NPAIHB & IHS Suicide Prevention Team

Meeting #1 - January 2008

Meeting #2 - April 2008
Meeting #3 - July 2008
Agenda:

9:00-9:30 
Intro and Introductions – Vanessa Short Bull

9:30-10:15
Healing Activity – Jillene Joseph

10:15-11:00
Tribal Suicide Prevention Activities and Program Updates 
Val Vargas and other Participants

Break

11:00-11:30 
Review Suicide Prevention Survey Results – Stephanie Craig Rushing

11:30-12:00
Strategic Planning 
Barbara Plested and Pam Jumper Thurman 

Center for Applied Studies in American Ethnicity

Lunch 

1:00-3:00
Strategic Planning 
3:00-3:20
Next Steps – Stephanie Craig Rushing

3:20-3:40
Wrap-Up Activity – Jillene Joseph

3:40-4:00
Closing – Vanessa Short Bull
Planning Process: Community Readiness Model
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Action Planning Process 
Suicide Epidemiology: Better Understand the Issue
Step 1: Identify your issue. In this case, the issue is to advance suicide prevention. This issue will not only provide us with valuable insight into the community's perspective on suicide, but will also give us information on related issues such as access to prevention materials, drug and alcohol treatment, crisis intervention teams, and mental health services. 

(
Define Community: Who will be included in the Action Plan?
Step 2: Define your target “community”. This may be a geographical area, a group within that area, an organization or any other type of identifiable “community.” It could be youth, elders, a reservation area, or a system. 

(
Gather Information about Current Capacity
Step 3: To determine your community’s level of readiness to address suicide prevention, conduct a Community Readiness Assessment. 
(
Determine Readiness Level

Step 4: Once the assessment is complete, you are ready to score your community’s stage of readiness for each of the six dimensions, and calculate the overall score. 
(
Design Intervention Strategies
Step 5: Develop an action plan using strategies that are stage-appropriate. 
(
Implement Strategies to Create Community Change

Step 6: After a period of time, evaluate the effectiveness of your efforts. You can conduct another assessment to see how your community has progressed. 

Step 7: As your community’s level of readiness to address suicide prevention increases, you may find it necessary to begin to address closely related issues. 
Step 1: Suicide Epidemiology
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Presentation by Dr. Weiser: Discussion Notes

Step 2: Define Community 

Who will be included in the Action Plan?
Group Discussion & Brainstorm: 
· 43 Tribes in Idaho, Oregon,& Washington
· Tribal and Public Schools

· A&D Treatment Programs

· Youth Leaders 

· Correctional Facilities

· Regional Suicide Prevention Partners – State Health Departments, County Health Departments, Suicide Prevention Hotlines, State Departments of Education

· Universities: University of Washington, OHSU - One Sky Center
· Others:

Dimensions of Readiness for Suicide Prevention

Dimensions of readiness are key factors that influence your community’s preparedness to take action on suicide. The six dimensions identified and measured in the Community Readiness Model are very comprehensive in nature. They are an excellent tool for diagnosing your community’s needs and for developing strategies that meet those needs. 
A.  
Community Efforts: To what extent are there efforts, programs, and policies that address suicide? 

B.  
Community Knowledge of the Efforts: To what extent do community members know about local efforts and their effectiveness, and are the prevention efforts accessible to all segments of the community? 

C. 
Leadership: To what extent are appointed leaders and influential community members supportive of suicide prevention? 

D. 
Community Climate: What is the prevailing attitude of the community toward suicide? Is it one of helplessness or one of responsibility and empowerment? 

E. 
Community Knowledge about the Issue: To what extent do community members know about or have access to information about suicide and understand how suicide impacts your community? 

F. 
Resources Related to the Issue: To what extent are local resources – people, time, money, space, etc. – available to support prevention efforts? 
Step 3: Community Readiness Assessment 
From May 20-June 20, 2008, the Community Readiness Assessment was completed by 25 people representing 11 Tribes in the Pacific Northwest and 7 partnering agencies (Including: Health & Welfare – Idaho; Indian Health Service, NARA NW, Native Wellness Institute, NPAIHB, Portland State University Healing Feathers, and State Department of Education – Idaho). The following is a compilation of their initial survey responses. To protect respondents, all Tribal identifiers have been removed from this summary. 

Responses to the Suicide Readiness Assessment will be discussed by the NW Tribal Suicide Prevention Team on July 14th, and additional information and feedback will be added by meeting participants.
A. COMMUNITY EFFORTS and B. COMMUNITY KNOWLEDGE ABOUT EFFORTS 
1.   Using a scale from 1-10, how much of a concern is suicide in your community? 
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Comments:

· Suicide is a big concern in this community; however, there are no plans to address the issue.

· I would say very great as there are little or no services available, and the ones that are available are not culturally competent.
· The urban Indian has unique needs not often addressed.
· It is of concern, but not much energy is put into it by community counseling. The community members have a history of drug and alcohol use and abuse, so there is a bit of an attitude that “what is going to happen will happen” and there isn't much that can be done about it.

· Our community is a very dispersed group, so we have no community-based problem. The negative of the dispersal is that there is no support from the community.

· We have had quite a few suicides in our community, many attempts as well, overdoses, taking pills… we have even had a youth and a young man take his life with a gun.

· People who commit suicide don't realize the pain they cause the people they leave behind.

· This year we have experienced 3 suicides, two of which occurred in Native communities. Safe and drug free schools - federal programs ran by the state - have little to no plan on addressing high suicide rates in Indian country. 

· A number of youth from the local high school have committed suicide as well as adults from the community. Community members and school workers have expressed concern about suicide.

· Although we have had some suicides in the past, currently our issue is more surrounding alcohol. 
· Not so much outright suicide, but secondary behaviors like drugs, excessive alcohol, and reckless behavior that often ends in death.
2.   What services or programs are available in your community that are specifically designed to prevent suicide?  
(i.e. Yellow ribbon program, Gate-keeper training, school curricula, Hotline, etc)

Comments:

· Education programs in school (n = 2)
· Hotline (n = 5)
· Community awareness

· ASSIST Training (n = 2)
· QPR Gatekeepers (n = 3)

· Peer-counseling services

· Counseling

· We have a Behavioral Health Program that offers counseling, youth programs, etc. We also have a youth program and teen drop-in center that offer supportive programs and training opportunities.

· We have a Suicide Prevention staff at [Clinic] as well as activities administered by the [Clinic] Behavioral Department, Tribal Court, Social Services.
· The [Tribal] Counseling and Family Services Program operates a 24 hour/7 day a week Crisis Team that is dispatched through the [City] Police Department to respond to suicide ideation and completed suicide calls.  This program is very active in providing scheduled educational sessions during the year.

· The middle school and high school may address it through health education etc. but there really aren't any other programs that I am aware of.

· There are limited activities that are designed to prevent suicide.  Several of the schools do address suicide risk in the Health programs, and one community is working to reduce not only suicide but alcohol and drug use.
· None known (n = 2)
· I'm not aware of any specific services outside basic mental health assistance.
· We have a limited mental health program in one community, but our members live in 2 states hundreds of miles away.

· I know that NARA has a suicide project but I don't see or hear of them in the community.

· I am sure on the reservations there are resources but I am not aware of any in the Salem urban community.

3.   What treatment services or programs are available in your community that focus on the early detection or treatment of suicidal thoughts or behaviors? 
(ie. Mental health screening, mental health counseling, crisis response teams, etc)

Comments:

· Mental Health Screenings (n = 8)

· Mental Health Counseling  (n = 8)

· Crisis Response Team;  Crisis Response person (n = 6)
· Referral programs in the schools, school counselors (n = 3)

· Group Sessions

· Action Plans at 8 of the 9 Oregon Tribes

· IHS has a mental health program (638), we have Youth Treatment Program (inpatient), outpatient treatment of drugs and alcohol and the state of Washington provides suicide/inpatient hospitalization crisis teams for emergency evaluations.

· Our IHS/Tribal Health Providers make referrals to the Counseling and Family Services Program based on diagnosis of patients, as well as to the Four Directions Treatment Program.

· Chemawa Indian Health Services has mental health counseling in Salem, however, the Chemawa students have a higher priority than community members.

· I know that NARA Clinic has mental health but I think that it is in a poor condition. I hear of people not being called back and that they only have one person to talk to. I know that some have mental health through their workplace but some don't feel comfortable going because of stigma.

· None (n = 2)
4.   What other services, programs, or cultural strengths are available in your community to help prevent suicide?   
(i.e. Cultural programs, traditional healing practices, youth self-esteem and skill-building programs, mentoring programs, after-school programs, elder care services, etc)

Comments:

· Elder programs (n = 4); Agency on Aging for home care of elders;  We have an elders program which provides elder activities such as, bingo, trips to other reservations, our tribe has a really nice comfortable bus for our elders so they can travel and get out of their homes. 
· Cultural programs (n = 14) 
· Cultural programs are in all Idaho reservation communities, but participation rates among high suicide ages are a problem.
· Culturally-based prevention and intervention activities
· We have a Cultural Group through our Youth Services program that helps our members get on track, they are totally involved with the Canoe Journey, they help members make regalia, they recruit members to paddle on the canoe, they have youth services activities to help children and teenagers stay out of trouble. 
· Traditional activities and sporting activities, as well as other Tribally-operated programs.
· Community activities such as stick games, pow wows… 
· Canoe journey once a year

· Daily "longhouse" type activities 
· Dancing group

· Drumming group

· The Counseling and Family Service Program provide a sweat house and they oversee sweats as well.  
· Youth programs (n = 12)
· Teen drop-in center 

· Youth counseling

· Youth employment; Job corps program (n = 2)
· Mentoring programs (n = 2)

· Youth self-esteem and skill building programs.
· Youth Summer Camp; summer youth program (n = 2)

· Youth programs, such as bully prevention, also have provided student leadership teams to address such topics.
· We have a Boys & Girls Club on our reservation where kids from the elementary schools go to after school and before school. Our teenagers have a slotted time in the evenings as well.
· After school programs (n = 6); Sons and Daughters of Tradition (n = 2)

· Facilities and programs at the Health & Wellness Center.

· Therapy groups

· Sports
· Annual SPAN conference

· I think that we have a great community that needs to be strengthened. I think in working together, all native organizations/agencies/NPO's, we could create a better sense of community for our target populations.

· None (n = 3)
5.   To what extent does the community know about the services or programs described above? 
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(ie. How to access services, types of services provided, program mission, etc.)

Comments:

· Most I have talked with know little about any services, other than mental health.

· We are a beginning tribe with very little funding and a widely dispersed population. 

· Not enough community awareness and commitment to offer prevention programs.

· Community members know about the community counseling center, but are reluctant to go there due to the perceived lack of confidentiality and having many lay counselors instead of trained therapists. 
· They know of programs, but transportation, daycare, and time limitations are factors in family/community participation

· The Programs provide mass community P.R. campaigns and have program brochures available for patients.

· Signs, emails, reader boards, word of mouth, etc.......everyone knows.

6.   To what extent does the community access and use the services or programs described above? 

[image: image21.png]8. To what extent does the community access and use the services or programs described above?

Responses  Percent
Not accessed” 1 [ X 5:56%
= X 5:56%

e : 5569

] o 0%

s [— 3 16.67%

& 2 11.11%

— 2 1111%
o o 0%

o o 0%

“Well accessed and used” 10: o 0%
Please explain: : [F_—_— s 44.44%

Total Responded to this question: 18 72%

Total who skipped this question: 7 28%

Total 25 100%




Comments:

· I'm not sure, but if the people I know don't know about the services, I doubt they are using them - so I would say few.

· I know the community accesses the tribal cultural programs through the JOM program and the community does use the Chemawa IHS facility.
· Varies by family, age groups, and time of year

· Often, although the information is available it is not accessed unless there IS a crisis of some sort.
· I feel many people are much more willing to seek help for themselves or for loved ones now.
· The 8 tribal prevention programs are functioning well, just not enough commitment from at the Tribal Council level.

· I don't know

7.   Are there any plans for new efforts to address suicide prevention or treatment in your community? Please explain: 
Comments:

· Increased screening

· Increased support for youth engaging in risky behaviors
· Yes, we are having a peer helpers training for the youth and adults

· Recently hired a prevention specialist.
· We are always looking at new ideas and programs.....and we will continue to offer the current services as well.

· Yes, varies a lot between the 8 OR tribes.
· Yes, we do have a new suicide prevention activity initiated, it's a collaborative effort by our Community Forum and specific components of the [Tribal] Behavioral health program as well as the Board of trustees.

· There is an effort to get a coalition together. In the community of [Town] they have a small group trying to get into the schools - a school counselor & local MH counselor.

· Dust off the Idaho suicide prevention manual and give it a component for addressing cultural responsiveness in addressing suicide.
· Not unless more funding is made available for training & education of staff & community
· I would hope so. There is a great need for this type of program, especially one that would be more culturally competent. I have lost 3 friends in the last year to suicide, and they all left family behind.  Suicide causes a big ripple effect in the people it leaves behind and can really wreck families for a long time.

· I am not aware of any current plans (n= 8).

8.   What are the strengths of the suicide prevention and treatment services in your community? 
Comments:

· Accessibility (n = 2); We have access to several programs.

· Cohesion of IHS Medical with the CFS Program
· Community closeness

· Cultural sensitivity and culturally related programs and opportunities.

· Dedicated staff
· Diverse training of the crisis team workers.

· Fairly quick response for referral to counseling

· Family support and community support when these issues surface.

· I think that the programs are well-suited for such a small community.

· Professionalism of the providers
· The effort is very fervent and zealous in reaching out to the community

· The greatest strength of the suicide prevention plan and treatment in the Idaho reservation communities is the quick response from counseling centers on or near the reservations (hospitals, higher ed. institutes, etc) to provide above and beyond services to schools that already struggle with staff/time constraints.

· There are many opportunities for teens/youth and others for that matter to get assistance, find a safe place to hang out, and get their basic needs met.

· Tribal, community-based.

· We have a great MH Team at Health & Welfare

· Willingness to help those in need

· ?; I don't know (n = 2)

· None (n = 2)
9.   What are the weaknesses of the suicide prevention and treatment services in your community? 
Comments:

· Communication issues sometimes cloud efficiency

· Confidentiality

· Funds.

· Getting appointments in a timely fashion that don't require lengthy intakes

· It depends on who you are in the community on whether you receive the services or not. I hate to admit that but this happens quite a bit.

· Lack of community awareness about services (n = 2)

· Lack of community support (n = 2); More community involvement would be advised.

· Lack of cultural competencies (n = 2); Lack of traditional/cultural ways
· Lack of elder support 

· Lack of family support
· Lack of follow-up services (n = 2), poor follow up on both sides

· Lack of peer/ big brother type of support for youth.

· Lifeways: the only 24 hour crisis services. Not culturally-specific.

· More specific training on crisis intervention for suicide calls is needed.

· Not always an organized approach

· Not enough awareness and commitment at the Tribal Council level.

· Not enough school counselors

· Not enough time - staff overload

· Programs need to be more accommodating and more visible.

· Stigma. I imagine the stigma of going to counseling and the fear that why they are receiving counseling will get out into the community.

· The weaknesses of suicide prevention/treatment is that the attention given causes other students to feel as though there may be 'prestige' and notoriety given to those who are successful.
· We are not provided the services in that area, to discuss this with our youth and young adults

· We can't make people take advantage of the services offered......I would say finding new ways to entice the ones that seem to need it the most to participate.

10. How does one gain access to the suicide prevention and treatment services in your community?
(i.e. referrals, waiting lists, criteria, etc.)

Comments:

· Self/program/outside referrals (n= 2); Phone call, walk in, or referral.  Suicide ideation has highest priority among mental health workers.  Clients can just walk in and be seen.

· Referrals (n = 7); Typically referrals from school counselors or drug/alcohol counselors; Referral to community counseling or admission to the hospital; Counseling; Medical staff.
· By signing up (n= 3); They can access the services on their own; Other services are gained by approaching the program directly.

· First a call to the crisis team for an inpatient evaluation.  Seek assistance from mental health counselor: schedule an appointment

· Most of these services offered are available to everyone....they just need to show up or make an appointment in certain cases. Transportation is even provided for some services...

· Community prevention program flyers, tribal newsletters, word-of-mouth.

· By dying

· I don't know (n = 2)
11.    Do you know if there has been any evaluation of the suicide prevention and treatment services in your community? If yes, on a scale of 1 to 10, how sophisticated was the evaluation effort? 
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Comments:

· Don’t Know; Not sure (n = 6)
· There was a behavioral risk assessment done by OSU and it was fairly sophisticated but the number, while valid, was small and that had some questions regarding suicide on it i believe.

· Evaluations conducted quarterly by NPC Research, Inc.  Plus, an annual evaluation.

C. LEADERSHIP 

12. Using a scale from 1 to 10, how concerned is your tribe’s leadership about the availability of suicide prevention and treatment services? 
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Comments:

· I know that the community has concerns.

· As a new tribe we are aware of our shortfall in all area of human need. We struggle with child welfare, nutrition, education, adult health4 and elder care. We have unmet needs from cradle to grave that we struggle to address.

· Don't know

13. Using a scale from 1 to 10, how concerned is your tribe’s leadership about the early detection of suicidal thoughts or behaviors? 
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Comments:

· I know I have heard many say if they just knew some signs or what was going on before hand maybe they could have helped in some way.

· Don't know.
14. Using a scale from 1 to 10, how supportive is your tribe’s leadership of current suicide prevention and treatment efforts? 
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Comments:

· I would say that this is a tribal and urban issue especially in the NW where we have so many people that go back and forth from their home communities to the urban setting.

· They will support allowing employees to attend prevention activities. 

15.  Would your Tribe’s leadership support additional efforts? Please explain: 
Comments:

· A slight majority might.

· I am sure that they would, they support our MENTAL Health Program, and our program has really grown because of the need for Mental Health issues. If they didn't support it, we would have a lot less staff.

· Many of the tribe's leadership pass the subject matter on to the health boards and staff of facilities- It is not an issue they typically deal with, except for attending funerals

· Yes, I believe they would support additional effort (n = 3)
· Yes, I think they would be open to any ideas where the health and safety of the youth are concerned.

· Yes, if funding becomes available to help expand program.
· Yes, we are concerned about the youth drug use.
· Yes, we have always had support from our Board of Trustees and Health Commission
· I don't know (n = 3)
D. COMMUNITY CLIMATE 

16. What is the prevailing attitude towards suicide in your community? 
(ie. worry, silence, acceptance, stigma, anger, action, overwhelmed, etc)

Comments:

· Denial and silence.

· FEAR: suicides hit reservation communities in a cyclical pattern so many of the communities are in fear.

· I really believe because our family had to go through with this as well, that we accept it, but are totally overwhelmed with unanswered questions.

· I would guess action and acceptance attitudes.

· It’s not talked about

· Silence - they do not want to acknowledge the problem.

· Silence about the problem, worry when someone suicide and anger when suicides happen.

· Silence, if we don't talk about it, it will go away

· Silence, stigma, worry

· Silence.

· Silence...worry...anger

· Unknown, but not unconcerned

· Worry

· Worry, frustration, action.....

· Worry, silence, action and confusion. But when you get some people to be comfortable enough to tell their story you get to hear it all.  And it's a lot to take in and shows that their needs to be support for families who face this tragedy.

17. What is the community's attitude toward using suicide prevention and treatment services? 
Comments:

· Apathy.

· I am sure there is stigma, and also as Native people we don't just air all of our business to everyone.  But I would hope when you feel you are at your bottom and feel that you have no other choice that you would want to reach out to someone.
· They are accepting of programs for suicide prevention and treatment, but the stigma for seeking treatment and admitting to a problem also cause others not to speak out for themselves or others.

· Lack of acknowledgment of a problem

· Not supportive enough.
· I would think that at first they won't except it, then learn to adapt

· I think most are open to the idea....

· Open for any solution.
· Supportive (n = 2)
· Very positive

· We need funding to build prevention programs
· I just wish that we as a family would have seen this coming and did something to help our family member get through this by accessing services for him, but there were no clues. So, I think the attitude is denial.

· I don’t know
18.  Aside from financial barriers, what are the primary attitudinal or social obstacles to obtaining needed suicide programs in your community? 
Comments:

· I think some might think why do we need suicide-specific when we have mental health?

· I think the services are being provided.... the trick is to get those who need help the most to take advantage of the help that is offered; People willing to take advantage of services. (n = 2)
· They don't look at substance abuse and the complications to one’s health as a passive form of suicide, but more as a normal course of events.
· To get it out in the open, for members to talk about their issues, and help them get through it. Many members hide behind substance abuse to get through their individual issues and this just helps them successfully commit suicide. Consistent community meetings would help these members.

· Widely dispersed population

· Generational oppression has resulted in a lot of tribal leadership that is often too angry and in too much denial about the true mental health status of their communities.

· Assigning this task to an employee that already has a full schedule. This spreads a person too thin and does not give the topic the attention and dedication it deserves.
· The stigma for seeking treatment and admitting to a problem also causes others not to speak out for treatment for themselves or others. 
· Suicide has been glorified to a point that an individual can create their legacy by the act.

· It is not an acceptable way to die

· It is just something that is not talked about

· Maybe concerns about confidentiality and availability.
· Lack of funding, lack of coalitions to back the efforts, need for community education & involvement

· Program funding (n=2)
E. KNOWLEDGE ABOUT THE ISSUE 

19. How knowledgeable are community members about suicide? 
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(ie. Signs and symptoms etc.)

Comments:

· I'm not sure that too many people see it. There's kind of an unsaid thing that says how you are supposed to act or carry yourself in the community, and I would think that you wouldn't necessarily show any signs.  And also if you are to that point, I would think that you would be isolating yourself.

· What to look for (signs) do not apply to all or most suicide cases among Native youth, so the community member’s knowledge varies.

20. In your community, what types of information are available about suicide prevention?
(ie. Handouts, trainings, radio announcements, videos, presentations, etc)

Comments:

· All of the above types are available.

· Billboards, pamphlets, QPR presentations.
· Brochures, counseling services......

· Handouts and presentations.

· Handouts at Health Fairs

· Handouts, posters

· Handouts, trainings, presentations
· Handouts.

· Inconsistent meetings, handouts are available, but only reach people that are not suicidal.

· Just what I have over heard about NARA's program, I heard it was going to work with a college student group at my school but never saw or got any information on it, other than hearing some student leaders got to travel to trainings for free.

· Not in most cities

· Occasional radio announcements,  especially if there is a training about to occur

· Some trainings, about once per year
· Training
· Newspaper articles.

· None
21. In your community, what types of information are available about treating suicidal thoughts or behaviors? 
(ie. Handouts, trainings, radio announcements, videos, presentations, etc)

Comments:

· Advertisements in tribal newsletters. 
· Handouts at Health Fairs

· Handouts, staff trainings......

· Handouts, trainings, radio announcements, videos, presentations, counseling

· Handouts.

· Most are available, it's just early in the process.

· Trainings
· Don't know/Not sure (n = 2)
· None really (n = 3)
22. Is local data on suicide available in your community? If so, from where? 
Comments:

· The [Tribal Newspaper] and outside newspaper periodically.

· The IHS clinic has a mortality list with the cause of death

· Yes, CDC

· Yes, from our County Health District.

· Yes, from the 8 OR tribal prevention programs.
· I am not sure. I have looked at the state and at Washington and Idaho's state information but didn't find too much. I have also looked to CDC for information.  I know that Natives have the highest rates in teens and elders, but it seems as there is not much info because there is not much research or funds for prevention projects.

· None that I know of (n = 6)
· Not sure 
F. RESOURCES FOR PREVENTION EFFORTS (time, money, people, space) 

23. What resources are available in your community to address suicide? 
Personnel / Staff time (who, how many hours per week focusing on suicide): 

· 0
· 2 hrs per week, 1 staff
· 2-5 hours per week
· Counseling staff......varies by week

· Counselors at clinic and school

· One full time position

· 4 Mental Health Staff, Psychiatrist PT, 4 physicians, Chemical dependency Staff (15)
· At least one tribal prevention staff at 8 of the 9 tribes.
· We are trying to hire staff for our one mental health clinic, but most will live hundreds of miles from that one clinic.

· Don't know (n = 3)
Volunteers (who, how many):

· 0 (n = 2)
· 2

· 4 -10
· Unknown/?? (n = 2)
Funding or grants (funding source, how much $):

· 0

· Money from a number of budgets....not sure $$

· Contracts with NARA/NW.

· Tribal funds, grant through Indian Health Services, $ - cannot answer this

· Garret Lee Smith grant

· Safe and Drug Free schools, unknown per community

· BIA & IHS
· Unknown/? (n = 2)
Physical resources (meeting space):

· 0

· Numerous places available

· At the clinic and schools

· Lots of variation

· Meeting space, sites in all Native communities

· Yes, there is room (n = 2)
Other resources:

· Some funds from other sources

· Student success centers
· Elders counsels
· None

24. Are you aware of any proposals or action plans that have been written to address this issue in your community? 
Comments:

· I assume THHS has these.
· No (n = 6)
· Not at a local level, but at a state level
· Yes, Action Plans have been written at 8 of the 9 OR tribes.
· Don't know

25. What resources or services are lacking in your community to address suicide prevention? 
Comments:

· Resources after hrs (6pm-8am) (n = 2); A crisis line for someone to reach out to after hours.

· A culturally relevant suicide prevention info

· Community awareness (n = 2); Discussion in the public forum

· Crisis team (n= 2); Good crisis workers who will to commit to the program

· Lack of commitment from Tribal Councils

· Open trainings

· The willingness to network with other Native organizations
· Additional dollars, we do have an awesome program, however, I know that they use carryover $'s for a portion of their funding.

· None that I know of.

· Not sure
26. Does your tribe have a Crisis Response Team?  
· Yes (4) 
· No (8)

Discussion Notes:

Step 4: IDENTIFY THE COMMUNITY’S LEVEL OF READINESS
Planning Team Goal: Create an inter-agency Suicide Prevention Action Plan based on the current level of readiness present among the NW Tribes.
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1. No Awareness. The community or the leaders do not generally recognize the issue as a problem. "It's just the way things are." Community climate may unknowingly encourage the behavior although the behavior may be expected of one group and not another (i.e., by gender, race, social class, age, etc.).

2. Denial. There is little or no recognition that this might be a local problem but there is usually some recognition by at least some members of the community that the behavior itself is or can be a problem. If there is some idea that it is a local problem, there is a feeling that nothing needs to be done about it locally. "It’s not our problem." "It’s just those people who do that." "We can’t do anything about it." Community climate tends to be passive or guarded.

3. Vague awareness. There is a general feeling among some in the community that there is a local problem and that something ought to be done about it, but there is no immediate motivation to do anything. There may be stories or anecdotes about the problem, but ideas about why the problem occurs and who has the problem tend to be stereotyped and/or vague. No identifiable leadership exists or leadership lacks energy or motivation for dealing with this problem. Community climate does not serve to motivate leaders.

4. Preplanning. There is clear recognition on the part of at least some that there is a local problem and that something should be done about it. There are identifiable leaders, and there may even be a committee, but efforts are not focused or detailed. There is discussion but no real planning of actions to address the problem. Community climate is beginning to acknowledge the necessity of dealing with the problem.

5. Preparation. Planning is going on and focuses on practical details. There is general information about local problems and about the pros and cons of prevention activities, actions or policies, but it may not be based on formally collected data. Leadership is active and energetic. Decisions are being made about what will be done and who will do it. Resources (people, money, time, space, etc.) are being actively sought or have been committed. Community climate offers at least modest support of efforts.

6. Initiation. Enough information is available to justify efforts (activities, actions or policies). An activity or action has been started and is underway, but it is still viewed as a new effort. Staff is in training or has just finished training. There may be great enthusiasm among the leaders because limitations and problems have not yet been experienced. Community climate can vary, but there is usually no active resistance, (except, possibly, from a small group of extremists), and there is often a modest involvement of community members in the efforts.

7. Stabilization. One or two programs or activities are running, supported by administrators or community decision-makers. Programs, activities or policies are viewed as stable. Staff are usually trained and experienced. There is little perceived need for change or expansion. Limitations may be known, but there is no in-depth evaluation of effectiveness nor is there a sense that any recognized limitations suggest an immediate need for change. There may or may not be some form of routine tracking of prevalence. Community climate generally supports what is occurring.

8. Confirmation/expansion. There are standard efforts (activities and policies) in place and authorities or community decision-makers support expanding or improving efforts. Community members appear comfortable in utilizing efforts. Original efforts have been evaluated and modified and new efforts are being planned or tried in order to reach more people, those more at risk, or different demographic groups. Resources for new efforts are being sought or committed. Data are regularly obtained on extent of local problems and efforts are made to assess risk factors and causes of the problem. Due to increased knowledge and desire for improved programs, community climate may challenge specific efforts, but is fundamentally supportive.

9. Professionalization. Detailed and sophisticated knowledge of prevalence, risk factors and causes of the problem exists. Some efforts may be aimed at general populations while others are targeted at specific risk factors and/or high-risk groups. Highly trained staff are running programs or activities, leaders are supportive, and community involvement is high. Effective evaluation is used to test and modify programs, policies or activities. Although community climate is fundamentally supportive, ideally community members should continue to hold programs accountable.
Step 5: Design Intervention Strategies 
Example Strategies
No Awareness - Goal: Raise Awareness about the Issue

Strategies:

· One-on-one visits with community leaders and members.

· Visit existing and established small groups to inform them about the issue.

· Make one-on-one phone calls to friends and potential supporters

Denial - Goal: Raise Awareness that the Problem or Issue Exists in the Community

Strategies:

· Continue one-on-one visits and encourage those you've talked with to assist.

· Discuss descriptive local incidents related to the issue.
· Approach and engage local education/health outreach programs to assist in the effort with flyers, posters, or brochures.

· Begin to point out media articles that describe local critical incidents.

· Prepare and submit articles for church bulletins, local newsletters, club newsletters, etc.

· Present information to community groups. Sample Message: "Is Suicide Somebody Else’s Business?"

Vague Awareness - Goal: Raise Awareness that the Community Can Do Something About the Problem

Strategies:

· Present information at local community events and to unrelated community groups.
· Post flyers, posters, and billboards.

· Begin to initiate your own events (pot lucks, potlatches, etc.) to present information on the issue.

· Conduct informal local surveys/interviews with community people by phone or door-to-door.

· Publish newspaper editorials and articles with general information - but relate information to local situation. Sample Message: "Our Community Can Change Their World" (with photo of children)

Preplanning - Goal: Raise Awareness with Concrete Ideas to Combat Condition

Strategies:

· Introduce information about the issue through presentations and media.

· Visit and develop support from community leaders in the cause.

· Review existing efforts in community (curriculum, programs, activities, etc.) to determine who benefits and what the degree of success has been.

· Conduct local focus groups to discuss issues and develop strategies.

· Increase media exposure through radio and public service announcements.

Preparation - Goal: Gather Existing Information to Help Plan Strategies

Strategies:

· Conduct school surveys with general violence-related questions.

· Conduct community surveys.

· Sponsor a community picnic to kick off the effort.

· Present in-depth local statistics.

· Determine and publicize the magnitude of the problem to the community.

· Conduct public forums to develop strategies.

· Utilize key leaders and influential people to speak to groups and to participate in local radio and television shows.

Initiation - Goal: Provide Community-Specific Information

Strategies:

· Conduct in-service training for professionals and para-professionals.

· Plan publicity efforts associated with start-up of program or activity.

· Attend meetings to provide updates on progress of the effort.

· Conduct consumer interviews to identify service gaps and improve existing services.

· Begin library or internet search for resources and/or funding.

Stabilization - Goal: Stabilize Efforts/Program

Strategies:

· Plan community events to maintain support for the issue.

· Conduct training for community professionals.

· Conduct training for community members.

· Introduce program evaluation through training and newspaper articles.

· Conduct quarterly meetings to review progress and modify strategies.

· Hold special recognition events for local supporters or volunteers.

· Prepare and submit newspaper articles detailing progress and future plans.

· Begin networking between service providers and community systems.
Confirmation/Expansion - Goal: Expand and Enhance Service

Strategies:

· Formalize the networking with Qualified Service Agreements.

· Prepare a Community Risk Assessment Profile.

· Publish a localized Program Services Directory.

· Maintain a comprehensive database.

· Develop a local speakers bureau.

· Begin to initiate policy chance through support of local city officials.

· Conduct media outreach on specific data and trends related to the issue.

Professionalization - Goal: Maintain Momentum and Continue Growth

Strategies:

· Engage local business community and solicit financial support from them.

· Diversify funding resources.

· Continue more advanced training of professional and para-professionals.

· Continue re-assessment of issue and progress made.

· Utilize external evaluation and use feedback for program modification.

· Track outcome data for use with future grant requests.

· Continue progress reports for benefit of community leaders and local sponsorship.
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