al Veteran suicides were by firearms,
underscoring the importance of address-
ing gun safety in Veteran (and civilian)
suicide prevention efforts. Additional
factors that convey suicide risk in Veter-
ans include homelessness, involvement

with the penal system, economic stressors
including unemployment and poverty, co-
morbid medical and psychiatric condi-
tions (particularly those that involve
pain), and gapsin social connection.

Complicating Veteran suicide preven-
tion efforts is the fact that approximately
70% of Veterans do not use Veterans
Health Administration (VHA) services,
and over 60% of Veteran suicide deaths
occur among those who have not received
VHA services within the past 2 years
(VA, 2019). The Veterans Choice Act and
now the MISSION Act have increased the
opportunity for Veterans to seek care
from providers in the community based
upon certain criteria. Therefore, enlisting
our colleagues in non-V A settings is criti-
cal to reducing Veteran suicide as the VA
aone cannot solve this problem and
building community partnershipsis now a
top priority.

While community partners and clini-
cians outside of the VA system see the
majority of Veterans, a recent RAND
study (Tanielian, et al. 2018) found that
only about 2 percent of New York State
community physicians and other health
care providers are prepared to provide
quality care to Veterans. The other 98%
were ill equipped on many of the seven
measures of readiness; most notably fa-
miliarity with the military culture and
performing routine screens for conditions
common among Veterans. These data
underscore the need for provider training
in these areas.

Specific Strategies to
Target Veteran Suicide Prevention

Asking your Patient - are you a Vet-
eran? Many civilian providers are not
aware of Veteran status for their patients
because many intake forms do not request
this information. This is easily fixed by
asking each patient whether they ever
served in the military.

Once this information is gleaned, fur-
ther interview questions pertaining to
combat exposure, military sexua trauma

and other trauma exposures, discharge
status, current gun possession, and any
service-related injuries can be discussed.
Pay particular attention to aspects of the
patient interview pertaining to combat
exposure, drug and alcohol use, firearm
access, readjustment difficulties and fear
of stigma for seeking help; heath and
pain problems; all of which heighten sui-
cide risk. Protective factors include sup-
portive families, Veteran peer support,
appropriate storage and management of
weaponry, engagement in treatment for
war related PTSD or Depressive illnesses.

Increasing your Knowledge Base
about Veteran Suicide and Veteran
I ssues. Consider participating in the New
York State Psychiatric Association’s
(NYSPA) Veterans Mental Health — Pri-
mary Care Training Initiative (VMH-
PCTI). NYSPA’s VMH-PCTI has devel-
oped a series of lectures and webinars for
primary care physicians and related spe-
ciaists on the signs, symptoms, and best
practices for Veteran-specific mental
health issues including combat/military-
service related post-traumatic stress disor-
der, traumatic brain injury and other con-
ditions, including suicide and substance
use disorders. The current presentations,
accessible through the NYSPA website
(www.nyspsych.org), are entitled: (i) In-
visible Wounds of War: Post-Traumatic
Stress Disorder, Traumatic Brain Injury &
Combat-Related Mental Health Issues and
(if) Recognition, Management and Pre-
vention of Veteran Suicide.

NYSPA’s VMH-PCTI dso worked
with subject matter experts to develop two
additional presentations. (i) a one hour
presentation on military culture developed
by Joe Geraci, PhD and retired US Army
Lieutenant Colonel, a widely recognized
authority in the State and nation on mili-
tary cultural competency and Veteran
identity and (ii) a one hour presentation
on women Veterans developed by
Meaghan Mobbs, M.A., West Point
graduate, Afghanistan Veteran, former

see Veteran Suicide on page 30
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% The New York State Psychiatric Association

Area II of the American Psychiatric Association

Representing 4500 Psychiatrists in New York

Advancing the Scientific and Ethical Practice of Psychiatric Medicine

Advocating for Full Parity in the Treatment of Mental Illness

Advancing the Principle that all Persons with Mental Illness Deserve an Evaluation
with a Psychiatric Physician to Determine Appropriate Care and Treatment

www.nyspsych.org
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Rising to the COVID-19 Challenge

By Peter Provet, PhD
President and CEO
Odyssey House

hen Governor Cuomo or-

dered the closure of non-

essential businesses across

New York State in re-
sponse to rising coronavirus infection
rates, Odyssey House stayed open.

Our essential residential treatment
centers, outpatient services, supportive
housing apartments, and primary health
clinics in East Harlem and the South
Bronx are located in some of the most
socially and economically disadvantaged
neighborhoods in NY C. These communi-
ties, already suffering from health dis-
parities of social injustice and equity,
were hit hard by a highly infectious and
deadly virus that overwhelmed local so-
cia service providers and brought trag-
edy to many families. We couldn’t, and
we wouldn’t, close our doors in a time
of such urgent needs.

With just a few weeks to prepare for
this unprecedented public hedlth crisis, we
moved quickly to introduce procedures
that limited the risk of infection in our
facilities, maintained essential treatment
and housing services, and shifted adminis-
trative systems to remote functions.

These early measures not only kept the
doors open for the vulnerable populations

|
!
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we treat, but they also helped keep our
employees as safe as possible while they
carried out essential services.

It was not only staff who worked to-
gether to keep services running; clients
also pitched in to keep each other safe.
Residents in substance abuse treatment
centers with hundreds of beds quickly
adopted new behaviors that ranged from
keeping physicaly distant, wearing masks,
increasing handwashing and other sanita-
tion protocols, to accepting limits on visits
and outside travel. And for people with
serious mental health challenges living in
our supportive housing facilities, helping

them incorporate new hedth guidelines
became alife or death priority.

Ready to meet increasing needs: The
long-term impact of the coronavirus on
the health and well-being of New Y orkers
is still unfolding. Fears that a second, or
more, wave of infection will return, that
the economy will take a long time to re-
cover, and that substance abuse and other
mental and physical health problems will
increase are very real. Government |lead-
erswarn of significant cutsto services and
urge all Americans to prepare for difficult
times ahead while we rebuild from this
public health crisis.

Those of us who work in the behavioral
health field know that socia disruption on
this scale is likely to fal hardest on the
underserved people we care for. Research
studies warn of increased substance mis-
use, overdose desths, and suicides with
young adults and racial minorities among
those disproportionately affected.

In August, The Centers for Disease
Control and Prevention (CDC) released
its Morbidity and Mortality Weekly Re-
port - the results of a survey of 5,412
adults taken in late June - that showed
41% reporting at least one adverse mental
or behavioral health condition. Those con-
ditions include symptoms of anxiety, de-
pression, and increased substance use to
cope with stress or emotions related to
COVID-19.

The researchers also found that nearly

11% reported having seriously considered
suicide in the 30 days before completing
the survey, compared with about 4% in a
2018 survey who said they’d considered
suicide in the past 12 months. The worry-
ing CDC data also found that certain
groups were shown to be even more sus-
ceptible to suicide: 25.5% of young adults,
aged 18 to 24; 30.7% of self-reported un-
paid caregivers for adults, 21.7% of essen-
tial workers; as well as racial minorities —
18.6% of Higpanic respondents and 15.1%
of Black respondents.

COVID-19 must not stall progress
on the opioid epidemic: We are doing all
we can at Odyssey House to prepare for
increased demands on our services and we
will not turn anyone away who comes to
us for help. We were starting to make a
dent in the opioid epidemic and are con-
cerned that the coronavirus pandemic will
undermine that progress and exacerbate
the health risks in our communities.

Our mission isto help New Yorkersin
need overcome drug and alcohol abuse,
improve their physical and mental health,
and defeat homelessness. By working
together, we demonstrate that this is pos-
sible even in the midst of a global health
crisis.

Before the pandemic hit, suicide and
drug overdoses had been a growing con-
cern among health professionals.

see COVID-19 Challenge on page 34
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Personalized Recovery-Oriented Servicesin the Era of Social Distancing

By Alicia Lore-Grachan, LCSW, and
Alice Sorensen, LCAT, MT-BC,
The Guidance Center of Westchester

rsonalized Recovery-Oriented
vices (PROS) is a program
which evolves around increased
socialization, togetherness, and
connections. Our group classes at The
Guidance Center of Westchester (TGCW)
arelively, and our participants thrivein an
environment where they learn and gain
support from one another as well as from
the professional staff. PROS is very much
acommunity.

COVID-19 threw a curve into our
PROS paradigm. Yet, our staff and par-
ticipants adapted and overcame obstacles.
Even in these trying times, our partici-
pants continue to work toward recovery,
and we are seeing positive results.

Like so many other mental health pro-
grams, we needed to move to virtual or
online courses. While we had some trial
and error, we quickly reached an effective
way to meet the needs of our partici-
pants. We are so proud of the adaptability
of our program participants and staff.

We continued to meet in person with
participants the week of March 16. During
that time, we prepared by creating indi-
vidua telehealth schedule for each partici-
pant. We helped participants download
applications, such as Zoom, and taught

Alicia Lore-Grachan, LCSW

them how to use them. We provided par-
ticipants with resources on where to ob-
tain food and how to follow CDC health
guidelines for safety.

The week of March 23, we began the
individual telehealth schedules. Meeting
individually with each participant viatele-
health twice a week proved overwhelming
to staff and participants alike. Participants
missed interacting with others. It was

Alice Sorensen, LCAT, MT-BC

clear that in order to provide adequate
support for participants, we would need to
move telehealth classes. By the end of
that week, we developed a modified
schedule and structured curriculum for
our virtual classroom.

We began Zoom classes on March 30.
Participants were very excited and found
comfort in being able to see their peers.
By April 6, we had more than 70 courses

of 40-minutes running each week. We fine
-tuned the schedule and offerings, mak-
ing sure we were providing participants
with content they wanted. By April 13
we were offering 75 courses of 45 min-
utes each. Much like in the “old” days,
participants are able to choose which
courses they want to participate in
throughout the day.

“I really appreciate the PROS staff for
continuing to conduct groups by tele-
health because the groups realy help me
stay focused,” said one participant.

We’re offering new courses such as
staying safe and well during the pan-
demic and social distancing. We’ve
modified some of our “tried and true”
courses to fit the new model. These in-
clude peer support, mindfulness, garden-
ing, physical fitness and eating healthy
with what is in your cabinet. Our “music
to our ears” course allows participants to
share music that they find uplifting, and
our music therapy explores writing lyr-
ics and incorporates household items as
instruments.

Another PROS participant said the
following: “I usually isolate in my apart-
ment and it is hard for me to go into pro-
gram and then get the strength to attend
groups. Now with telehealth | feel less
lonely in my struggle because every-
one hasto isolate. At the sametimel am

see PROS on page 26

The Guidance Center
of Westchester
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The Guidance Center of Westchester (TGCW) is now a
Certified Community Behavioral Health Clinic (CCBHCO):

v 24/7/365 access to services

v Immediate screening & assessment for risk, mental
health, addiction, physical health & other complex needs

v Walk-in hours 9 AM - & PM dalily

v Tailored care for active military & veterans

Helping children, adolescents, adults & families

. 888 TGCW CAN The Guidance Genter of Westchester
\.\ 256 Washington Street
888+842-9226 Mount Vernon, NY 10553

@ TheGuidanceCenter.org
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Preventing Suicide During the Pandemic

By Anthony
A Client Served by
Servicesfor the Underserved (S:US)

his article is part of a quarterly
series giving voice to the per-
spectives of individuals with
lived experiences as they share
their opinions on a particular topic. The
author is served by Services for the Un-
derServed (S.US), a New York City-
based nonprofit that is committed to giv-
ing every New Yorker the tools that they
can use to lead alife of purpose.
| am a 50-year-old African American
man who has been living in SUS sup-
ported housing since November 2015. |
have had alot of difficulty in the last few
months struggling with the pandemic and
family issues but knowing that | have a
place to call my own and | am no longer
in prison keeps me hopeful. | am so grate-
ful to SUS for providing me with the
services and care that were not available
to mewhen | lived in ashelter.
I’ve come to learn that S:US supports
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thousands of vulnerable New Yorkers,
serving people with disabilities, people in
poverty, veterans, people struggling with
addiction and mental illness, and people
facing homelessness. S:US supported
housing, like the building | live in, has
dedicated staff and support services that
help residents overcome challenges. Sup-
ported housing offers an opportunity to
New Yorkers like me, who need a little
extra help, to turn our lives around.

| have had a lot to deal with since the
pandemic started. Three of my family
members died from COVID-19, my
daughter had a miscarriage, and | do not
have the best relationship with my kids. It
all felt like too much to bear and | began
to think there was no reason for me to
continue to live. I felt alone and didn’t
know what to do to make things better.
One day | decided it may be better if |
wasn’t here anymore and I frequently
began to think about suicide. | felt sad,
scared, angry, and hopeless.

| know that a lot of people have been
depressed and thinking about suicide be-
cause of the pandemic. A recent survey by

the CDC found that 40% of those sur-
veyed reported an increase in mental
health and addiction related challenges,
and 1 in 4 young adults reported having
contemplated suicide. The survey aso
found that the toll is falling heaviest on
young adults, caregivers, essential work-
ers, and people of color.

Fortunately, | had a lot of people who
reached out to me to help. S:US staff have
been trained in safeTALK suicide preven-
tion to help people like me who are hav-
ing a hard time. They saw the warning
signs and knew that talking with me in an
open, direct, and honest way would help.
They saw that | was overwhelmed, and |
told them how | was feeling. My Program
Director caled me, and other staff
checked on me too. My Wellness Coach
started to check on me twice a day and let
me know they’re here to help. They lis-
tened to me and showed that they care.

My Wellness Coach also reminded me
how much | care about my family and
how they would feel if | took my life.
That was really helpful—I needed to hear
that. My niece calls me multiple times a

Need Help for Mental Health and
Addiction Challenges?

If you are suffering right now or know someone who is,
Services for the UnderServed is here for you during the COVID-19 crisis.

Medication

Audio and Video Support
Experienced, Compassionate Staff

Peer Support

Assistance with Jobs and Housing

Crisis Services

Wellness Works Clinics in Manhattan,
Brooklyn and the Bronx

877-583-5336

services@sus.org
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week and when other family members
heard that I wasn’t doing well, they
started to call and check in on metoo. The
more | knew that people cared, the less
isolated and alone | felt and the more the
thought of taking my life faded.

I now take medication for depression,
which is helpful. I meet monthly with my
psychiatrist and have telehealth sessions
with my thergpist. | aso try to do things to
feel like my old sef again. | started exer-
cising (because | love to cook and eat),
taking short walks, caling my girlfriend
and visiting her on the weekends, watching
my favorite TV shows, reading novels, and
playing games on my phone. | stopped
doing alot of that stuff when the pandemic
began, and | started to lose family mem-
bers to the virus. Taking naps, listening to
music, and eating ice cream helps me too.

I’m doing better now but I still have
some bad days. | know that | can reach
out to people and | remind myself how far
| have come. | also know that there are
people | can call and talk to when | am

see Preventing Suicide on page 26

SERVICES FOR THE UNDERSERVED
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Using L ocal Data to Reduce Suicide Death

By Barbara Bernstein, PhD, M PH,
Chief Planning Officer, MHA of
Westchester, and Michael Orth, MSW,
Commissioner, Department of
Community Mental Health,
Westchester County

icide is often considered to be
the most preventable cause of
eath. Y et, recent years have seen
Steadily rising numbers of 1oss to
suicide in the United States. This rise has
occurred despite the cultural shift that has
allowed the fact of suicide to come “out
of the closet”; despite the cultural shift
that recognizes that thoughts of suicide
are not rare; despite the cultural shift that
encourages individuals to talk about these
thoughts, despite the cultural shift that
encourages individuals to seek the support
and assistance that is best for their indi-
vidua needs and preferences; and despite
the cultural shift that recognizes that hos-
pitalization is not necessarily the most
helpful intervention. The concept of
“deaths of despair” - deaths ultimately
due to suicide, drug overdose and alcohol-
ism — but driven by socia and economic
forces that render life so challenging for
so many - has become part of our lexicon.
We understand so much about risk factors at
the individual and societal level. Our clinical
and peer support skills have improved. We
are more skilled at identifying and interven-
ing with emerging crises. So why do we
continue to lose loved ones at an increasing
rate, and most importantly, what can we
do to reverse this painful reality?

To address this community problem,
Westchester County recently launched a
Suicide Fatality Review Team (SFRT).
The SFRT isapublic health approach that
analyzes loca data to identify risks spe-
cific to Westchester County in order to
develop specific county-level prevention
and intervention approaches. Westchester
is one of four sites selected by the New
York State Office of Mental Health to
adapt this effective model which was de-
veloped in Washington County, Oregon.
In Westchester, the Review Team is con-
vened under the auspices of the West-
chester Suicide Prevention Task Force.
The SFRT is comprised of the Medica
Examiner, the writers of this article who
Co-Chair the Task Force, and additional
representatives of Westchester DCMH,
DOH, DSS, first responders, schools, the
VA, and community organizations.

The mandate of the Review Teamisto,
with family consent, review previously
collected information about the individual
who has died by suicide in order to iden-
tify commonalities about the circum-
stances of these deaths. The Oregon
model creates a mechanism to bring to-
gether information that previously existed
only in silo-ed systems. This information
may come from, for example, the Medical
Examiner, law enforcement, medical or
other systems. The information is re-
viewed not to assign blame but to identify
systems-level interventions that may pre-
vent future similar deaths.

Analyzing aggregated information, our
goa in Westchester is to identify specific
risk and protective factors to develop tar-
geted prevention and intervention strate-
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gies. For example, as the Oregon program
accumulated information, they identified
that on several occasions, household pets
were brought to local shelters prior to an
individual's death by suicide. Thisrealiza-
tion led to ‘gatekeeper’ level suicide risk-
awareness training for shelter workers and
creation of a mechanism to connect peo-
ple at imminent risk to effective supports
and services. Similarly, training of staff at
amotel which had been the site of severa
suicide deaths enabled staff to recognize
individuals at imminent risk and to save
lives. Thus, they trained the people who
were among those who were the last to
see the deceased, expanding the tradi-
tiona training focus from traditional care-
givers such as mental health and medica
professionals and clergy. Using this
model, preliminary data indicate that be-
tween 2012 and 2018, Washington
County, Oregon reduced the occurrence
of suicide death by 40 percent.

A 40% reduction in lives lost stands
alone as a herculean accomplishment.
When we consider the ripple effects of
each individual’s death on their family,
closest friends and communities, the
magnitude of that effect is so much
greater. Recent research suggests that for
each death by suicide 135 people are af-
fected. https://suicidology.org/facts-and-
statistics/

Through the Suicide Prevention Task
Force, we have established an informal
‘advisory’ group comprised of individuals
who have lost aloved one to suicide — our
group includes parents, parents-in-law,
grandparents, spouses, and siblings. It is
their stories, their experiences that bring
faces and a 3-dimensionality to the data
and to our work. While the work of the
SFRT focuses on data and trends, we are
driven by the personal, underlying stories
and experiences.

The public health approach of identify-
ing problems and trends in order to de-
velop, implement and test prevention and
intervention strategies is one component
of an effective suicide prevention plan. In
addition, work continues at the individual
clinical level. For example, services deliv-
ered by MHA of Westchester incorporate
a continuum of suicide prevention and
intervention strategies. Clients complete a
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suicide screening at the time of intake and
again whenever indicated, either because
of particular clinical content or due to
circumstances — such as transition from a
hospital stay. When a screening is positive
for suicidal thinking or planning, a more
complete assessment, which then informs
the course of treatment and support, is
done. This includes creation of a safety
plan which identifies the individua's
“triggers” and warning signs, as well as

an individualized toolkit of responses,
ranging from drawing on interna re-
sources to informal supports to formal
supports and services. Our clinic services
utilize arisk stratification approach which
helps us identify individuals for whom
additional attention is required. Peer sup-
port services are an integral part of our
work. In collaboration with Westchester
DCMH, our Enhanced Peer Services as-
sist with transitions from hospitalizations.
Beginning by establishing connection
prior to discharge, our peers assist with
tangible needs such as transportation, ob-
taining medication and needed supplies,
food, and most importantly, relationship
with others. Utilizing their own lived ex-
perience of mental health challenges and
recovery, our Peer Specialists are particu-
larly helpful at these times.

Staff training is an essential compo-
nent of our work. Staff who have direct
contact with clients complete training in
administering the Columbia-Suicide Se-
verity Rating Scale (C-SSRS) screening
tool, and the Stanley-Brown Safety Plan,
as well as either safeTALK or ASIST
training, which is also open to all other
staff. Our Peer Support training program,
which prepares individuals to complete
OMH Certification, includes suicide
awareness and intervention training. We
continue to incorporate additional

see Using Local Data on page 31

www.mhawestchester.org

Now more than ever, The Mental Health Association
of Westchester remains your community of care.

As a Certified Community Behavioral Health Clinic, MHA offers support
for children, teens and adults, regardless of an individual's insurance status
or ability to pay. Our integrated services are delivered virtually or in
person by a care team of clinicians, CASACs, employment specialists, MAT
providers, staff specially trained to assist the extended military community,
family and peer specialists, and more.

To make an appointment, please call 914-345-0700 ext. 7350

For all members of our community, especially those impacted by social
isolation and distancing, our Community Connection Support Line is a
valuable resource. Staffed by credentialed MHA clinicians, MHA's free
support line offers a space for conversation and connection.

Reach our Community Connection Support Line, Monday
through Friday, from 9:00 am to 5:00 pm, at 914-219-4232

A
MHAWestchester
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Does Our Healthcare System Per petuate an Epidemic?

By Ashley Brody, MPA, CPRP
Chief Executive Officer
Sear ch for Change, Inc.

icide has been rightly classified
as an epidemic, as evidenced by a
recipitous increase in its inci-
dence in recent decades. Between
1999 and 2018, the rate of completed sui-
cides has risen by 35% in the United
States (Centers for Disease Control and
Prevention, 2020). Some authors suggest
suicide and associated “deaths of despair”
account for recent decreases in life expec-
tancy and the reversal of a longstanding
trend that had enabled many Americansto
live longer and healthier lives than their
forebears (Christensen, 2019). The causes
and antecedents of this epidemic are com-
plex, and effective solutions must account
for innumerable factors that lead people to
end their lives. Timely access to quality
behavioral healthcare (or the lack thereof)
purportedly plays a prominent role among
the array of causes, and a substantial body
of research has been built on the presump-
tion expanded access should reduce the
incidence of suicide (Rand Corporation,
2018). Other authors have advanced coun-
tervailing conclusions, however (Case &
Deaton, 2020). They assert the healthcare
system (which includes the health insur-
ance, pharmaceutical, medical, and asso-
ciated industries) plays a particularly in-
sidious role in the perpetuation of deaths
of despair among certain populations.
Their conclusions suggest our suicide
epidemic is largely iatrogenic in nature.
That is, the system that should ameliorate
it actually exacerbatesit.

This provocative proposition follows
an extensive analysis of the interrelation-
ship between adverse economic trends
and deaths of despair and the manner in
which the healthcare system is implicated
in the former and, by corollary, the latter.
In 2018, healthcare spending in the U.S.
constituted 18 percent of its gross domes-
tic product (GDP) (Centers for Medicare
& Medicaid Services, 2020). It eclipses
spending on defense and education and
vastly exceeds the healthcare budgets of
other industrialized nations. The U.S. is
also unique in its reliance on employer-
provided health insurance, the costs of
which have increased steeply in recent
years. Employers that incur ever-
increasing health insurance expenses have
fewer resources to commit to employee
wages and other forms of compensation.
The average cost of employer-sponsored
health insurance plans grew by 121 per-
cent between 1999 and 2017, whereas
median household income grew by just
two percent during the same period
(Johnson, 2019). Such wage suppression
disproportionately — affects low-skilled
workers, a cohort especially susceptible to
suicide and deaths of despair (Case &
Deaton, 2020).

Ashley Brody, MPA, CPRP

In consuming a massive share of na-
tional resources, the healthcare system has
emerged as a leading culprit in rising in-
come inequality, the effects of which have
proven especially deleterious to those at
the bottom of the economic ladder.
Healthcare expenditures do not merely
lead to wage suppression by consuming
resources that would otherwise be avail-
able to employees. They destroy jobs by
inducing employers to eliminate positions
through automation, outsourcing, and
other measures that relieve them of their
financial burden (Case & Deaton, 2020).
Low-skilled and “blue collar” positions
have stood squarely in the cross hairs of
this trend. Those who might have secured
well-paying jobs in the manufacturing and
service sectors, potential gateways to the
middle class that do not require post-
secondary education, have witnessed the
virtual disappearance of these industries
and the loss of their opportunity to claim
their share of the American Dream.

It is therefore not surprising that the
prevalence of suicide and deaths of de-
spair associated largely with alcohol and
drug abuse are considerably greater
among individuals with limited education.
They are aso more prevalent in geo-
graphic regions whose industries have
been eviscerated by automation, global-
ization, and other disruptive trends. Sim-
ply put, regions in which larger fractions
of the working-age population are jobless
have higher incidences of suicide and
deaths of despair (Gawande, 2020). It is
not necessarily an absence of healthcare
or behavioral healthcare in particular that
leads to such adverse outcomes, but an
absence of opportunity. This follows an
emerging body of research that suggests
healthcare plays a relatively minor role in
health outcomes, whereas other factors
such as stable housing, reliable income,

adequate nutrition, and educational and
vocational opportunities are considerably
more instrumental to health and wellbeing
(National Academy of Medicine, 2020).
Other industrialized nations have
grasped and operationalized these facts, as
evidenced by their expenditures in health-
care and social welfare services and the
outcomes associated with their invest-
ments. Although the U.S. spends consid-
erably more on healthcare than most other
industrialized nations, it also spends less
on social welfare services (Squires &
Anderson, 2015). Social welfare spending
congtitutes approximately 9% of the U.S.
GDP, but it consumes an average of 15%
of the GDP of other industrialized nations
(Bradley & Taylor, 2013), and these na-
tions outperform the U.S. on several criti-
ca measures of population health
(Freeman, Kadiyaa, Bell, & Martin, 2008).
Significantly, these nations aso have a
lower average incidence of suicide than
the U.S. (World Hedth Organization,
2020). One should not conflate a correla-
tion between health and sociad welfare

spending and rates of suicidality with cau-
sality. Nations that commit a larger share
of their resources to social services enjoy
other digtinctions that surely influence
rates of suicide and other indicators of
population health. Nevertheless, these
data hold broad implications that warrant
careful examination.

Prospective solutions to the suicide
epidemic must acknowledge the outsized
scope of our healthcare system and the
deeply embedded inefficiencies and exter-
nalities that exacerbate conditions it was
designed to correct. This requires im-
mense political will. Effecting structural
changes in a system of such depth and
breadth would surely rankle deeply en-
trenched (and deep-pocketed) interests. Y et
nothing less than a full accounting of the
myriad causes of this crisis and the role our
healthcare system plays in perpetuating it
will reversethistragic trend.

Ashley Brody, MPA, CPRP may be
reached at (914) 428-5600, Ext. 9228
or at abrody@sear chforchange.org.

S ﬁarchﬁrﬁ\ange

115 E. Stevens Avenue, Suite 203, Valhalla, New York 10595 e 914-428-5600 ¢ www.searchforchange.org

Search for Change, Inc. has been rebuilding lives for more than 40 years. It continues to be a
leader in the field of recovery, enabling the most vulnerable among us to establish valued roles
within the communities of their choosing. Services provided are integrated, person-centered,
and fully aligned with leading principles of healthcare reform that aim to improve quality, reduce
cost, and enhance recipients’ overall experience.

Residential Services
Housing Development
Respite Services
Home and Community Based Services

Private Care Management

Mobile and Transitional Outreach Services
24-Hour Support Services
Career Support Services

° Analyses of healthcare utilization data revealed an estimated savings of $687,500
associated with the provision of enhanced care management services during a six-month
survey period. These savings were achieved through reduced use of inpatient hospital

services.

° SFC exceeds regional and statewide averages in leading health indicators among
residents of its Office of Mental Health (OMH)-licensed residential programs':

o Residents have better than average rates of Treatment Engagement

o Residents have lower than average utilization rates for Inpatient Hospital and

Emergency Department Services

o Residents have better than average measures of general Medical Health

° Recipients of SFC’s Vocational Rehabilitation services earned a total of $1,181,975 in
wages in 2018. They performed a total of 96,844 hours of work and paid $270,672 in

taxes.

" As reported by the Psychiatric Services and Clinical Knowledge Enhancement System (PSYCKES).

Visit the Behavioral Health News and Autism Spectrum News New Websites Access
Our Extensive Library of Articles - Search, Share and Post to Social Media
www.behavior alhealthnews.or g and www.autismspectr umnews.org



http://www.behavioralhealthnews.org
http://www.autismspectrumnews.org
mailto:abrody@searchforchange.org
https://searchforchange.org/
http://www.behavioralhealthnews.org/

PAGE 20

www.BehavioralHealthNews.org

BEHAVIORAL HEALTH NEWS ~ FALL 2020

The Importance of Building Community and

Family Support with Latina Teens at Risk of Suicide

By Julie Laurence, LM SW,
Beatriz Coronel, MA, and
Rosa M. Gil, DSW
Comunilife, Inc.

omunilife believes that health

disparities affecting the Latinx

and other communities of color

can be mitigated through an
increase of community defined services.
Comunilife’s Life is Precious™ (LIP)
program is the only program specifically
designed to serve Latinx adolescents who
have experienced thoughts and/or at-
tempts of suicide and suffer from depres-
sion. LIP was started in 2008, by Dr. Rosa
Gil, Comunilife’s Founder, President and
CEO, in response to the alarming statistics
released by the CDC about the high rates
of suicide ideation and attempts among
Latina adolescents. According to the
CDC’s 2020 Youth Risk Behavior Survey
(2019 data), more than 18% of Latina
teens in NYC seriously considered and
amost 10% attempted suicide. New Y ork
State statistics show that suicide is the
second leading cause of death for Latino
teens. LIP was created, with community
input, to address this crisis. What began as
one LIP center in the Bronx has ex-
panded to four program sites across New
York City. In addition to the Bronx, cen-
ters are now located in Brooklyn, Queens

Julie Laurence, LM SW

and Manhattan. LIP has reached hundreds
of girlsand families since itsinception.
We know that there are multiple con-
tributing factors that result in young Latinx
teens at risk of suicide behaviors. Research
findings show that family conflict, poverty,
acculturation, stress, trauma, domestic vio-
lence, sexual abuse, academic failure, bul-
lying and anti-immigrant sentiment; cou-
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Comunilife provides vulnerable communities with
housing and culturally sensitive supportive services.

Our Life is Precious™ Program provides Latina teens,
who are at-risk of suicide, with services that reduce
the risk factors associated with suicide ideation.

v' Academic Support

v’ Creative Arts Therapies

v Health and Wellness Activities
v Family Services

Comunilife
462 7th Avenue, 3rd Floor
New York, NY 10018
(212) 219-1618

www.comunilife.org

www.comunilifelip.org
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pled with the stigma of mental illness and
the lack of culturaly competent mental
health providers are the major contributing
factors (Zayas, Gulbas, Fedoravicius, Ca-
bassa, 2010). LIP’s cultural and gender
responsive programming addresses these
factors with postive youth development
activities, trauma-informed case manage-
ment services, and family engagement.

LIP Approach

LIP is committed to serving Latinx
teens and their families by providing ro-
bust programming that reduces risk fac-
tors, increases protective factors, and
builds a supportive community. The pro-
gram is equally as committed to reducing
the stigma of menta health in Latinx
communities by raising awareness
through culturally and linguisticaly rele-
vant workshops, outreach, training, public
service announcements, and social media.
And by developing strong partnerships
with stakeholders a schools, mental
health clinics, hospitals, youth serving
agencies and grassroots community or-
ganizations. Direct support services not
only normalize mental health needs but
build understanding and healing in safe
and creative spaces.

Who we Serve

Life is Precious™ serves Latina teens,
ages 11 to 17, who are immigrants or first
generation Latinx. Nearly all live in some
of NYC’s lowest-income neighborhoods
and are living with depression or other
diagnosed mental illness. We work with a
diverse Latinx population including fami-
lies from the Dominican Republic, Puerto

see Latina Teens on page 32
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CareTranstions; A Critical Timeto Prevent Suicides

By Jason Lippman
Founder & Principal
Jason Lippman Solutions, LLC

he transition from inpatient psy-

chiatric care to outpatient be-

haviora health treatment is

fraught with elevated risk for
people with histories of suicidality. Ac-
cording to the National Action Alliance
for Suicide Prevention (Action Alliance),
suicide rates are 300 times higher for indi-
viduals during the first week after leaving
inpatient behavioral health care, and 200
times higher in the first month.

Keeping people connected to their care
and preventing suicide after discharge,
starts with scheduling an outpatient ap-
pointment for as soon as possible (within
24 to 72 hours) at a time and place that
fits with the person’s lifestyle. Sadly, HE-
DIS data indicates that one-third to one-
half of individuals never see an outpatient
appointment within the first 7 or 30 days.
Similarly, a recent study published in
JAMA Network Open found that less than
half of youth admitted to a psychiatric
hospital (ages 10 to 18) received follow
up care within the first week of an inpa-
tient stay.

Suicide is a complicated public health
issue requiring many entities across the
health and social service systems to work
together. Key ingredients to help prevent
suicide during the transition from inpa-
tient to outpatient care include:

* Immediate and continuous follow up
after a visit to an emergency room or stay
in an inpatient facility.

 Ensuring that family members and sig-
nificant others are made aware of the ap-
propriate steps to support their loved ones
(included in appointment reminders, infor-
mation related to treatment plans and ways
to reduce access to letha means); and

* Forming collaborations between inpa-
tient/emergency departments and outpa-
tient community providers to carry out
rapid follow up after discharge.

Two important points to remember is
that discharge planning begins after ad-
mission (within 24 hours) and that care
does not end at discharge. People in tran-
sition from inpatient to outpatient care
should be a priority, where “inpatient”
continues to stay connected and
“outpatient” circles back to let them know
that they can now stand down.

Initiate Caring Contacts

One successful intervention called
caring contacts involves making a phone
call or sending a text or email a message
of support within the first 24 to 48 hours
after leaving the hospital/inpatient facility.
Long ago, Dr. Jerry Motto at the Univer-
sity of California studied caring letters,
showing how simple notes were enough
to keep individuals connected with their
providers and reassure that somebody
cares about them and that they matter. An
NIH study documented that sending fol-
low up postcards “less expensive and

Jason Lippman

more effective than usual care.” Greeting
cards signed by the treatment staff is an-
other thoughtful way to follow up in addi-
tion to more immediate digital means. It is
advantageous to use automated features/
reminders to assure on time communica-
tion of caring contacts. These notes can
provide hope for someone navigating the
gaps between inpatient and outpatient care
and are important to hear along the recov-
ery journey.

According to Dr. Michael Hogan, for-
mer NYS Commissioner and an architect
of the Zero Suicide movement, “an af-
firmative message of support can be im-
mensely powerful because suicide is a
dissase of isolation and loss of
hope. There are lots of different ap-
proaches that can work, including calls,
emails, texts, visits from friends. Even
things like utilizing “Alexa” are being
researched.”

In most insurance arrangements, the
time for caring contacts is not billable.
The inpatient facility has made the refer-
ral and the outpatient provider is overca
pacity. However, peer support specialists,
case managers and hospital liaisons can
be made available to follow up and are
beneficial for helping to bridge gaps and
jump over pitfalls that appear in between
the ending of inpatient care and beginning
of the first outpatient appointment. Addi-
tionaly, clubhouses are a useful means
for socia support, especialy if family
members are no longer in the picture for
care recipients.

Cutoff Lethal Means

Research conducted at Harvard Uni-
versity’s Injury Control Research Center
shows that the suicide rate in the United
States is almost twice that of homicide.
Gun ownership and the availability of
lethal means in the home influences the
survivability of a suicide attempts, ac-
cording to studies. Additionally, a strong
link was found between states rife with
guns and rates of suicide. In states with
more guns, higher amounts of suicides
occur and vice versa.

Gun sales have surged during COVID-
19 with more guns in the homes of people
sheltering in place, according to Every

Town USA. Likewise, a recent study by
the CDC shows that one in four young
adults (18 to 24) had suicidal thoughts in
the last 30 days, as well as over 30% of
unpaid caregivers and 22% of essential
workers. What will this mean for people
in despair and/or under increased stress,
particularly for young men with easy ac-
cess to guns?

Create Seamless Care Collaborations

Over twenty years ago (in 1999), the
U.S. Surgeon Genera issued its Call to
Action to Prevent Suicide as a catalyst to
the National Strategy for Suicide Preven-
tion (NSSP). In conjunction with greater
efforts dedicated to suicide prevention,
the rate of suicide in the United States has
steadily increased between 1999 and 2018
(by 35%), according to data collected by
the CDC. With suicide rates increasing
over the last 20+ years, the Action Alli-
ance more recently worked to update the
National Strategy. One takeaway is to
target our efforts at areas with the greatest
likelihood of reducing suicide.

Linda Rosenberg, Executive Director
of External Relations at Columbia Psy-
chiatry suggests that, “there are basic
changes we can make to reduce death by
suicide including increased payment rates
for collaborative care (screening for men-
tal and addictive disorders, on demand
virtual psychiatric consultation and
trained care managers) with required

adoption by primary care practices.”

Employers, health insurers and health
care providers should zero in on increas-
ing access to affordable and effective in-
network specialty behaviora providers to
better enable the detection of behavioral
issues and tracking of clinical outcomes
early on, as detailed in a report by The
Path Forward. The report recommends
supporting primary care settings to ad-
dress both the behavioral and physical
problems collaboratively, ensuring com-
pliance with parity laws and locking in the
availability of tele-behavioral heath ser-
vices implemented during COVID-19.

Rosenberg also stresses the need for
“communities understanding and using
data (what group(s) have the highest rates
of death by suicide) and focusing inter-
ventions on the highest risk groups not
what’s currently trending; and neighbor-
hoods/communities creating virtual safety
nets of providers — hospitals, community
clinics - that commit to no wrong door
and implement seamless, personalized
referrals among the safety net.”

Right now, accountability gets blurred
by a fragmented system of inpatient and
outpatient providers, care coordinators,
health plans, etc. These entities are useful
for coordinating care and linking to spe-
cialty behavioral health services, but con-
sumers can get lost in the system, losing
access to vital supports. Additionally,

see Care Transitions on page 30
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Zero Suicide in the United States

By Rachel W. Bush, PhD

Assistant Professor of Psychiatry and
Behavioral Sciences, New York M edical
College, and John |. Gerson, PhD,
Licensed Clinical Psychologist

Private Practice- Katonah, NY

e have darted to findly
recognize and respond to
the serious public hedth
concerns about suicide in
the United States. The “Zero Suicide” ZS
initiative was developed to provide a sys-
temic approach to the prevention of suicide
(Laboullere, et al., 2018). In 2010 the Na-
tional Action Alliance for Suicide Preven-
tion (NAASP) created the aspirational goal
of “Zero Suicides” with a primary focus on
prevention. We came to recognize the im-
portance of bridging the gap between sci-
ence and routine clinica practice. The field
developed standardized metrics
(Posner, et d., 2011) in response to suicide
as a tremendous public hedth issue. We
finally are utilizing evidence-based suicide
prevention practices to improve clinical
care (Brodsky, et al., 2018). This impres-
sive 10 year review of suicide prevention
research is now informing the ways in
which mental health professionas ap-
proach and treat patients.
ZS is based on a model of challenging
our false assumptions about our behav-

Rachdl W. Bush, PhD

ioral health system’s neglect of suicidal
patients. The fundamental organizing
principle of ZS is that suicide is prevent-
able. The science of improving suicide
risk assessment speaks for itself. This is
quite different from Coleridge (1817),
who is best known for ushering in the
Romantic age of poetry in England and
calling for “That willing suspension of
dishelief for the moment, which consti-
tutes poetic faith.” ZS is not about making
fantastical events believable, Implement-
ing ZS in “real-world” clinical settings
continues to inform the field on how to

John |. Gerson, PhD

use empirically supported care for pre-
venting suicide in outpatient behavioral
health systems. Worldwide suicidality
experts (U.S. DHHS, 2012) have con-
firmed the need for prevention.

The World Heath Organization has
reported that more that 800,000 people die
by suicide annualy (WHO,2017). The
Center for Disease Control and Prevention
reported that in 2016 alone, nearly 45,000
Americans died by suicide. Suicide rates
are 22% higher in the United States than
global averages (CDCP, 2017). The Zero
suicide website (SPRC, 2017) states that

the public health crisis is occurring now,
because the American healthcare system
is fragmented. Millions of people con-
tinue to struggle to access affordable
healthcare (American College of Emer-
gency Physicians, 2017).

The national strategy for suicide pre-
vention has identified three key reasons
why we have experienced significant
treatment failure: 1) detection of suicide
risk is inadequate; 2) evidence-based sui-
cide specific interventions are not de-
ployed; and 3) intensity of care is not in-
creased during high risk periods (U.S.
DHHS,2012). We have found that 20-
80%o0f those that suicided in the US have
accessed clinical care in the year prior to
death (Ahmedani et al., 2014). In addi-
tion, nearly 50% of those that suicided
had accessed care within 30 days of dying
(llgen, et al., 2012)

Although preliminary, it is exciting
that 25 studies have had over than 70%
reductions in suicide in the year after util-
izing ZS interventions (Hampton, 2010;
Centerstone, 2016). ZS offers seven ele-
ments to implement effective suicide care.
The three implementation elements in-
clude LEAD (create organizationa cul-
ture change about suicide prevention).
With outstanding leadership the safety
focused team defines suicide prevention

see Zero Suicide on page 28
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Care Management & Housing

ACMH’s Short-Term Crisis Respite & Step-Down Housing
provides guests with 24-hour support from peer counselors. A care
navigator engages guests with providers and appointments.

e Upto 7 day stays

e Adults currently experiencing a mental health crisis or
being discharged from psychiatric hospitalization

e Resident of NYC
e Medically stable

e Stable housing or shelter placement to return to

Referrals:
https://www.acmhnyc.org/wp-content/upl oads/2020/02/Respite-Enrol Iment-Form-08-2019. pdf

Enrollment confirmed within 24 hours

Contact: Kearyann Austin, M.S., LMHC, 212-274-8558, ext. 408

www.acmhnyc.org

ACMH Short-Term Crisis Respite
& Step-Down Housing

at two Manhattan locations:
E. 2" Street & W. 167 Street

For more information:
https://www.acmhnyc.org/wp-content/upl oads/2020/02/acmh_respite_brochure_2019.pdf
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Empowering Adultsto

Recognize and Respond to Youth in Suicidal Distress

By Ali Rainone, LM SW
Social Worker, Westchester Jewish
Community Services (WJCS)

he dtatistics regarding youth

mental health are not only strik-

ingly frightening but they point

to the inexcusable reality that
what is currently being done to address
the problem is not working. According to
the National Alliance for Menta IlIness
(NAMI), one in five teens and young
adults live with a mental health disorder.
Of youth with major depression, 64.1%
do not receive any mental health treat-
ment. Additionally, in 2018, the Center
for Disease Control (CDC) reported that
suicide is the second leading cause of
death for individual s age 10-34.

When it comes to addressing mental
health and suicide, youth come with their
own unique challenges. Their physical,
mental, emotional, and social develop-
ment have a direct impact on their mental
health and can lead to suicidal ideations,
attempts, and completions, substance use,
self-harm, and other maladaptive coping
skills. Due to their particular set of devel-
opmental needs, this demographic may
struggle to respond to treatment modali-
ties primarily designed for adults. There-
fore, it is vital that the adults in a youth’s
life be able to respond to signs of suicide
risk and emotional crisis in an effective
way. Fortunately, many evidenced-based
treatments have been adapted and modi-
fied to specificaly target their needs.
Those changes, combined with the intro-
duction of training programs such as the
evidence-based and nationally recognized
certification course Youth Mental Health
First Aid (YMHFA), enable youth to get
the help they deserve earlier and, thereby,
have a more successful outcome.

Westchester Jewish Community Ser-
vices (WJCS), the largest provider of out-
patient community-based mental health
services in Westchester county, offers
YMHFA trainings to teachers, first re-
sponders, health and human services
workers, parents, coaches, camp staff, and
individuals working in other youth-facing
organizations. Recognizing the need for
increased awareness of risk factors and
warning signs, the training teaches adults
to identify, understand, and respond to
various mental health challenges and cri-
ses, highlighting suicide. The 6-hour
course provides basic knowledge of men-
tal health diagnoses and challenges as
well as a 5-step action plan used in a vari-
ety of crisis and non-crisis situations. Par-
ticipants learn the skills needed to reach
out and provide initial help and support to
ayouth who is struggling. This first aid is
given until appropriate treatment is re-
ceived or until the crisisresolves.

YMHFA recognizes that adults often
feel scared, sad, helpless, and confused
about what to do and say when an adoles-
cent or young adult has a mental health
crisis. It is bewildering to see a young
person, with seemingly endless opportuni-
ties and life ahead, struggle with over-
whelming emotions and hurt. It is even
more difficult to comprehend that think-
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ing about suicide can be seen as a com-
forting escape to a youth because he or
she views it as a way out of pain. How-
ever, despite this uncertainty, the adult
must respond to each situation thought-
fully and empathetically.

It is crucial that adults approach a
young person who expresses suicidal
thoughts and feelings in a way that is vali-
dating, caring, and helpful. At a time
when a youth feels most vulnerable, every
step taken needs to make him or her feel
safe and seen, not judged or misunder-
stood. Some adults freeze in these situa-
tions because they do not have the knowl-
edge, skills, or resources to strategically
move forward.

In YMHFA trainings, adults learn to
give up misconceptions, such as thinking
that talking about suicide to a struggling
teen will plant the idea in their head or
assuming that a youth is talking about
suicide just to gain attention and therefore
should be ignored. Without a doubt, a
young person explicitly voicing suicidal
thoughts and feelings is seeking attention
— and rightfully so. Those who verbalize
suicidal thoughts or intentions are allow-
ing their deepest internal screaming to be
heard in the outside world. As adults, we
must be ready to help them.

YMHFA emphasizes that al suicida
statements must be taken seriously. Ac-
knowledging someone’s pain and master-
ing the art of gitting in that heavy space
with them is extremely powerful. Lending
your unconditional head, heart, and ear to
open the lines of communication can con-
tribute to shattering the stigma and taboo
that is keeping the one who is suffering
feeling alone or hopeless.

The balance between needing to take
action but not overreacting can be hard to
strike. Similarly, there is aso a fine line
between remaining calm but not under
reacting. A reaction that leans towards
either extreme can leave the youth feeling
fear, shame, guilt, or regret. The impor-
tance of being genuine, curious, and non-
judgmental cannot be overstated. Asking
open-ended questions and giving the
young person an opportunity to tell his or
her story is a valuable tool to establish

trust and clarify feelings. It is also useful
to explore core thoughts and feelings that
are often disguised as anger, frustration,
defiance, or irritability. The conversation
will not emulate a therapy session or take
the place of professiona treatment, but
rather offer a listening ear and beginning
step toward finding wellness.

As a youth shares suicidal thoughts
and feelings, it can be tempting to high-
light the good in their life, making state-
ments about their high grades, large friend
group, or athletic and artistic talent. While
these may be true, bringing them up to
combat suicidal thoughts or feelings will
only discredit their pain. We must also be
vigilant to not undermine their pain. Mak-
ing threats, trying to evoke guilt, or mak-
ing accusations of being histrionic--saying
things like “If you say that again I’m call-
ing 9117 or “Do you know what this
would do to your family?” or “Stop being
dramatic, it was just a breakup” are abso-
lute conversation enders.

When asking the pressing question
about intent, the best practice is to be di-
rect, confident, and reassuring. Consider
your relationship with the youth and the
most natural way for you to ask if they are
thinking of suicide. If it feels uncomfort-
able to go straight to the point, preface the
question with details about what is going
on in the young person’s life and how
they are feeling. For example, “I know

that you’re going through a breakup right
now and feel really sad and alone. Are
you having thoughts of hurting your-
self?.” Be collaborative and include the
youth in the problem-solving process,
even if what ultimately has to be done is
something they do not want, such as get-
ting their caregivers or professionals in-
volved. Above all, thank them for being
brave and honest enough to share their
story and let you in.

Since 2013, WJCS has been the driv-
ing force in the Mental Health First Aid
initiative, having trained nearly 2,000
participants throughout Westchester in
both Youth and Adult courses. There are
now virtual and blended learning versions
of Youth Mental Health First Aid in order
to reach alarger audience and the updated
curriculum includes such topical issues as
social media, bullying, and trauma. One
of WJICS's strongest partners in the Men-
tal Health First Aid initiative is the West-
chester County Department of Commu-
nity Mental Health.

“The mental health of all West-
chester County youth is a top priority,”
said Michael Orth, Commissioner of the
Westchester County Department of Com-
munity Mental Health. “YMHFA train-
ing is a great tool that provides adults
with concrete skillsin identifying and

See Empowering on page 26
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Suicide Prevention on Campus:

Per spectives from a University Student and Professor

By Catherine Choi and
Brett R. Harris, DrPH

icide is the second leading cause
of death among college students.
ccording to a 2017 American
ollege Health Association sur-
vey, over half of college students feel
hopeless, almost two-thirds overwhelming
anxiety, and over one in ten have seri-
ously considered suicide. Among those
who receive mental health services, over
one-third have serioudy considered sui-
cide and one in ten have attempted suicide
(Center for Collegiate Mental Health,
2018). In response, university administra-
tors and health directors across the coun-
try are increasingly breaking their silence
and taking action to address mental health
and prevent suicide on their campuses.
This article presents the perspectives of a
Cornell student and a Cornell alumna and
Clinical Assistant Professor at the Univer-
sity at Albany School of Public Health.
Perspective from Catherine Choi, Sen-
ior, Cornell University: At Cornell Univer-
sty where | attend as an undergraduate, the
campus health center announced a plan to
increase flexibility for the Counseling and
Psychological Services (CAPS) program
this past year, thereby increasing its acces-
shility for all students. This demonstrates,

Brett R. Harris, DrPH

a the very least, that administrators are
listening to students’ growing demands.
Cornell aso offers in-person and tele-
phonic peer counseling via its Empathy,
Assistance, and Referra Service (EARS).
Yet mental wellness is regularly treated as
merely an afterthought, and data suggests
the same for other schools. This comes as

no surprise to the student body. We al
undergo both the good and the ugly of the
hyper-productive, pre-professional, and
sometimes lonely student experience. The
troubling symptoms that result are ne-
glected, judtified by a pervading mindset
that mental health can wait in line; there
are other more pressing matters that take
precedence.

In addition to campuses simply ac-
knowledging the importance of mental
health, there must be supports for students
— as well as faculty and staff — to seek
help. While it is a substantial step in the
right direction to normalize conversations
about mental health, normalizing preven-
tion, intervention, and treatment to
achieve the ultimate goal of mental well-
ness is an entirely separate and equally
convoluted process.

One barrier to help-seeking is personi-
fied in my classmate, Kristi Lim. A fellow
student at Cornell, she writes that “no
externa figure should strip from an indi-
vidual the autonomy to make the final
call,” and described a suicide intervention
training program as an “illusion” for
“anything more than a facilitatory step in
a longer, idiosyncratic process” in an
opinion piece she titled: Why I’'m Choos-
ing Not to Seek Professional Mental
Health Care. Despite sparking immediate
backlash, Lim’s article suggests that some

students undermine medical treatment and
participating in evidence-based training,
willingly opting for an independent path
to mental wellness instead.

Another barrier is a more recent phe-
nomenon, wherein de-stigmatization on a
college campus adopts desensitization as
well. In this case, discussing mental
health and illness is normalized but un-
productive. Desensitization normalizes
mental illness itself. This can manifest in
both apathy and a “struggle Olympics”-
type campus culture where students com-
pete as to who has it worse or whose
struggles are more substantial. The fol-
lowing are some ways to normalize and
promote mental wellness and prevent sui-
cide on college campuses:

Start Talking about Mental Health and
Provide Access to Services and Re-
sources. In both the administrative and
student spheres, colleges should continue
their work in streamlining mental health
initiatives. Within different campus or-
ganizations, students can put mental
health on their agenda and provide infor-
mation and resources for seeking help.
Faculty should add information about
mental health resources on their syllabi
and provide accommodations for mental
health reasons. Administrators,

see Campus on page 31

Know the Signs: Help Prevent a Loved One’s Suicide

By Wendy Martinez Farmer, LPC
Crisis Solutions Lead
Beacon Health Options

he following is a true story by a

Beacon Hedth Options em-

ployee. Anna was one of the

most talented and creative peo-
ple | had ever known, and just about eve-
ryone who met her felt the same. She was
a perfectionist to a fault, and there was
seemingly nothing that she did not do
well. The one person who did not see this
though was Anna herself. As | got to
know Anna, she shared more and more
about her struggle with depression from
the time that she was a small child as well
as her persistent feelings of not being
good enough and not really fitting in.
Eventually she had to be hospitalized and
underwent electroconvulsive therapy. It
was after this treatment that her symptoms
finaly began to improve, and this im-
provement would follow her through her
final weeks. She was able to do things,
without it seeming like such an effort, that
she had not felt like doing in along time.
She went camping with friends, started
planning a vacation for the upcoming
summer with her family, and began talk-
ing about pursuing her doctoral degree.
Sadly, these plans would never come to
be. The details about her final day are not
known to me, as | was not with her. Many
people were truly shocked because they

had not been aware that Anna was strug-
gling with anything.

Unfortunately, the story of Annais not
unique or unfamiliar to many people. Of-
ten, the friends and families of people at
risk for suicide have no idea of that risk.
It’s only when there is death by suicide
that people learn of the lifelong pain and
anguish their loved ones suffered. Sadly,
many loss survivors are |l eft with lingering
questions and often, crippling guilt.

How did I not know? How could | not
have seen it? Why didn’t I do anything?

While behavioral health professionals
have shared with family, friends,
neighbors and co-workers that everyone
can play arole in suicide prevention, we
have fallen short when it comes to teach-
ing practical ways to identify those at risk
and how intervene which has left survi-
vors feeling shame.

Recognizing September as National
Suicide Prevention Awareness Month,
Beacon wants to shed light on the warning
signs and provide tips on what you can do
to help.

Warning Signsfor Suicide

Individuals at risk for suicide may not
communicate about their thoughts or in-
tentions directly, but the following situa-
tions indicate your loved one may be at
risk:

* A person thinking about suicide may
talk about having no reason to live. De-
pression — the number one cause of sui-
cide — is often related to a sense of loss
and hopelessness. Listen to the person to
see how they talk about dealing with det-
rimental events piling up.

* A person may appear to be preparing for
some kind of end or departure from rou-
tine. For example, a friend cals late at
night to apologize for arift that occurred
years ago. A co-worker trains a colleague
to do his job. Be on the alert if someone
you know startstying up loose ends.

* Your loved one might talk or joke about
different methods to die by suicide or you
may find out they are researching suicide.
Take al talk of suicide serioudly. Pay
attention. Is this person dealing with many
difficulties?

How Y ou Can Respond

Ask the question: If you are concerned
that your loved one may be thinking of
suicide, the most important thing you can
do is ask the question. It is not easy, but
most of the time individuals in such great
pain are relieved that another person is
willing to talk about such a difficult sub-
ject. There is no evidence that talking
about suicide will cause suicide. It often
prevents it. A good way to start is by say-
ing something like “I have noticed you

have had a lot of very stressful eventsin
your life lately. Sometimes people in your
situation think of suicide. Are you think-
ing of suicide?”

Listen to keep them safe: Be prepared
to listen to their story. Talk to your loved
one in a warm, nonjudgmental way. Say
you care and want to help and give assur-
ance you will follow through with your
support. Make sure you ask them if they
have already done something to harm
themselves or have made a specific plan.
If they have already set a plan in motion,
seek the support of emergency services
(912).

Seek help: Remind the person they are
not alone and reaching out shows courage.
Many people have reached the same point
in their lives but have managed to find
their way back to a meaningful life. You
and others are there to help and treatment
for behavioral health is available and can
be effective.

Most of us are not mental health pro-
fessionals, but that doesn’t mean we can’t
help a loved one who may be thinking of
suicide. The most important thing you can
do is to help your loved one get the care
they need.

If you or your loved one is in a crisis
and need help immediately, call the Na-
tional Suicide Prevention Lifeline avail-
able 24/7 at 1-800-273-TALK (8255) or
text MHA to 741741. These services are
confidential, free and available to all.


https://www.health.com/condition/depression/15-myths-and-facts-about-suicide-and-depression?slide=a560875a-7cf0-48e8-9e8c-921738689665#a560875a-7cf0-48e8-9e8c-921738689665
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Preventing Suicide Among Suicide Attempt Survivors

Using an I nnovative Support Group Intervention

By Sae Lee, PhD and
Patricia Speelman, MA, LMFT
Didi Hirsch Mental Health Services

espite ongoing prevention ef-

forts, suicide remains a public

health crisis, with reports

showing an alarming increase
in suicide rates over the past decade in the
United States (Hedegaard, Curtin, War-
ner, 2018). From 1999 to 2017, the age-
adjusted suicide rate increased by 33%. In
2018, suicide was the tenth leading cause
of death in the United States, accounting
for over 48,000 deaths (Center for Disease
Control, 2018). Furthermore, there were
over 1.2 million suicide attempts in the
U.S. (American Association of Suicidol-
ogy, 2018). Tragicaly, research shows
that less than one-third of people in the
U.S. who die by suicide each year receive
intervention by a mental health provider
in the year prior to their death (Luoma,
Martin, & Pearson, 2002). Efforts to
change these trends in suicides have be-
come an increasing priority in recent
years, with development of interventions
that seeks to prevent suicide among those
at greatest risk.

One group consistently at extremely
high risk are suicide attempt survivors,
who are at high risk for not just future
suicide attempts but also death by suicide

(Franklin, et al, 2016). Suicide attempt
survivors die by suicide at a higher rate
(Knesper, American Association of Suici-
dology, & Suicide Prevention Resource
Center, 2010), with one study finding that
within the first 5 years of making an at-
tempt that requires hospitalization, 37%
made another attempt and 7% died by
suicide (Beautais, 2004). Given the ele-
vated risk of suicides among survivors, it
is especially important to provide targeted
and effective interventions for this group.
However, there are only a limited number
of interventions specifically targeting at-
tempt survivors that are proven to be ef-
fective and not many that use a group
format. A group format has the advantage
of bringing individuals with shared ex-
periences together in a cost-effective man-
ner to work together to process their ex-
periences, reinforce coping strategies, and
reduce stigma associated with having at-
tempted suicide. Many suicide survivors
find it difficult to talk about their attempts
and their struggles with suicidal thoughts
and desires, even among friends and fam-
ily members who may want to help the
most. There is still much stigma and fear
and survivors are worried that speaking
openly about suicidal thoughts or recent
attempts might lead to being hospitalized
against their will.

In the 1960s, Norman Farberow,
widely considered one of the fathers of
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modern suicidology and one of the co-
founders of the Los Angeles Suicide Pre-
vention Center, formed a group to
give survivors a place to discuss their
experiences. His project also provided
researchers with an opportunity to learn
more about the nature of suicide itself.
However, concerns about suicide conta-
gion and fears that a group comprised of
survivors of suicide attempts may have
iatrogenic effects by actually increasing
thoughts of suicide and, thereby, leading
to future suicide attempts made Dr. Far-
berow’s plan a controversial one. Because
of these challenges, the support group for
attempt survivors was not sustained.
However, decades later, recognizing the
need for an effective and innovative inter-
vention to help individuals at risk for sui-
cide, Didi Hirsch Mental Health Services’
Suicide Prevention Center (SPC) devel-
oped and piloted itsfirst support group for
survivors of suicide attempts (SOSA) in
2011. After the success of the pilot group
and positive feedback from group partici-
pants, SPC continued to expand the num-
ber of groups offered and afew years later
developed a corresponding facilitator
training for mental health professionals
and peers interested in implementing
SOSA in their communities. The group
curriculum, Manual for Support Groups
for Suicide Attempt Survivors, was ac-
cepted into the Suicide Prevention Re-

source Center’s Best Practices Registry in
2014 and is listed on their website under
Resources and Programs (www.sprc.org/
resources-programs/manual -support-groups-
suicide-attempt-survivors). There has been
a high level of interest in the curriculum
and the facilitator training both nationally
and internationally. As of 2020, the man-
ual was disseminated to 1896 individuals
in the US and 35 different countries. SPC
provided 18 trainings to professionals
interested in implementing SOSA in their
communities. Through these trainings,
SPC trained 219 individuas from 23
statesin the US and Australia.

SOSA is an innovative 8-week support
group for suicide attempt survivors that
offers a safe, non-judgmental place for
people to talk about their attempt(s) and
its impact on their lives. The group typi-
cally has six to eight adult participants (18
years or older) who have made one or
more suicide attempts and is led by two
facilitators, alicensed clinician and a peer
facilitator with lived experience of a sui-
cide attempt. Participants are required to
complete an intake interview with a facili-
tator prior to attending the group. The
group is closed to additional participants
once an eight-week cycle begins. The
support group offers a unique opportunity
for suicide attempt survivors to connect

see Support Group on page 33
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Suicide and NSSI

In LGBTQ Youth

By ThomasR. Grinley, Director, Office

of Consumer and Family Affairs, Bureau of
Mental Health Services, Divison for
Behavioral Health, NH Department of
Health and Human Services

he suicide rates for youth, espe-
cialy between the ages of 15
and 19, have increased dramati-
caly. Suicide is now the second
leading cause of desth for the ages 10 to
24. It is believed that this reflects a higher
level of psychological distress in today’s
youth. The suicide rates are even higher
for marginalized youth such as black and
LGBTQ (leshian, gay, bisexual, trans-
gender and/or queer) teens. LGBTQ youth
have a two to seven times greater risk of
suicide than cisgender/heterosexual youth.

As much as 24% of suicide attempts
may be LGBTQ youth. We know this is
greater than the 11.8% rate per 100,000
that we see in youth in general but we are
not able to calculate an exact rate because
we do not know the total population of
LGBTQ youth. Additionally, there is an
increased rate of non-suicidal self-injury
(NSSI) among LGBTQ youth. We also
know there is a greater risk of suicide
when youth engage in NSSI.

What is driving these rates? We know
that some of the risk factors for suicide
and NSS! include a perception of not be-
longing. LGBTQ youth report twice as

much bullying on school grounds than
their peers and see a great deal of cyber-
bullying. Both are known risk factors for
suicide. Eighty percent of leshian, gay and
bisexual youth and 60% of transgender
youth report being harassed. Their fami-
lies and/or peer groups might not accept
their choices and lifestyles. Family rejec-
tion increases the likelihood of a suicide
attempt by eight times. Minority stress
theory highlights the impact of discrimi-
nation and prejudice and hypervigilance
due to the expectation of prejudice and
discrimination. It is also common to see
internalized prejudice. All of these factors
can increase the risk of suicide.
Anti-LGBTQ attitudes in our society
can become internalized which is aso
another risk factor for suicide. The simple
act of “coming out” can increase the al-
lostatic load on youth and increase risk
factors. Girls have less coming out stress
than boys but are more likely to experi-
ence depression and suicidal ideation.
Attitudes toward gay men is more hostile
than attitudes toward leshian women and
boys are more likely to experience physi-
cal aggression. Those identifying as bi-
sexual may experience greater prejudice
even within the LGBTQ population as it
may be seen as a “cop out” rather than a
true identity. Transgender youth also ex-
perience a great deal of societal rejection
and are more likely to experience depres-
sion and anxiety. With wide-spread ac-

Circle of Grief from page 1

sympathy that people received carried
mixed messages. no one in my family
ever died this way, so I’'m really, really,
really sorry about your loss. You’re
probably going to need a therapist to help
you get through this death, friends coun-
seled. Overtly and through innuendo,
people had reminded these poor souls of
the impropriety of their loved one’s
death. Shame echoed around the room.
Shame and anger.

Listening, | realized | felt differently.
Somehow, I’d survived my son’s suicide
with only the pain of hisloss and the pain
of his pain. For whatever reason, | felt
impervious to the implication that |
should be embarrassed. Perhaps it was the
years of our son’s adolescent anorexia
that taught me how useless other people’s
understandings -- or misunderstandings --
of a person’s sufferings could be. Perhaps
I’d been so preoccupied by fear of my
son’s death through anorexia that I’d lost
track of other people’s opinions. It
seemed | had reflexively discounted the
stigma proffered by the outside world.
Somehow, beyond my own conscious-
ness, I’d learned that other people’s con-
demnation was best ignored: it wasn’t
helpful, it wasn’t relevant.

When it was my time to speak, | re-
counted my husband’s and my interview
with the priest who conducted our son’s
memorial service. Ostensibly sympathetic,
he opened our discussion with the infor-
mation that until a few decades ago,
priests of his church (Episcopalian) were
not allowed to hold a service for a suicide
victim. Why had he mentioned this? If he
was willing to do the service, did he need

to tell us of the recent — current? — unac-
ceptability of our son’s means of death?

| told the story to the group but told
them that the priest’s implied reproach
hadn’t stuck. I’d forgotten it until tonight,
when the people in this room told their
stories of shaming. As | talked, | felt my
message develop: please don’t let people
get to you! Don’t let them shame you. I
felt compelled to explain to the peoplein
the room that the insult of stigma was an
additional, unnecessary source of pain.

Stigma, to be honest, is just one of the
extra layers of pain for those who’ve lost
someone to suicide. In addition to the
stigma of shame, there’s the agonizing
uncertainty about whether the one you
loved knew, really trusted, your love.
And there’s the horrific knowledge that
the person you loved suffered a depth of
pain that most of us can only imagine.
Every loss is painful, and complicated,
but the loss of someone by suicide carries
more weight in those extra layers of pain.

But stigma is something you can do
something about. At the meeting, many
people murmured approval of my com-
bative stance toward stigma, perhaps hav-
ing gained some relief from a fresh per-
spective. Their comments reinforced my
conviction that we need to speak openly
about suicide. By hiding it, you’re sup-
porting the notion of its unacceptability.
It’s important for people to know about
suicide so they can learn how it comes
about, uniquely for each person. You
can’t learn about something you’re run-
ning away from. Let people know. Let
them learn. Stigma is something you can
do something about.

At the end of the meeting, | left, my face
still wet with tears, but with amission.

ceptance of same sex marriage and more
tolerant attitudes toward the LGBTQ
population, we have, in fact, seen a de-
crease in suicide rates.

The likelihood of a suicide attempt is
highest when these risk factors are present
or escalating and protective factors and
health coping skills are diminished.

Identifying as a sexual minority may go
beyond just acceptance and we may see
bullying and even physical aggression.
75% of LGBTQ youth report verbal har-
assment and one in seven reports physica
attacks. As we have aready said, youth in
general are at an increasing risk of suicide.
Throw identifying as LGBTQ into the mix
and we see an even greater risk.

Protective factors from suicide include
good parental relationships. Another pro-
tective factor is feeling connected at
school and belonging to a supportive
group of peers. Access to LGBTQ inclu-
sive medical and mental health care that
can address the unique needs of this popu-
lation is aso a protective factor. For
LGBTQ youth, al of these protective
factors might be missing.

Within the LGBTQ population, we still
see differences based on how individuals
identify. Those identifying as bisexua and/
or transgender are a even greater risk. Of
those identifying as transgender, 30% to
40% have reported suicide attempts.

As stated above, we have actually seen
adecrease in suicide in the LGBTQ popu-

lation as the tolerance for these lifestyles
has improved. However, we have not seen
a decrease in NSSI. LGBTQ youth are
three times more likely to engage in
NSSI. In a Youth Risk Behavior survey,
67% of reported NSSI was by students
identifying as LGBTQ. Same sex attrac-
tion before identifying as LGBTQ can
increase the risk of NSSI. When asked to
explain their NSSI, young people often
say it is a coping mechanism that helps to
relieve unbearable emotions and reduce
internal tension. The majority of LGBTQ
youth report that NSS| is due to feeling
empty or numb. When asked to identify
triggers youth responded that they in-
cluded distressing emotions, a sense of
isolation, relationship difficulties, or
school/work difficulties. Minority stress,
mentioned above as a risk factor for sui-
cideisaso arisk factor for NSSI.

NSSI is seen as arisk factor for suicide
attempts but less than 50% of students
reporting past NSSI reported accompany-
ing suicidal ideation. In fact, NSSI as a
coping strategy may be a protective factor
against suicide. Again, within the LGBTQ
population we see difference in sub-
cohorts. Bisexual women and transgender
men are at the greatest risk of NSSI.

So how can we help LGBTQ youth?
Perhaps the most important is to increase
family and school support. We know that

see LGBTQ on page 34

Preventing Suicide from page 17

not feeling well. The Program Director
gave me additiona phone numbersin case
I don’t want to talk to anyone at my resi-
dence or my family: The Nationa Suicide
Prevention Lifeline (1-800-273-8255) and
NYC Well (1-888-NYC-WELL or text

“WELL” to 65173). I keep them on my
refrigerator door, so I don’t lose them.

All in all, 'm doing better and know
that | have alot of people in my corner. |
know that healing, hope, and recovery are
happening every day. Suicide can be pre-
vented. I’m thankful that S:US has helped
me put my life back together.

Empowering from page 23

deescalating crisis situations, as well as
developing and implementing appropriate
action plans, thus improving the safety of
our youth.”

Overdl, our youth are exceptionaly
resilient and have the maturity and ability
to voice and express their pain, despite all
the hardships they may face. Unlike many
adults, they are often less afraid to be
vulnerable and ask for help. Therefore,

the adults in their lives must be educated,
trained, and supported so they are pre-
pared to respond effectively for when
youth do reach out. If not handled prop-
erly, it may be the last time that young
person will.

Ali Rainone, LMSW is a social worker
at Westchester Jewish Community Ser-
vices (WJCS) in the Yonkers School-
based Clinics and the Mental Health First
Aid Coordinator.

PROS from page 16

getting more support from PROS because
being able to call in to groups removes the
stress of having to leave my house making
it easier for me to attend groups.”

Our psychiatric providers, a psychiatrist
and a nurse practitioner, are doing all ses-
sions via telehealth. Telehealth adds a new
dimension to flexibility which has in-
creased the show rate while ensuring that
participants receive the psychiatric support
that they need. Our nurse continues to be
on-site every Tuesday. Following proper
protocols, we are able to ensure that labs
are completed, and that medication man-
agement and distribution takes place. For
participants who are at a higher risk of

contracting COVID, the nurse makes
house calls. No participant has missed an
injectable medication or treatment.

We’ve been encouraging participants
to use their natural supports to help in-
crease success of treatment.

We have enrolled two new partici-
pants and have re-engaged nine others.
We look forward to continuing to enroll
new participants.

Alicia Lore-Grachan, LCSW, is Dep-
uty Executive Director for Rehabilitative
Services; and Alice Sorensen, LCAT, MT-
BC, is Assistant Director, of PROS, at
The Guidance Center of West-
chester. Visit us to learn more at:
www. TheGuidanceCenter.org.
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The Impacts of Problem Gambling

Colleen Jones

Program M anager,

Mid-Hudson Problem Gambling
Resour ce Center

ccording to the CDC (CDC,

2020) suicide is the 10" lead-

ing cause of death in the

United States. This is a con-
cerning statistic and many people struggle
with their mental health every day. There
are many factors that may lead someone
to think that suicide is the only option, but
have you ever thought about problem
gambling as a source of emotional distress
for someone?

There are many people who struggle
with problem gambling in the United
States. It is estimated that 2 million adults
in the U.S. meet the criteria for gambling
disorder, with another 4-6 million people
in the U.S. struggling with problem gam-
bling (National Council on Problem Gam-
bling, 2020).

For many people, they can gamble and
not have a problem. However, for some,
gambling can cause problems in their
lives. Problem gambling is anytime gam-
bling causes problems or negative conse-
quences in someone’s life. Gambling dis-
order is adiagnosis by a qualified, trained
professional determined by the criteria set
forthin the DSM5.

1. According to the DSM5, a diagnosis of

Colleen Jones

gambling disorder requires at least four of
the following during the past year:

2. Need to gamble with increasing amount
of money to achieve the desired excitement

3. Restless or irritable when trying to cut
down or stop gambling

4. Repeated unsuccessful efforts to con-
trol, cut back on or stop gambling

5.Frequent thoughts about gambling (such
as reliving past gambling experiences,

planning the next gambling venture, think-
ing of waysto get money to gamble)

6. Often gambling when feeling distressed

7. After losing money gambling, often
returning to get even (referred to as
“chasing” one’s losses)

8. Lying to conceal gambling activity

9. Jeopardizing or losing a significant rela
tionship, job or educational/career oppor-
tunity because of gambling

10. Relying on others to help with money
problems caused by gambling

It is important to remember that while
all those with a gambling disorder are ex-
periencing problem gambling, not al those
struggling with problem gambling have a
diagnosable gambling disorder. Whether
someone is struggling with problem gam-
bling or gambling disorder, they are at risk
of having the negative consequences from
gambling seep out into their everyday
lives. These effects may not only impact
the person struggling with gambling, but
also impact their loved ones.

People who struggle with problem
gambling are also at a higher risk for
struggling with other mental health disor-
ders. Two out of three gamblers reported
that their mental health suffered as aresult
of their gambling problems. In addition to

Strengthening Protective Factorsto

struggling with gambling, they may be
struggling with other mental health prob-
lems such as a mood disorders like de-
pression, personality disorder, and anxi-
ety. Someone struggling with their gam-
bling may be cashing in retirement funds,
college funds, or taking out additional
credit cards and loans. These impacts can
cause someone to feel hopeless, desperate,
and aone.

These negative effects can take a toll
on one's mental health. Sadly, problem
gambling has the highest suicide rate
among all addictions. When we look at
suicide in the United States, 3.9% of the
adult population have suicidal ideations
and 0.6% attempt suicide each year
(CDC, 2015). While this statistic is alarm-
ing, we find that for problem gamblers,
the concern continues to grow. It has been
found that 37% of those struggling with
problem gambling and 49% of those with
a pathological Gambling Disorder have
suicidal ideations. Statistics also show
that 17% of problem gamblers and 18% of
those with a Gambling Disorder attempt
suicide. This rate is much higher than the
general population, and we believe it’s
important to raise awareness of this issue
through educating community providers
and clients.

Problem gambling is often referred to
as “the hidden addiction” because there
are no physical warning signs to “test for”

see Problem Gambling on page 30

Prevent Bullying and Suicide on Staten Island

By Steven Chan, MPH,

Maralie Deprinvil, MPH,

Jazmin Rivera, MPH,

Adrienne Abbate, MPA,

The Staten Island Partnership for
Community Wellness

n recent years, Staten Idand (SI) has

taken up the nationwide call to action

to address suicidal behaviors among

youth. During a May 2018 roundtable
discussion on mental health issues facing
youth, hosted by local elected officials and
attended by a multisectoral group of pro-
fessionals from schools, mental health pro-
viders, community-based organizations,
and city agencies, anecdotes from clini-
cians at pediatric behaviora hedth outpa-
tient clinics raised concerns about the in-
creasing acuity of suicidal behaviors
among children as young as 7 years old.
Although these instances among young
patients were considerably rare, clinicians
cited the extent to which some patients
went, sharing that some patients reported
tying objects around their necks like a
noose or testing if certain curtain rods were
strong enough to support their weight. Cli-
nicians connected these behaviors with
increasing numbers of kids at younger ages
talking about feelings of vulnerability,
anxiety, and lack of control. Bullying was
also prominently discussed at the roundta-

ble, with stories about how arise in bully-
ing, especidly electronic bullying, has con-
tributed to similar feelings of vulnerability,
anxiety, and lack of control. This connec-
tion between bullying and suicide has been
well documented, but this roundtable high-
lighted the urgent need for our community
to delve deeper at the local level to better
understand how bullying and suicide affect
SI youth, and assess our community’s ca-
pacity to meet these challenges.

Following the roundtable, the Staten
Island Partnership for Community Well-
ness (SIPCW), which serves as the back-
bone organization for TYSA, a collective
impact initiative focused on addressing
the behavioral health needs of Sl youth,
took the lead in conducting an assessment.
SIPCW completed eight key informant
interviews (KIls) with adolescent mental
health service providers on Sl, including
staff from school-based health centers
(SBHC) and outpatient behavioral health
clinics. Interviewees shared their insights
on bullying, suicide, and the relationship
between the two, and offered recommen-
dations on community-led approaches to
address these issues. SIPCW will use
these recommendations as a roadmap to
engage partners from various sectors in
affecting systemic changes in the way that
families, schools, and communities ad-
dress bullying and suicide.

During the KllIs, the experts identified

specific risk and protective factors that
contribute to bullying and suicide. Identi-
fied risk factors for bullying included low
sense of self-esteem and self-worth, weak
social support systems, and could coin-
cide with belonging to one or more mar-
ginalized groups based on sociodemo-
graphic factors like age, race/ethnicity,
sexual orientation, gender identity, dis-
ability, and family income. Identified risk
factors for suicidal behaviors included
feelings of sadness, hopelessness, depres-
sion, anxiety, and social isolation, past
suicidal behavior, history of substance
use, loss of a loved one, and barriers to
accessing mental health and other suppor-
tive services. A young person’s home life,
including if there is a family history of
mental illness or substance use, negative
parent-child relationship, and/or involve-
ment with child services are also impor-
tant factors to consider. It may not be any
single factor that causes a child to exhibit
suicidal behaviors, but rather, the aggre-
gation of several factors.

When discussing protective factors
against bullying and suicide, the shared
overlap in these protective factors was
apparent, namely strong resiliency and
problem solving skills, a strong support
system that fosters a sense of connected-
ness, and adequate access to mental health
services. The following recommendations
were identified through the Klls and focus

on strengthening these key protective fac-
tors by giving youth the skills to navigate
challenging situations like bullying and
suicide and affecting environmental strate-
gies that focus on changing the community
landscape.

Building resiliency and problem-solving
skills: Strong coping, resiliency, and prob-
lem solving skills equip children to navi-
gate and communicate through challenging
Situations. By adopting and implementing
formalized Social-Emotional  Learning
(SEL) curricula early in a child’s develop-
ment (during elementary and middle
school), children will develop the socia
emotional regulation skills they need to
meet life’s challenges and thrive in their
socia and learning environments. SEL
provides a strong foundation that enables
children to identify and understand their
own feelings, regulate their emotions,
effectively communicate their thoughts
and feelings, and assess situations to re-
spond appropriately. By developing these
SEL skills early on and reinforcing this
instruction throughout their development,
generations of youth will learn to treat
themselves and each other better.

Empowering bystanders to stand up
against bullying: Bystanders may feel
helpless and unsure of how to stop bully-
ing, or they may fear that by stepping up,

see Bullying on page 28
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they could become the bully’s next target.
Strong SEL skills will help youth to feel
more empowered to help their peers, but it
is still necessary to provide the appropri-
ate skills to de-escalate tough situations
when faced with bullying. Bystander in-
tervention trainings at school can help to
build these skills and show youth how to
support othersin solidarity.

Teachers and other school staff can
also benefit from these trainings. Since
they interact with students on a daily ba-
sis, they should be considered frontline
staff in identifying and addressing bully-
ing. As trusted adults, they should be em-
powered to intervene whenever they see
any child being bullied or treated un-
kindly, and be aware of the mental health
resources available at school to connect
students to additional support. School
staff need to reinforce these bystander
intervention skills with their students
whenever possible, and can do so by es-
tablishing norms around caring for and
respecting one another, both in and out of
the classroom.

Promoting family and community con-
nectedness. Families do not always have
the right tools to support their children
emotionally, and could benefit from re-
sources that reinforce family connected-
ness through strengthening key parenting
skills. These parenting skill programs will
build caregivers’ knowledge of healthy
and age-appropriate child development,
effective communication methods, behav-

ioral management, and conflict resolution.
Such programs will help caregivers de-
velop and improve critical skillsin foster-
ing a nurturing and supportive environ-
ment for their children, which studies
have shown to be effective in reducing
adolescent risk behaviors like bullying
and suicide (Devid-Ferdon et al., 2016).
Caregivers who can help their children
work through challenges in a productive
way can foster resiliency skills that will
help in navigating, and hopefully, pre-
venting, bullying and suicide.
Community-based programs should
be safe and inviting spaces where all
young people are accepted. These should
be spaces where young people can build
themselves up, feel valued and appreci-
ated, interact with peers and mentors,
and feel comfortable sharing their per-
sonal challenges. In stressful times, the
connections forged through these com-
munities can be critica lifelines to so-
cioemotional support. One clinician em-
phasized that “if they are building them-
selves up, they’ll be too busy to let oth-
ers bring them down,” stressing that
these programs help to build resilience to
weather the shock of external trauma like
bullying. It is important to engage school
- and community-based leaders like
teachers, team coaches, and faith-based
leaders, who are already working with
youth, and train them to be ambassadors
for general wellbeing and mental health.
By providing school staff and commu-
nity leaders with the skills to identify
behavioral health challenges like bully-

ing and suicidal ideation, and supporting
them in helping these young people, we
can reach youth with the support they
need in more non-traditional spaces.

Building Pathways to Access Mental
Health Services: SBHC clinicians noted
how each school’s mental health re-
sources and capacity can differ widely,
and may not necessarily be equipped to
meet the needs of all students. SBHC cli-
nicians may be adept at screening for
mental health needs and making referrals
to school- and community-based services,
but oftentimes, there are not enough re-
sources in schools and communities to
meet students’ needs. For short-term men-
tal health support, school social workers
can provide services, but long-term treat-
ment plans are not possible. All SBHC
staff that we spoke with acknowledged
the overwhelming shortage of local men-
tal health providers, which poses a major
barrier to treatment. Agencies simply do
not have adequate staffing and resources
to respond to all these urgent cases in a
timely manner. Wait times for an appoint-
ment can take months, which strains the
healthcare system and frustrates parents,
children, and clinicians.

Increasingly, the task of managing
mental health treatment is falling onto
physician generalists, both in school and
community settings, but they do not al-
ways have the confidence or comfortabil-
ity to manage patients’ mental health
needs, especially cases involving suicidal
ideation. SIPCW recommends additional
professional development for pediatri-

cians to build confidence and competency
in addressing milder cases to relieve pres-
sure from the overstretched mental health
outpatient clinics. Increased collaboration
between pediatricians and psychiatrists
through case conferencing would support
exchange of best practices and facilitate
more seamless patient-centered care. Ad-
ditionally, the emergence of telehealth
offers opportunities to close some of these
gaps in services, and providers should be
supported in building their tele-capacity
moving forward.

Addressing the existing culture of bul-
lying requires a community-wide realign-
ment with a thoughtful, strategic ap-
proach. All stakeholders need to work
collaboratively to address this deeply en-
trenched bullying culture through evi-
dence-based strategies as a means to pre-
vent suicides. If we can change the com-
munity norms around bullying and suicide
through collective action, we can improve
mental health and wellbeing for future
generations of young people.

For more information, reach out to
Maralie Deprinvil (maralie@sipcw.org) or
visit www.sipcw.org.

Steven Chan, MPH, is Evaluation Co-
ordinator; Maraie Deprinvil, MPH, is
Senior Coordinator of Behavioral Hedth
and Contracts; Jazmin Rivera, MPH, is
Director of Behavioral Hedth & Evalua-
tion; and Adrienne Abbate, MPA, is the
Executive Director, at The Staten Island
Partnership for Community Wellness.

Zero Suicide from page 22

as a systems issue rather than blaming of
individual staff members and solely fo-
cusing on liability issues. TRAIN is the
second implementation element (develop
a suicide prevention competent work-
force). Finaly IMPROVE (data driven
quality improvement) is the third imple-
mentation element. These elements em-
phasize the necessity for everyone in the
system to receive excellent suicide risk
training and also learn the most effective
strategies for interacting with a suicidal
population. In addition, data collection
creates additional assessment of pro-
gress and informing necessary revi-
sions. The four clinical elements in-
clude: IDENTIFY (screening and assess-
ment of suicide risk), ENGAGE
(ensuring pathways to care), TREAT
(using effective evidence based best
practices and TRANSITION (continuing
contact and follow-up).

Asof April 12017, 177 mental health

clinics have elected to participate in the
implementation of the ZS model
(Labouliere, et al., 2018). The National
Institute of Mental Health (NIMH) has
funded grants evaluating the efficacy of
the ZS model. This is the most signifi-
cant implementation and evaluation of
ZS that has yet to be conducted. This
essential work serves as a continuous
quality improvement project undertaken
by the NY S Office of Mental Health Bu-
reau of Evidence Based Services, with
funding from the NIMH to test and
evaluate implementation strategies.

NY S has served as a test system for out-
patient ZS research. New York was chosen,
because it is representative of standard out-
patient care across the United States. Few
outpatient behavioral hedth clinics have
established systematic protocols for identi-
fying, treating, and monitoring patients at
elevated suicide risk. There is aso no uni-
versa protocol for documenting and sharing
information across treatment settings (NY S
Office of Suicide Prevention, 2016).

AIM-SP

All of the participating clinics areimple-
menting the operationdization of ZS proce-
dures. This abbreviation stands for Assess,
Intervene and Monitor for Suicide Preven-
tion. It is Structured to provide basic care,
including universal screening and compre-
hensive risk assessment regularly, as well as
engaging high-risk patients with individua-
ized care and increased contact with their
outpatient behavioral health team.

All patients are screened for risk at
intake, as well as quarterly treatment plan
review and on an as needed basis using
the Columbia Suicide Severity Rating
Scale (C-SSRS; Posner, et a., 2011). This
reliable rating scale measures current and
past suicidal ideation, suicide attempts,
preparatory behaviors as well as non-
suicidal self -injury (NSSI). Brodsky, et
al., 2018 define NSS| as a deliberate self-
harm behavior performed with no intent
to die (Brodsky, et al., 2018).

Suicide specific psychosocial treat-

Genoa Healthcare pharmacies offer:

We’re here

for you.

Free medication

[\

mailing or delivery =

Learn more at www.genoahealthcare.com.

ment (CBT and DBT) as well as follow-
ing the APA practice guidelines for sui-
cide are used to incorporate ldentifying
risk and protective factors. There is a
careful review of demographics, psychiat-
ric family history, diagnosis, trauma and
protective factors to target precipitants to
self-harm. The goa continues to be pre-
venting post-therapy attempts and real
attempts, decreasing hospitalization and
decreasing emergency department visits.

We are seeing important micro and
macro level changes that are inspiring and
increase our feelings of hope moving for-
ward. David Covington with Dr. Michaegl
Hogan, former NYS Commissioner devel-
oped the Zero Suicide Initiative.
(Covington, et a., 2019) has described ZS
as the dogged pursuit of perfection in
hedlthcare leading to remarkable success at
reducing the number of lives lost to suicide
in health care systems.

To reach the authors email Dr. Bush at
Drrachelwbush@gmail.com and Dr. Ger-
son at DrJohn@DrJohn123.com.
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The Suicide Crisisfrom page 1

experience of discrimination, prior sui-
cide attempts (although 60% of suicide
decedents have never previously at-
tempted suicide), family or spousa his-
tory of suicide, and a history of childhood
trauma or being bullied.

According to the interpersona theory
of suicide, two critical factors are a lack
of “social connectedness” and a sense of
“burdensomeness.”

The more risk factors, the greater the
risk, but completed suicides are statisti-
cally rare even among people with several
risk factors.

Why are Suicide Rates Rising and
What Can be Done About It?

There are two broad but not mutually
exclusive perspectives from which these
guestions can be answered—clinical and
sociological.

Theclinical perspectiveon suicide is
based on the fact that about 90% of the
people who complete suicide suffer from
a mental illness, usually an affective dis-
order, especially mgjor depression. There
are also high rates of suicide among peo-
ple with schizophrenia (especially during
their first psychotic break), substance de-
pendence (especially acohol or opioids),
or PTSD (especialy veterans).

Does the rising suicide rate reflect ris-
ing prevalence of these mental disorders
or a decline in treatment? There is some
evidence that the prevalence of mental
and substance use disorders has risen, but
so has percentage of Americans getting
treatment. It is likely, however, that much
of the increase in treatment is of people
without a diagnosable disorder that sug-
gestsrisk of suicide.

Despite the ambiguity of epidemiologi-
cal evidence, there is widespread agree-
ment that rising suicide rates reflect fail-
ures of the American behavioral health
system.

Some mental health advocates make
the broad claim that rising suicide rates
are the outcome of deinstitutionalization,
i.e. of reducing psychiatric hospital beds
without providing adequate alternatives in
the community. The problem with this
claim is that suicide rates declined in the
United States during the peak years of
deingtitutionalization. That notwithstand-
ing, some argue that the reduction of psy-
chiatric hospital beds has reached a tip-
ping point and that now more are needed.

Another line of thought concludes that
rates of suicide declined when anti-
depressants were introduced and that rates
of suicide increased when a warning was
issued about potentially deadly side-
effects of anti-depressants. The problem
with this point of view is that overal the
use of antidepressants has increased while

Paul S. Nestadt, MD

suicide rates have been rising. It may be,
however, that they are being used by peo-
ple who have low suicide risk while use
by people with higher risk has diminished.
Advocates of this perspective call for
more targeted use of anti-depressants.

Many behavioral health advocates are
skeptical about claims that more meds or
beds will bring down suicide rates. But
virtually all mental health advocates agree
that tremendous improvements in the na-
tion’s mental health system are needed.
There was strong support for the recently
legislated creation of a 988 number for
psychiatric crisis intervention. And there
is aso strong support for enhancing the
capacity to provide access to quality of
behavioral health services.

There is also widespread agreement
that identification of suicide risk needs to
improve. Considerable attention focuses
on primary care physicians because 45-
70% of people who take their own lives
have been to the doctor within thirty days
of their suicides. Would more screening
by physicians make a difference? There
is some debate about the value of screen-
ing specifically for suicide risk because
these screening instruments reveal suici-
dal ideation but not the likelihood of com-
pleting suicide. Because of the relative
rarity of completed suicide, these screen-
ers are plagued by false positive screens
for suicide, as well as unacceptable levels
of even more tragic false negatives. Still,
there is general agreement that screening
for depression and substance abuse could
be helpful. (Failure to screen, of course,
does not explain the rise in suicide rates
since doctors were certainly not screening
for suicide when suicide rates were lower.)

Suicide prevention advocates also call
for better training of behaviora health
professionals and other health and human
service providers not only in identification

Michad B. Friedman, LM SW

of suicide risk but also in management of
risk. Traditional efforts of distinguish
between serious suicide risk and suicidal
thoughts not likely to result in attempts
focused on questions such as whether the
person had a plan and the means to com-
plete suicide. That is important, but it is
now known that most suicides are impul-
sive. So, the key appears to be developing
a safety plan that helps a person consider-
ing suicide not to attempt it if the impulse
becomes strong. Very importantly, this
involves limiting access to the means of
suicide, especially guns. Training in this
shift in orientation about people with sui-
cidal ideation could make a significant
difference.

Clinicians, of course, have a responsi-
bility to take protective action if a patient
is a clear and present danger to self or
others. What they should do depends on
the circumstances, and legal requirements
vary from state-to-state. Call 911, call a
mobile crisis team, make a report of dan-
gerousness to a local authority, call for
removal of weapons from the home, begin
an inpatient or outpatient commitment pro-
cedure? It is not clear that behaviora
health and other health and human services
professionals working in community set-
tings are well-informed about what actions
to take, or even the extent of their lega
tools aswritten in their own jurisdictions.

The sociological perspective on sui-
cide has a long history harking back to
Emile Durkheim, who studied suicide
rates at the end of the 19th century. He
identified a number of sociological factors
that increase the risk of suicide, most fa-
mously “anomie”.

Social determinants of mental and sub-
stance use disorders and of suicide have
become an increasing focus of concern in
recent years. For example, considerable
attention has been paid to the ease of ac-

cess to guns in the United States and to
the apparent link between economic cir-
cumstances and suicide rates.

There is strong evidence that dtates
without meaningful gun control laws have
higher rates of suicide than states with such
laws even after controlling for important
differences such as rurality and race. This
leads most behavioral health professionals
to call for strong gun control measures.

There is aso historica evidence that
suicide rates rise and fall with the econ-
omy. But in the United States the current
rise in suicide rates does not seem to be
closely linked to the economy. Yes, sui-
cide rates went up during the great reces-
sion that began in 2008, but they contin-
ued to go up as the economy grew
stronger. In addition, in the European Un-
ion, suicide rates have trended down since
the turn of the century even though the
vicissitudes of their economies have par-
alleled those in the United States.

Ann Case and Angus Deaton have
developed an interesting theory that links
economic factors to what they call “deaths
of despair.” The link, they say, and the
reason for the declining life expectancy in
the United States even before the pan-
demic, is not between suicide and the
overall economy but between it and a
particular subpopulation that has rising
rates of suicide, drug overdose deaths, and
alcohol-related deaths. This subpopulation
consists of white working age men with
no more than a high school education—a
subpopulation that is increasingly closed
out of upward mobility or even economic
stability in America. In their most recent
book, they link “rising deaths of despair”
with failures of capitalism and call for
progressive social changein America. It is
interesting that they have been criticized
for failing to identify People of Color and
women as part of the population in de-
spair in America

There are other theories of social
causes of suicide. For example, Julie Phil-
lips notes that the rise of suicide in Amer-
ica has taken place especialy among the
Baby Boom generation. Raised with a
promise of happiness, this generation may
be more vulnerable to disappointments.
Other possibilities include a growing
sense of disconnectedness and dislocation
in a society marred by vast economic,
racial, and political divides. Or perhaps a
loss of traditional values and sources of
meaning as reflected in the decline of
participation in religious institutions is
driving despair and suicide. Or perhaps it
is changes in family culture--fewer mar-
riages, more mobility, less acceptance of a
responsibility to care for one’s own. Or
perhaps it is the significant rise in social
isolation, or despair about the state of the
world and the future of the human

see The Suicide Crisis on page 31

Individuals - Couples - Families - Older Adults
Medicare Provider - Addiction and Recovery Therapy
Mindy Appel, LCSW, ACSW, LMFT
mindyappel.com  appelmindy@gmail.com
Located in Delray Beach Florida
Call for Appointment (561) 926-7858
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Veteran Suicide from page 14

Army Captain and current Clinical Psy-
chology Pre-Doctoral Fellow. Both virtual
presentations are CME-accredited and
will be recorded and made available on
the NY SPA website in the Fall 2020.

NYSPA’s VMH-PCTI presentations,
originally designed as one hour in-person
trainings, have been presented at teaching
hospitals and other educational settings as
well as off-campus venues. These virtual
presentations and recordings are ongoing,
while NY SPA will resume in person pres-
entations when federal and state guidance
indicates it is safe in light of the COVID-
19 pandemic. In addition, NY SPA part-
nered with the Medical Society of the
State of New York and the New York
Chapter of the National Association of
Social Workers to host several VMH-
PCTI conferences consisting of dozens of
presentations for community mental
health providers as well as primary care
specidists. The VMH-PCTI is made pos-
sible by grants from the New York State
Legidlature and is administered through
the New York State Office of Menta
Health. The VMH-PCTI is an important
component in addressing a recommenda-
tion of Governor Cuomo’s Suicide Pre-
vention Task Force and its 2019 report
that call on State agencies to “ ... coordi-
nate to develop a curriculum for health-
care workers to increase their understand-
ing of the unique needs of the Veteran
population.”

Learn about VA Suicide Prevention
Resources. The VA launched general
programs and services to prevent Veteran
suicide that include the provision of Sui-

cide Prevention Coordinators a each
VHA facility to monitor at-risk patients,
development of a suicide hotline specifi-
cally for Veterans, design and implemen-
tation of a medical records-based algo-
rithm to identify high risk Veterans and
extensive suicide prevention research
portfolio (see the 2019 National Veteran
Suicide Prevention Annual Report, pp. 28
-29, for a comprehensive list). These ef-
forts produced significant improvements
in the care and treatment of high-risk Vet-
erans and decrements in the suicide rate of
Veterans who seek VA care.

Become Aware of State and National
Veteran Suicide Prevention Efforts.
Prompted by escalating suicide rates in
Veterans, recent legislative action at the
federal level includes the passage of the
Clay Hunt Suicide Prevention for Ameri-
can Veterans Act (2015) and ‘President’s
Roadmap to Empower Veterans and End
the National Tragedy of Sui-
cide’ (PREVENTS) task force charged
with focusing on community engagement
strategies (Executive Order 13861, 2019).
This order encourages federal govern-
ment, academia, employers, members of
faith-based and other community, non-
governmental, and non-profit organiza-
tions and the Veteran community to all
work together to develop a strategy that
will truly impact the current epidemic
faced by Veterans. Funding opportunities
are till in development and will hopefully
be announced later in 2020.

Additionally, the Mayor’s Challenge to
Prevent Suicide Among Service Mem-
bers, Veterans, and their Families run by
the Substance Abuse and Mental Health
Services Administration (SAMHSA) and

the VA provided 24 cities across the na-
tion, information, resources and support
for addressing Veteran suicide at the local
and community level. This evolved into
the Governor’s Challenge, launched in
February 2019 in seven states. New Y ork
State participated in the second round of
the Governor’s Challenge and is in the
process of building its proposal. Ele-
ments will include projects to help better
identify at-risk Veterans, programming
targeting Veterans upon leaving military
service and projects aimed at gun safety
and lethal means safety trainings for cli-
nicians, family and others who interface
with Veterans.

Expand your use of Lethal Means
Safety. One of the best ways to reduce
suicide rates is to more effectively imple-
ment lethal means safety techniques and
strategies. As firearms is associated with
over 70% of Veteran deaths, asking pa-
tients about gun ownership, gun access
and storage, use of gun locks, plusinvolv-
ing loved ones in the discussion if neces-
sary, can be life-saving. Consider addi-
tional training by taking a “Counseling on
Access to Lethal Means” (CALM); a two
hour workshop accessible at
WWW.SPrc.org.

With the impressive increase of col-
laborative efforts, fostering of community
partnerships, education efforts across the
population and public messaging cam-
paigns raising awareness about Veteran
suicide, we can make a difference.

The following is additional informa-
tion regarding New York’s Veteran popu-
lation. New Y ork has the fifth largest Vet-
eran population in the U.S. with 838,000
Veterans living in the State (NY Health

Foundation, 2017). Approximately 93%
of NY’s Veterans are men and approxi-
mately 7% percent are women. The Vet-
eran population of women Veterans is
expected to top 10% by 2025 (NY Health
Foundation, 2017). The National Center
for Veterans Analysis and Statistics pro-
vides a further breakdown of the Veteran
population in NYS by age group
(Department of Veterans Affairs National
Center for Veterans Analysis & Statistics,
2014): 18 to 34 year olds — 6.6%; 35 to 54
year olds — 20.0%; 55 to 64 year olds —
16.8%; 65 to 74 year olds — 27.0% and,
75 years and over — 29.5%. The period of
service for NY’s Veterans (NY Health
Foundation, 2017) is as follows: World
War 1l — 51,000 (6%), Korea — 91,000
(11%), Vietnam — 269,000 (32%), Gulf
War Era — 219,000 (26%) and, Post-9/11
only — 94,000 (11%). Out of New York’s
62 counties, the five with highest popula-
tion of Veterans: Suffolk with 72,000,
Erie with 61,000, Nassau with 52,000,
Queens with 50,000 and Kings with
46,000 (NY Health Foundation, 2017).

Marianne Goodman, MD, is a Profes-
sor at the Icahn School of Medicine at
Mount Snai and Director, Suicide Pre-
vention Research and Treatment Pro-
gram, and Deputy Director of the Veter-
ans Integrated Service Network (VISN)
Mental Illness Research, Education,
Clinical Center (MIRECC) at the James J.
Peters VAMC, Bronx NY. Richard Gallo
is the Government Relations Advocate for
the NYS Psychiatric Association. Jamie
Papapetros is Research and Communica-
tions Coordinator for Richard Gallo and
Gallo Associates.

If You Are Feeling Hopeless, Call the National Suicide Prevention Hotline: 1-800-273-8255

Care Transitions from page 21

there exists a push and pull tension be-
tween having so many places to choose
from to get help and stringing services
together in one integrated setting.

Do Not Miss the Moment

The COVID-19 pandemic is devastat-
ing many people’s lives and wellbeing.
The increased risk and uncertainty having
elevating effects on feelings of anxiety,
depression and/or suicide, especidly for
people who are aready vulnerable to be-
havioral health conditions. Calls to the
National Alliance on Mental |IlI-
ness’ (NAMI) HelpLine are up 65% in
comparison to ayear ago.

The pandemic has caused the field to
make remarkable speed and progress in
transitioning to virtual appointments.
Where it has led to more access to care
and getting care, telehealth is working
effectively for many. However, it in-
volves a different framework that is
more complicated with the use of caring
contacts.

So, let us srengthen and buildup the
system to function as a true continuum of
care that can prevent suicide and other
deadly maladies. There is excdlent evi-
dence on when, where, and how we can
make a difference in the number of suicides
and people returning to emergency depart-
ments and inpatient facilities. Hospitals,
emergency departments and crisis centers
can implement Safety Planning Interven-
tions (SPI). Certified Community Behav-
ioral Hedth Clinics (CCBHCs) are already
required to have formal partnerships with
inpatient and outpatient providers, 24-hour
crisis regponse services and serve people
regardless of their ability to pay.

In creating a more integrated,
neighborhood-based safety net that con-
nects all parts of the service delivery sys-
tem, there are several cost-effective meas-
ures for suicide prevention upstream. This
may hold the greatest promise for saving
the greatest number of lives: inpatient and
outpatient working as a collaborative
team and maintaining connections with
individuals during care transition to en-
sure continuity, shared responsibility and
that somebody else out there cares.

“From the ashes a fire shall be woken, A light from the
shadows shall spring; Renewed shall be the blade that was
broken, The crownless again shall be king.”

J.R.R. Tolkien, The Fellowship of the Ring

Problem Gambling from page 27

problem gambling. It can be very difficult
to spot, so it may be difficult to know if
someone is struggling with this and may
be having suicidal ideations. While there
are no physical signs, there are still signs
to look for if you think someone may be
struggling with a gambling problem.
Some things to look for are:

* being absent from friend/family events
because of gambling,

* feeling stressed or anxious when not

gambling,

* low work performance due to absence
or preoccupation with betting, and

* lying to family and friends about how
much money and time is gpent on gambling.

» relying on others to get out of debt, ask-
ing for loans or bailouts

* using money needed for necessary ex-
penses, such as food, rent, or medication
for gambling

While we cannot physically test for
problem gambling, there are screening
and diagnostic tools that can be used to
initiate a conversation about gambling. A
common tool to use is the Brief Biosocial
Gambling Screen, or the BBGS. It is a
simple three question screen that consists
of yesor no answers.

* During the past 12 months, have you
become restless, irritable or anxious when
trying to cut down on gambling?

* During the past 12 months, have you
tried to keep your family or friends from
knowing how much you gambled?

* During the past 12 months, did you have
such financia trouble as a result of your
gambling that you had to get help with living
expenses from family, friends or welfare?

If you, someone you know, or aclient
you work with answers yes to any of
these questions, it may be time to start
talking about problem gambling. Prob-
lem gambling can affect anyone at any
point in their lives and can impact
friends and families of those struggling
with their gambling. It can develop into
a gambling disorder, which leads to
damaged relationships with loved ones,
difficulty at work, and financial prob-
lems. These problems can be detrimental
to an individual's mental health. It is
important that we start to realize the im-
portance of talking about problem gam-
bling, and what impacts it may have on
individuals. If we take the time to edu-
cate ourselves and start the conversation,
we can help break the stigma and shame
out of problem gambling and get those
struggling the help that they need. If you
or someone you know is struggling with
problem gambling, they can visit
NY ProblemGamblingHELP.org to find
out more and get connected to resources.


https://www.nami.org/help
http://www.suicidesafetyplan.com/uploads/Safety_Planning_-_Cog___Beh_Practice.pdf
http://www.suicidesafetyplan.com/uploads/Safety_Planning_-_Cog___Beh_Practice.pdf
NYProblemGamblingHELP.org
http://www.sprc.org
http://www.behavioralhealthnews.org/
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The Suicide Crisisfrom page 29

species. It will certainly be interesting to
see whether suicide rates rise during and
after the pandemic, which brings its own
set of anxieties, new levels of isolation,
economic turmoil and unemployment, an
increased rate of gun ownership, and grief
both for a lost way of life and more con-
cretely for lost loved ones.

What To Do?

Clinical Improvements. There is
widespread agreement that whatever the
cause of rising suicide rates, reversing the
trend requires improving both the physical
and behavioral health systems. This
would include:

 Establishing a 988 number to call in-
stead of 911 in a psychiatric crisis

» Improving identification and treatment
of mental and substance use disorders in
primary health care

 Improving the response to demoralizing
health conditions

e Improving pain management using non-
opioid interventions

* Improving integration of the physical
and behavioral health care

* Increasing capacity, access, and quality
in the behavioral health system

* Increasing the use of safety plans for
people considering suicide—including
safe storage or removal of guns

* Increasing early intervention for people
experiencing their first psychotic break

» Enhancing outreach to populations at high
risk of attempting or completing suicide

* Increasing public education to combat
stigma, to increase public understanding
of behavioral health, and to increase
knowledge of how to get help.

Societal Interventions: Given the so-
cid determinants of behaviora health
problems in general and suicide in particu-
lar, it is important to work towards social
change as well as dlinicd improvements.
Thisisespecidly critical after recognizing the
inadequecies of our current individual risk
assessment tools. A public health approach,
intervening at the population leve, isvitd.

Perhaps most importantly this includes
efforts to reduce access to guns. But it
should also include efforts to reduce so-
cial isolation; address poverty, disparity,
and discrimination; address economic
structures that result in disconnection
from opportunity as well as accessto care;
address social divides that result in dis-
connection; and even try to address the
human need for meaning.

Challenges and Opportunities
of the Pandemic

Suicide, though a continuing epidemic,
has fallen under the shadow of the pan-
demic, which now, and for good reason,
draws attention away from most other

health-related issues. The pandemic, at
this writing, has caused twice as many
deaths in half a year as suicide did in all
of last year. But the pandemic has also
had psychological fallout that has created
great concern and has produced innova-
tive interventions such as tele-health and
outreach to combat social isolation and
more. Perhaps, these innovations will fa
cilitate connections with people at high risk
of suicide both to counter their isolation
and to make treatment more accessible.

Paul S. Nestadt, MD is Assistant Pro-
fessor of Psychiatry at the Johns Hopkins
School of Medicine, with a clinical focus
on severe mental illness and a research
focus on the epidemiology of suicide. Mi-
chael B. Friedman, LMSW was Founder
and Director or the Center for Policy,
Advocacy, and Education of MHA of NYC
until he retired in 2010. He continued to
teach at Columbia University School of
Social Work until 2019. Now he serves as
a volunteer behavioral health advocate
with AARP of Maryland. He can be
reached at mbfriedman@aol.com.

Campus from page 24

meanwhile, have the authority to in-
crease access to services and resources
on campus, promote their availability,
and encourage students to use them. One
such service is Crisis Text Line, a free,
24/7 texting service in which students,
faculty, and staff can anonymously text
with at trained counselor about issues
related to depression, anxiety, suicidal
ideation, substance misuse, relationship
problems, domestic violence, and stress
and anxiety resulting from the COVID-
19 pandemic by simply texting “Got5U”
to 741-741. Administrators, faculty,
staff, and students may promote the
availability of these services with pub-
licly available, college-specific market-
ing materials. Administrators can also
choose to add Crisis Text Line informa-
tion along with other campus-specific
resources on the backs of student ID
cards so that these resources are readily
available to all students at all times.

Train the Campus Community to Iden-
tify Quicide Risk and Refer to Services.
Students, faculty, and staff are al gate-
keepers aike, coming in contact with oth-
ers on a daily basis who may be at risk of
suicide. Evidence-based trainings such as
Question, Persuade, and Refer (QPR) are
designed to educate people about the
myths of suicide, warning signs, and ways
to persuade suicidal individuals to seek
help. The online, self-paced QPR course
isavailable free of charge to campus com-
munities across New York State. Lim’s
conclusions, while perhaps well-meaning,
contradict the facts. Everyone has a role
to play in preventing suicide. Increasing
access to training will provide students,

faculty, and staff with the knowledge and
skills required to make an impact.

Practice Intersectionality. Certain groups
are at higher risk for suicide including
those identifying as Lesbian, Gay, Bisex-
ual, or Transgender (LGBTQ+), Native
Americans, and veterans. In addition, sui-
cide attempts among Black adolescents
increased 73% between 1991 and 2017
(Lindsey et al., 2019), and Black Ameri-
cans have seen a spike in depression and
anxiety following the recent tragedy of
George Floyd earlier this year. Asian
Americans are the least likely racia group
to seek mental health services. Under-
standing the weight of overlapping risk
factors will help not only to develop inter-
sectional solutions but also to build com-
munity and empathy.

Provide Virtual Accessto Services and
Resources. The COVID-19 pandemic has
changed day-to-day life, emphasizing the
need for virtual services and resources
that support mental health. This has al-
ready been demonstrated in the shift to-
wards teleheath through college health
centers. In addition to this, it is important
to ensure that other services and resources
remain available to students in a virtual
environment including club connections
and faculty/staff mentorship. And again,
raising awareness of the availability of
Crisis Text Line and how simple it is to
text “Got5U” to 741-741 for immediate,
24/7 support can play a central rolein this
strategy.

Perspective from Brett Harris, DrPH,
Clinical Assistant Professor, University at
Albany School of Public Health: As an
alumna of Cornell University, | am very
familiar with the role that colleges and
universities play within their larger geo-

graphical communities. Cornell, located
in Tompkins County, is the central hub of
the county along with Ithaca College and
TC3. When | was a student at Cornell, |
worked on a longitudinal research project
with a professor for which | traveled a
two-hour radius from Cornell to interview
adolescents and their parents in their
homes. As a student insulated within a
largely diverse, almost metropolitan uni-
versity setting, it was eye-opening to see
how only a few minutes’ drive from cam-
pus, and for hours thereafter, the demo-
graphic makeup, population size, and ge-
ography changed to vastly rural and low-
income.

Rural areas are disproportionately im-
pacted by suicide. According to data from
the Centers for Disease Control and Pre-
vention, the suicide rate in rural New
York is significantly greater than the state
average (13.1 vs. 8.3/100,000) and in-
creased at a greater rate between 2000 and
2018 (47% vs. 40%). To explore ways to
support rural communities across New
York, | assembled a research team at the
University at Albany School of Public
Health — including interns Catherine and
Juliana Rich from Cornell — to conduct a
New York Rural Mental Health Listening
Tour. The overal goa of the project is to
increase our understanding of the unique
characteristics of rural communities that
may contribute to mental health concerns
and increased risk of suicide. Through
conversations with local Directors of
Community Services, other behaviora
health stakeholders, and general commu-
nity members, we have learned that no
statewide or regional approach will suffi-
ciently mitigate the risk of suicide. Each
county faces unique challenges — which is

why it is critical to listen to each commu-
nity and work to understand the varying
forces at play.

Our listening tour consists of two fo-
rums per county: one with behavioral
health stakeholders and one with commu-
nity members at-large. We have forums
planned in multiple counties this fall in-
cluding Essex, Clinton, Franklin, St. Law-
rence, and Wyoming, andY ates counties
and plan to recruit additional counties in
the spring. Once each set of forums is
complete, we will develop a county-
specific report and set of recommenda
tions that we will share and discuss with
each county.

Conclusion: Suicide is a significant
public health problem that is often ampli-
fied by context. We presented the institu-
tion of higher education and the rural geo-
graphical context in this article, but there
are many others that underscore the im-
portance of a comprehensive approach to
suicide prevention. What we know, what
gives us hope, and what drives our efforts
is that suicide is ultimately preventable.
This aone can guide us in overcoming
challenges and striving toward mental
wellness within our communities.

If you are in crisis, please call the
National Suicide Prevention Lifeline at 1
-800-273-TALK (8255) or contact the
Crisis Text Line by texting “Got5” to
741-741.

Catherine Choi is a Sudent at Cornell
University, and Brett R. Harris, DrPH is
Clinical Assstant Professor at the Univer-
sty at Albany School of Public Health. For
questions or comments related to this arti-
cle, please address correspondence to Brett
Harris, DrPH at bharris@albany.edu.

Using Local Data from page 18

suicide-specific treatment tools into our
training and workflows. We are expanding
our joint training with agencies that serve
those impacted by family violence. Com-
munity education has been a high priority
for us, as evidenced by our ongoing Com-

munity Conversation series that has ad-
dressed multiple aspects of suicide and its
impact on families and the community; by
our delivering safeTALK and ASIST for
the general community as well as by deliv-
ering site-specific training at businesses, in
school communities and at other sites. Pro-
viding community education on this sensi-

tive topic is challenging during the COVID
-19 redtrictions. However, as the need for
these conversations and training continues,
we are exploring ways to safely deliver
suicide awareness and prevention training
through virtua platforms.

September is Suicide Prevention
Month. This year especialy, as our com-

munities experience an increase in multi-
ple stressors associated with heightened
risk of mental heath challenges, sub-
stance use and risk of suicide, it is fitting
that our SFRT will hold its first formal
review. We are optimistic that as in Ore-
gon, our work will achieve a significant
reduction in liveslost to suicide.


mailto:mbfriedman@aol.com
https://www.preventsuicideny.org/wp-content/uploads/2020/05/CTL.zip
https://www.preventsuicideny.org/wp-content/uploads/2020/05/CTL.zip
https://www.preventsuicideny.org/support-and-training-for-colleges-and-universities/
mailto:bharris@albany.edu
http://www.behavioralhealthnews.org/
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Latina Teens from page 20

Rico, Mexico, Ecuador, Columbia, Hon-
duras. The criteria for participation in the
LIP program is that youth must have a
psychiatric diagnosis, is receiving psychi-
atric and/or mental health services, attend-
ing school and have parental consent.

LIPfillsagap in the delivery of mental
health services for the Latinx population.
Incorporated into LIP intake is our Multi-
cultural Relational Approach for Diverse
Populations™, which integrates awareness
of — and sensitivity to — clients’ cultural
beliefs and preferences into all aspects of
service delivery; it promotes youth choice,
youth strengths, family participation and
resources. This approach successfully
moves our participants emotional and be-
havioral challenges towards greater resil-
iency, persona stability, independence,
health and wellbeing.

As the Latinx population in New Y ork
City (29%) and throughout the United
States continues to grow, it will become
even more vita for there to be programs
specifically designed for this often-
marginalized population of immigrant
communities. In the wake of the Covid-19
pandemic, this need increased even more.

Program Model

Comunilife embraces a culturally com-
petent and gender responsive approach to
the work. Our approach includes compre-
hensive, holistic case management ser-
vices, youth development groups, aca-
demic support, creative arts therapies, mu-
sic, civic engagement, heath/wellness
activities and supportive family services.

Each of these components, promotes
emotional growth, development of coping
mechanisms, healing and a strong sense
of community. In essence, these trauma-
informed activities create a language
used to communicate thoughts, feelings,
experiences and states of being. Through
this process, the participant with the
guidance of LIP staff, develops a per-
sonal vocabulary and uses this learned

language to communicate those states of
being that can defy verbalization and
containment in order to gain insight and
coping skills.

The programming Comunilife imple-
mented is integral to achieving LIP's pro-
gram philosophy of "Survive, Strive and
Thrive'. This means that LIP must be a
safe place in which to receive support
(survive), offer activities that allow the
teens to develop their unique voice
(strive), and provide tools that help the
teens envision and achieve goals (thrive).

For our Spring and Summer 2020 Pro-
gram, which was conducted remotely due
to the COVID-19 Pandemic, we created
“Unity” groups, where participants from
al four program sites (Bronx, Brooklyn,
Queens and Manhattan) were invited to
participate together in the groups facili-
tated by LIP case managers and the music
and art therapists. The goal was to en-
hance and build upon our LIP community
and connectedness among peers.

Family Engagement continues to be a
cornerstone of our work at LIP. Our more
than 12 years of experience has taught us
that working with the whole family is es-
sential to a young person’s
healing and devel opment.

At the beginning of the Covid-19 Pan-
demic, which disproportionately impacted
the families we serve and the communities
in which they live, we developed a new
weekly (Spanish language) parent support
group to help families navigate the crisis.
Each week, we developed interactive and
supportive conference calls to provide
extra support and aimed to help Caregiv-
ers identify and implement coping mecha-
nisms for themselves and for their family
members.

The weekly groups have given the par-
ents an opportunity to build a supportive
community where they can speak with one
another about their experiences and strug-
gles and get holistic support and strategies
to manage and navigate stress, anxiety,
depression and suicida ideation for them-
selves, their daughters, and their family
members. Through this collective experi-

ence, we are building a strong sense of
togetherness and solidarity and have pro-
vided our families with an opportunity to
process and heal from this and past trauma
as individuals, as a family and as a com-
munity.

During these family support groups,
many of the caregivers expressed a desire
to learn English. LIP then implemented
twice weekly ESL classes for parents with
the aim of decreasing their stressors and
making them stronger candidates for job
opportunities as well as enhancing their
communication with school administra-
tors, teachers, therapists and psychiatrists.

In the last five months, since the onset
of the Pandemic we have found that:

* Over 90% of the parents have either lost
their jobs or have had their hours reduced.

* 100% have expressed concerns over food
insecurity. LIP received a grant from the
Hispanic Federation to provide $300 gift
cards for the families to be used for food
and household items.

* Many families are dealing with loss and
grief and fear of the unknown

As a result of our enhanced parent in-
volvement, caregivers reported that they
felt better equipped to manage their daugh-
ters symptoms during this time and imple-
mented the psychoeducational and practica
tools and techniques they have learned.

Program Outcomes

In 12 years of programming, not one
Latina teen who has participated in LIP has
completed suicide. LIP's accomplishments
are measured by the postive results
achieved by the girls. This is validated by
an evaluation which has been conducted,
since 2013, by the New Y ork State Psychi-
aric Ingtitute/Columbia University - New
York State Center of Excellence for Cul-
tural Competence. The research has shown
that for every month a Latina teen partici-
pates in Life is Precious™ her level of sui-

cide ideation and depression decreases. For
Latina teens with a history of sexual abuse
and/or drug and al cohol use, the decrease in
suicide ideation and depression were more
profound. Comunilife’s goal is to have Life
is Precious™ designated as a community
informed, evidenced based practice model
of care by SAMHSA. The researchers have
completed phase one of the evaluation
where fidelity testing took place and a man-
ual of operations was developed. Phase
Two, which is working with control groups,
iscurrently in process.

We know that LIP is achieving these suc-
cessful results for the following reasons:

1) LIP is a community informed program
which directly addresses the risk factors
associated with Latina adolescent suicide

2) LIP provides culturally competent ser-
vices that integrate cultural norms into all
program devel opment

3) LIP incorporates the entire family to re-
duce therisk of suicide among Latinateens.

Conclusion

While we know that the pandemic will
have long lasting effects on the lives of
our teens and their families and know that
they will continue to face this crisis for
some time, we have learned new ways in
providing support and staying connected
to create a sense of community, hope and
stability in which our families can thrive.

Comunilife’s mission is to provide vul-
nerable communities with housing and
culturally sensitive supportive services.
Our vision is that no one should be with-
out the housing and support they need to
lead a healthy, meaningful life.

Julie Laurence, LMSW, is Senior Assis-
tant Vice President for Life is Precious,
Beatriz Coronel, MA, is Senior Program
Director Life Is Precious; and Rosa M.
Gil, DSW is Founder, President, and CEO
at Comunilife, Inc., (917) 304-3645.

Solutions from page 8

begin with, we instituted rapid admissions
processes for clinic and treatment services
for those at highest risk.

With the reality of people being forced
to stay home, we shifted most services to
a telehealth model. This proved to be a
very effective shift, particularly for those
living with the more serious mental health
conditions and particularly those at
greatest risk for suicide. We had a vehi-
cle that could offer immediate help.

We knew that clients prone to depres-
sion and living alone, might become in-
creasingly paranoid when forced to quar-
antine in their apartments. This also
caused deep concern about a spike in
substance use and an exacerbation of
psychiatric symptoms, even to the point
of showing suicidal ideations or to sui-
cide. Knowing which clients might be
easily triggered during this period al-
lowed us to make a concerted effort to
ensure that regular wellness checks
through home visits continue. ICL staff
are often a person’s only human connec-
tion so doing these visits continued for
those most isolated; aways with full
adherence to safety precautions and use

of personal protective equipment.

The upside of our experience in ad-
dressing the impact of COVID was the
realization of just how useful telehealth
could be, especially for people with mul-
tiple health problems. In fact, compli-
ance with appointments increased sig-
nificantly: From March to May, the per-
centage of ICL clients who failed to keep
medical appointments dropped from 33%
to 15%. Using telehealth has also al-
lowed us to triage health issues in our
residences so clients did not have to
travel to appointments that required ac-
companiment by two staff, resulting in a
reduction in costly emergency room vis-
its that also frees up medical personnel to
meet the demands of COVID patients.

Shifting overnight to telehealth was
our clear imperative but also extremely
challenging. Our IT department spent the
first weekend preparing 600 new laptops
for clinicians to conduct remote services.
And doing treatment remotely necessi-
tated special staff training including how
to deal with issues putting clients in any
danger, such as a sign of suicidal
thoughts or ideations. An ICL clinical
team produced a manua (see below)
with tips and strategies for staff to have

at their fingertips and ideas for self-care,
to support the “helpers” living with the
new realities of COVID.

It was not only staff who found tele-
health very useful; clients felt very posi-
tively about these services. The proof is
in the numbers. ICL conducted a survey
since the pandemic began, of amost
1,500 clients that showed high satisfac-
tion with telehealth. Many of them even
prefer it to visiting a clinic and 80% said
they want to continue remote appoint-
ments after the pandemic.

Of course, remote services are not the
solution for all clients; in fact, for many
attending an ICL program (at a physical
location) is alifeline. A good example is
our PROS program which offers compre-
hensive, outpatient treatment and support
to people living with serious mental ill-
ness. A number of PROS clients came to
our East New York Health Hub during
the pandemic. The program was closed
but the Hub where it is located, was open
for them to visit if they needed the fa-
miliarity and some clients in the pro-
gram’s intensive art program continued
to work with the art therapist on projects
they’d started before COVID. For these
individuals, art helps build a tremendous

source of confidence and stability that
they themselves say is life-saving. In
addition to having the chance to socialize
and engage in activities, PROS often
offers the only hot meal for people so
staff made sure whoever needed it were
fed. They also ensured clients were con-
nected to longer-term solutions like food
assistance programs and to benefits like
unemployment insurance.

It is not only our staff and partner
health care providers helping save lives
during this crisis. ICL clients themselves
are remarkably resilient. Long before
COVID, clients worked on skills and
tools through behavioral therapy and
learning about healthy living. All of this
work that’s gone on since they got in-
volved at an ICL program meant they
were better able to manage their height-
ened emotions during the pandemic,
helping to keep incidents low over the
past few months.

The underlying goa of everything we
do at ICL is to assure people they have a
future and that our dedicate staff are with
them every step of the journey. No mat-
ter what problem they may face or how
troubled they may feel, we never give up
on anyone.
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All Hands on Deck from page 4

high-risk time for suicidal individuals.
One recent meta-analysis suggested the
risk of suicide for those leaving inpatient
behavioral healthcare is 200-300 times
higher than the general population and
even higher in the first few days (Chung
2019). Closing this deadly gap must be a
priority. But again, effective programs can
reduce this risk. In a study involving vet-
erans presenting to EDs for a suicidal
crisis, safety planning with follow-up en-
gagement in the immediate post-discharge
period was associated with a 40% reduc-
tion in suicide attempts and a higher rate
of following up with outpatient care
(Stanley et a. 2018). In NYS the OMH
Suicide Prevention Office has been working
with hospital systems across the state as part
of afederally funded Zero Suicide grant to
ensure patients at elevated risk are engaged
following inpatient and ED encounters
until connected to community supports.
OMH is piloting afirst in the nation pro-
gram called Attempted Suicide Short Inter-
vention Program (ASSIP). ASSIP is a 3-
session intervention for adults with a recent
suicide attempt, a very high-risk group. The
approach draws less on patient diagnoss
and instead focuses on the patient’s unique
gory to develop a safety plan based on fac-
tors driving the recent suicide attempt. In
one randomized controlled trial ASSIP re-

duced repeat suicide attempts by 80%
(Gysin-Maillart 2016). ASSIP is now avail-
ablefor adultsin Syracuse and Rochester.

It is important to note that peers have
an important role to play in advancing the
Zero Suicide model in NYS. Beyond ad-
vocacy and the power that comes with
having peer support in clinical settings,
demonstration projects are planned for in
NYS around peer training in safety plan-
ning and providing follow-up support for
at risk individuals discharged from EDs
and those newly released from jail.

To “bend the suicide curve” in NYS
suicide prevention efforts in health and
behavioral hedthcare systems must be
complemented by public health ap-
proaches (pillar 2) at the community level.
Perhaps the best example of a public
health approach is NYS’ school-based
prevention programs. In addition to being
Suicide Prevention Month, September, of
course, marks back to school. OMH con-
tinues to support robust school-based pre-
vention in a number of ways, including
expansion of school-based mental health
clinics, development of a model school
policy for preventing suicides, and pro-
viding a host of trainings for school staff.
Over 21,000 school staff were trained
since 2018 (see accompanying article on
the next page by Dr. Jay Carruthers).

The third pillar of the NYS Suicide
Prevention Plan is improving the accu-

racy, quality, and timeliness of the infor-
mation used to guide our efforts across the
state. While perhaps less visible then the
work underway in healthcare systems,
schools, and communities, sound data and
surveillance are foundational. Without in-
vestments in this area, healthcare and com-
munity-based initiatives will not succeed.
Surveillance data is crucid in recognizing
populations at greater risk of suicide.

OMH is supporting an innovative pro-
gram from Oregon in 4 NYS counties that
highlights the power of robust community-
level data leading to targeted interventions
that save lives. The program has two main
focd points. firg, having medica death
invedtigators capture key risk factors and
circumstances data with every suicide death;
second, assembling a group of community
stakeholders, including law enforcement,
hedthcare providers, criss workers and
emergency medical services staff, to per-
form in-depth reviews of suicide deaths
after obtaining consent from the legal next
of kin. By allowing agencies to freely share
information solely for the purpose of pre-
venting future suicides, investigators were
able to identify important trends in the data.
One of the last things severa decedents did,
for example, was drop off their pets at ani-
mal shelters before killing themselves. Ani-
mal shelter staff have now been trained to
recognize individuas at risk and connect
them to supports and have aready done so

severa times. By using the broader suicide
fatality review model—a model driven by
actionable community-specific data, Wash-
ington County, Oregon has been able to
reduce its suicide rate by 40 percent. In
NYS, we have aready collected data on
close to 200 degths in the 4 pilot counties
and in-depth reviews are underway.

Finaly, one of the most important
tools we have in the war against suicide is
spreading stories of hope and healing,
especialy in the current media environ-
ment where we are flooded with discour-
aging news and statistics. Research sup-
ports this notion that positive media mes-
saging involving real stories of people
growing and working through suicidality
can be protective. It even has a name—the
Papageno effect, named after a character
from a Mozart opera, who when contemplat-
ing suicide was swayed after shown more
positive ways of resolving his problems.

Despite the rise in suicide rates, there
are a number of ways for each of us to
contribute to turning the tide and prevent-
ing suicides. Through our collective ef-
forts we can make a difference, and New
York State is leading the way. But we
need All Hands on Deck!

If you are in crisis, please call the Na-
tional Suicide Prevention Lifeline at 1-800-
273-TALK (8255) or contact the Crisis
Text Line by texting “Got5” to 741-741.

NYS Schools from page 5

to a series of tragic deaths, the Town of
Webb School District administration has
committed to building on the strengths of
the community in the form of upstream
prevention. Sources of Strength — an evi-
dence-based suicide prevention program
that uses the power of peer leaders and
trusted adults to spread messages of
hope, help, and strength — is starting its
fourth year in the district this fall. Just
before school shut down this past spring,
the Sources of Strength team from the
University of Rochester sponsored a
Point Break workshop for students.
“Kids engaged in expressions of grati-
tude. They apologized to each other.
When we were forced to close our build-
ing, we left with a common sense of con-
nection. It was very impactful,” said
Principal Swick. The district also drew
upon an abundance of nature to build a
new outdoor playground and begin a
tradition of day hikes to a local peak.
“The hikes give kids an opportunity to
open up, and you really see the adults

connecting with kids on a different
level,” said Principal Swick.

North Syracuse: Already having dis-
cussed school mental health promotion
and suicide prevention efforts in a large
metropolitan area and a small rural dis-
trict, the OMH Suicide Prevention Office
used grant dollars from its Substance
Abuse and Mental Health Services Ad-
ministration (SAMHSA) Garrett Lee
Smith (GLS) youth suicide prevention
grant to support North Syracuse Centra
School District, a suburban district just
outside of the city of Syracuse in Central
New York. North Syracuse Central
School Didtrict is made up of eleven
schools serving more than 8,500 students.
After two student suicides in the last
months of 2019, administrators provided
grief support to students, staff, and par-
ents. In regrouping and debriefing after
these initial efforts, there was a sense
among school leaders that more could be
done through professional consultation
and training to integrate suicide preven-
tion into school policy and procedure in a
more systemic and ongoing way.

Working with OMH Suicide Preven-
tion Office grant staff and community
service provider Coordinated Care Ser-
vices, Inc. (CCSl), the district dissemi-
nated SPCNY’s school needs assess-
ment, results of which were used to
guide consultation and training. Based on
the results of the needs assessment, dis-
trict administration assured that all staff
members were trained in suicide aware-
ness, had written referral protocols for
students identified at-risk, and that stu-
dent support personnel attended Helping
Students At-Risk (HSAR) workshops to
prepare them to assess suicide risk and
provide brief intervention. School-based
mental health providers and community
service leaders also attended the work-
shops to discuss coordination of referrals
and communication protocols. Other
experts volunteered to assist with stan-
dardizing suicide intervention procedures
and documentation. District- and build-
ing-level administrators participated in
planning and training as well. Planning
continues as the district manages an un-
certain fall semester. However, they are

strongly committed to mental health pro-
motion and suicide prevention, particu-
larly in the time of COVID-19 and all its
associated uncertainty.

In my role as Director of the Suicide
Prevention Office for New York State, |
witness firsthand the need for suicide pre-
vention across all ages. Our state’s suicide
prevention plan calls for developmentally
informed programming across the life-
span. For youth, school-based prevention
that creates pathways to care and in-
creases access to treatment aong with
upstream approaches that increase student
resiliency and healthy connections to oth-
ers are crucia. From New York City, to
North Syracuse, to the rural Town of
Webb, we see how diverse schools and
communities coming together to demon-
strate hope, resilience and strength can
make a difference, even when faced with
painful loss.

For more information on school-based
training and technical assistance, please
contact pat.breux@omh.ny.gov at the
Suicide Prevention Center of New York.

Support Group from page 25

with others with a shared experience.
They know that if they are feeling suici-
dal, they always have someone they can
reach out to who will understand their
feelings without overreacting, which for
many has not been the case when they
have told family, friends or even profes-
sionals. The group seeks to increase par-
ticipants’ social connectedness, resilience,
and coping skills and decrease suicide risk
to help prevent future suicide attempts. A
total of 152 individuals participated in the
groups in Los Angeles and Orange
County from 2011 to 2019, with many
individuals participating in multiple cycles.
Since some participants continue to experi-

ence suicidal thoughts and benefit from the
support they find in the group, participants
can choose to repeat the eight-week cycle
if it is appropriate. In June 2020, SPC
launched itsfirst virtual SOSA group.

A 2018 study of SOSA has provided
initial support of its efficacy in decreasing
suicide risk among the participants (Hom,
Davis, & Joiner, 2018). Since this publi-
cation, Didi Hirsch has continued to
evaluate SOSA using pre- and post-
measures to assess changes in partici-
pants’ suicide risk. The results of the on-
going evaluation and focus groups with
participants continue to support SOSA’s
efficacy in decreasing suicide risk among
group participants. The results of the most
recent evaluation show that group partici-

pants show a significant decrease in suici-
dal ideation as well as feelings of hope-
lessness, not belonging, and perceiving
themselves as burdens on others. At the
same time, they showed a significant in-
crease in resiliency/coping skills and
knowledge of safety planning.

The Didi Hirsch Suicide Prevention
Center now has almost a decade of pro-
viding support group services to attempt
survivors and has trained and supported
many organizations across the country
and the globe to implement support
groups for attempt survivors in their com-
munities. Through this bold and innova-
tive work, SPC has shown that these
groups are much needed, safe spaces for
attempt survivors to meet with likeminded

individuals on their road to healing and
recovery. This support group has demon-
strated that bringing survivors together
does not increase the risk of suicide be-
haviors; rather, doing so helps to decrease
suicide risk factors and increase protective
factors among attempt survivors - ulti-
mately preventing future suicides.

Sae Lee, PhD, is Division Director,
Research and Evaluation, and Patricia
Soeelman, MA, LMFT, is Division Direc-
tor, Suicide Prevention Center, at Didi
Hirsch Mental Health Services. For more
information about the support group, visit
didihirsch.org/services/suicide-prevention/
or contact Patricia Speelman at pspeel-
man@didihirsch.org.
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How to Be There from page 12

in September and beyond, sharing these
steps and raising awareness of the ways
that people can stay socialy connected
while being physically distant can help
empower us al to support each other
through crisis and emotional distress.
While #BeThelTo has been an active
public health message since 2015, Vibrant
Emotional Health has adapted the steps
for COVID-19 and physical distancing.

The #BeThelTo Steps

ASK: Asking the question “Are you
thinking about suicide?” communicates
that you’re open to speaking about suicide
in a non-judgmental and supportive way.
Asking in this direct, unbiased manner
can open the door for effective dialogue
about their emotional pain and next steps.
Research has shown that asking this ques-
tion neither “puts the idea in someone’s
head,” nor does it offend; people feeling
suicidal are relieved that you care enough
to ask the question. One can introduce the
question after sharing your concern about
how they have been feeling, and how the
losses or stresses they have reported to
you are affecting them. During times of
physical distancing, in addition to being
generally alert for potential risk in al
loved ones, it is useful to pay specia at-
tention to people that aready struggle or
have struggled in the past with emotional
distress. Make sure to reach out more fre-
quently to talk and check in and don’t
wait for them to come to you to ask for
help or connection. Helping people stay
connected can help to prevent people
from thinking about or acting on thoughts
of suicide.

BE THERE: For many, being alone

is not the same as feeling alone. Feeling
alone is feeling as if no one cares about
you or values you. How can you show a
person who may be feeling “not cared
about” that you care for them, if you
can’t go see them? While being physi-
cally present may not be an option right
now, there are still many other ways to
be there for someone, including speaking
with them on the phone/video phone, by
text, through various online platforms.
Make a list of people whom you would
like to connect with regularly--including
ones who support you (and can make you
smile or laugh) as well as those whom
you’d like to support--and try to reach
out to one per day. The important things
to keep in mind when maintaining social
connection through distance are the regu-
larity and quality of the connection. Es-
tablish the frequency in which the person
would like you to check in with them,
and then stick to that schedule. When
talking on the phone or video calling
with them, be present, non-judgmental,
and listen. Remove distractions so that
you can focus on your conversation.
You can also plan to engage in fun ac-
tivities together, either virtually or--if
you both have been safely sheltered--for
a time when you can be physically pre-
sent together.

KEEP THEM SAFE: If you ask
someone if they are thinking about suicide
and they say yes, you can keep them safe
and separate them from anything they are
thinking of using to hurt themselves. Even
while being physically distanced, take
steps to put time and space between the
person and items they may use to hurt
themselves. You can use these questions/
prompts to encourage the person to dis-
tance themselves from the means:

COVID-19 Challenge from page 15

According to the American Foundation
for Suicide Prevention, there were an esti-
mated 1.4 million suicide attempts in the
U.S. in 2018, which included 48,344
deaths— or an average of 132 per day.

Nearly 72,000 Americans, or 197 people
aday, died from drug overdosesin 2019, an
increase of 5% over 2018, and a new re-
cord, according to CDC preliminary na-
tional datafor 2019.

The American Medical Association
voiced its concern that states across the
country were reporting an increase in
opioid-related fatalities, particularly from
fentanyl, the powerful synthetic opioid.

If you list the societal stressors that
make our mental health and addiction
crisis worse, COVID-19 exacerbates a-
most all of them: socia isolation, eco-
nomic instability, transportation disrup-
tion and challenges to getting support,
anxiety related to socia isolation, and
societal unrest.

In addition to COVID-19, the opioid
crigis, racial inequality in the U.S,, disin-

vestment in communities, lack of access to
care, and poverty, have taken a devastating
toll on people of color across America.

Narcotic prosecutors are concerned
that U.S. border closings disrupted illega
drug trafficking, leading to higher con-
centrations of synthetic fentanyl to make
up for heroin “shortages,” potentially
causing inconsistencies in what is sold
and used on the streets. As a result, drug
users are inclined to experiment with new
drugs they are unfamiliar with, which
could lead to greater overdoses and
deaths.

So many lives hang in the balance: As
Americans everywhere sruggle with the
enormous hedlth, economic, and educa-
tional impact of responding to COVID-19,
the fragile lives of people with opioid addic-
tions and related behaviora health chal-
lenges have been made immeasurably
worse.

There has never been a more urgent
time for us to ensure our services are ro-
bust and our communities are not ne-
glected. So many lives depend on al our
services.

* If they have stated that they have the
means for hurting or killing themselves,
let them know how much you care about
them and how important it is to you that
they remain safe. Be honest with them
about the gravity of your concern and talk
with them directly about what they could
do to make it harder for them to access
those means in a crisis, when they might
be more inclined to act impulsively. If the
person has the means in hand while you
are talking to them, ask if they could put it
away from them while you talk. Call the
Lifeline together.

» After you talk, ask the person to think
about the overall safety of their environ-
ment. |s there anything else in their home,
like firearms, that should be protected
against to put more time and space be-
tween them and the potential means, even
if those means of self-harm weren’t the
person’s first intended plan? If others
whom they trust live with or near them,
ask if they can be included in helping to
keep them safe.

HELP THEM CONNECT: Helping
people connect with other services that
can support them is still possible while
staying physicaly distant. Developing a
safety plan is an important step and can be
done through the My3 app. The Lifeline
(800-273-8255) is another great option
during times of distance — trained coun-
selors are available to call or chat 24
hours a day, seven days a week, and 365
days a year. Another option is to connect
to a tele-mental health provider that can
provide regular and consistent support
from a mental health professional.

For people that may not be ready to
connect with a counselor or menta health
provider, the Vibrant Safe Space website

is home to resources and tools to provide
you with choices of digital support in an
emotionally safe environment. If others
whom the person trusts are living with
them, can safely visit, or be included in
providing calls/texts/virtual screen meet-
ings to check in and support them, it is
important to generate a list of these people
and contact them. Creating a circle of
support--including both formal helping
resources and friends/family-- will be
vital to keep the two of you from dealing
with this crisis alone.

FOLLOW UP: Never underestimate
the value of showing up. Following up
provides the person with a further feeling
of connectedness. Similar to the principles
of ‘be there’ during physical distancing,
setting aside a time and date that you will
follow up with a person in crisis can pro-
vide something to look forward to and
sends the message that you care, and that
they reemain on your mind. Determine a
time that works best for the two of you to
check in regularly for a few days and/or
weeks after. You can aso send texts,
notes, emails or whatever the person most
readily responds to. When you are sched-
uled to connect--and eventually do con-
nect--be sure to clear your calendar of all
distractions for the time.

The National Suicide Prevention Lifeline
and Vibrant Emotiond Hedth are sharing
the five #BeThelTo steps, as well as other
resources and events, throughout September
for Suicide Prevention Month. We welcome
participation and collaboration from the
public and other organizations in the mental
hedth field. Message kits, graphics, re-
sources, and events for September can be
found a bethelto.com. Find out more
about the National Suicide Prevention Life-
line https:.//suicidepreventionlifeline.org.

LGBTQ from page 26

negative family attitudes and rejection
after coming out can increase the risk of
NSSI. Alienation from family can in-
crease the risk of suicide. Schools can
provide safe environments, promote
equal rights, and reduce stigma. School-
based interventions have been shown to
help decrease suicidal ideation and sui-
cide attempts. We know that non-
discrimination clauses in things like
healthcare have helped decrease the rates
of suicide.

Helping youth to develop positive
coping skills is vital. Positive coping
skills have a negative relationship
with suicide. Conversely, self-distraction,
substance use, venting and self-blame
were negative coping skills that had a
positive relationship with suicide.
Twenty-eight percent of LGBTQ
youth have had therapy in the past
year compared to 16% for the general
population. The difference highlights
the mental health needs of this cohort,

but therapy is a positive coping skill
and should be promoted. Psychosocial
interventions can help youth be more
accepting of themselves, develop
positive coping skills and ease any
gender dysphoria that youth may be
feeling. We can also help LGBTQ
youth to develop resilience to deal
with the impact of stress on their
lives. We do this by validating the
individuals and fostering supportive
relationships.

Our society has come a long way in
accepting the LGBTQ population but the
crisis with our LGBTQ youth suggests
thereis still much to be done.

If you identify as an LGTBQ-
IA youth and are in crisis, or know
someone who is, call The Trevor Pro-
ject: 1-866-488-7386.

If you are an adult in crisis, call the
National Suicide Prevention Lifeline: 1-
800-273-8255.

For a list of references please contact the
author at: Thomas Grinley@dhhs.nh.gov.
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