Suicide Prevention Team Meeting Minutes
October 13, 2008 – Nez Perce (Meeting Host)
Present: Kristyn Bigback (NPAIHB), Stephanie Craig Rushing (NPAIHB), Dr. Tom Weiser (NPAIHB),          Dr. Linda Frizzell (NPAIHB), Marsha Crane (Shoalwater Bay), Jason Yarmer (NARA), Lee-Ann Foster (NARA), Bridget Canniff (NPAIHB), Dave Ingebritsen (Coeur d’Alene -Benewah Medical Center), Shawna Gavin (CTUIR), Bridget Canniff (NPAIHB), Jaci McCormack (NPAIHB), Angie Wilson (Wemble YRTC), and Kayla Ottles (Wemble YRTC).

Group Introductions.
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Tribal Action Plan.
Stephanie Craig Rushing gave some background on the project, funding, the community readiness model (developed in Colorado), and the strategic planning process that has been used by the group to design the Tribal Action Plan (including epidemiology/data collection at the first meeting, community readiness survey sent out at second meeting, and looked at results of the survey at the third meeting (around 25 responses
The group then reviewed the Plan’s goals and objectives. 
Tribal Action Plan Mission Statement: Reduce suicide rates among American Indians and Alaska Natives living in the Pacific Northwest, and work collaboratively to identify and develop mutually beneficial solutions. 

The group thought that the mission statement was appropriate - No changes were recommended. 
The group then reviewed the goals and tasks that had been brainstormed during the last meeting:

Goal 1: 
Increase knowledge and awareness about suicide among Tribal community members, and in doing so, take steps to address the silence and fear that exists in many of our communities preventing use of available prevention and treatment services.
Goal 2: 
Improve intertribal and interagency communication about suicide prevention and treatment issues in order to share and maximize limited resources, by working collaboratively on this three-year Action Plan.
Goal 3: 
Increase the capacity of Tribal health programs to prevent and treat suicide.
Goal 4: 
Improve understanding among Tribal staff, Tribal decision-makers, State Health Departments, and potential funding organizations about unique tribal suicide issues.
Other suggestions and recommendations were discussed by meeting attendees:

- Shawna said that although she doesn’t have any statistical information about this, but there’s been a big concern about returning veterans from Afghanistan and Iraq, since there were a high number of tribal people deployed to these places. She mentioned how we talked about youth & elders in last meeting, especially elders with chronic illnesses and those who have lost a spouse. We had mentioned pain medication users in the last meeting, but we didn’t talk about veterans. We might want to fit it into Goal #3.

- Tom Weiser suggested we include something about identifying groups that are at higher risk and developing programs for those specific groups.

-Marsha Crane mentioned that at Shoalwater Bay she was contacted by organization contracting with the VA about a program for returning soldiers and those being deployed. She couldn’t remember name of group, but thought they were directed to her through the Portland area office. 

-Linda mentioned that SAMHSA does specify veterans as targeted group, and agrees that it’s a big issue. She also mentioned post traumatic stress, not only with veterans, but also with elders from boarding schools.

- Stephanie pointed out other action plans that are printed out and on the tables. She suggested getting into groups and look at all action plans and think if we missed anything. She also mentioned Bridget Canniff’s toolkit from her project, which we haven’t talked about previously.

- Bridget talked a little about her background. She told the group that the California Rural Indian Health Board (CRIHB) has a full time program on injury prevention. In the past 2 years, her program focused on un-intentional injuries. She wants to look more at intentional injuries, there’s a big gap between the two. She had thought about including suicide in her project’s injury prevention toolkit, but thought it was too much to bite off at the time, and wanted to start with things that are easier to talk about. There are other groups that want to collaborate about these issues.

- Stephanie asked Bridget if we had 5 years, could we write into plan to piggyback off her project?

- Bridget said she thinks it’s possible in that longer time frame. The CDC injury prevention center has intentional injury programs, are willing to collaborate and have tools and information.

- Tom said he has trouble seeing similarities in prevention efforts for both intentional and unintentional injuries, that there are different players & resources.

- Bridget mentioned that with poisoning and overdoses, it’s sometimes hard to tell whether it’s intentional or unintentional. For instance, when people have been in rehab, they don’t realize their tolerance has gone down, and they might accidentally overdose. But national resources are in the same center. 

- Linda said we need to think about what are we going to measure now, and what will we compare it to later? 

- Bridget passed around a mockup copy of her project’s toolkit.

- Stephanie mentioned that this year we started collecting suicide prevention resources, and have started a resource directory.

- Jason mentioned SAMHSA’s “To Live to See the Great Day that Dawns” that was sent out to people for review. He said it seems similar to our action plan, and has lots of good information. The One Sky Center helped to give a lot of substance to it.

- Angie brought up that it can be hard to identify what resources are available in specific communities. She worries about what resources people from her center will have once they return home.

- Stephanie mentioned that our survey had collected information on services in communities. 

- Linda said we should merge our database with hers.

- Stephanie mentioned that the Project Red Talon coalition builds capacity for prevention, and uses an assessment tool every year to track changes. Some data can come from prevalence rates, and our group can build resources and share.

- Tom mentioned the importance of improving data collection from clinics and other sites that see suicide attempts and risk factors.

- Linda mentioned that the CDC YRBS has a questionnaire they’ve been sending out to schools for the past 20 years. The survey has lots of questions and is very comprehensive, and since it is required in schools, they have a lot of responses. The only problem is that the CDC doesn’t like to share its information. NPAIHB is trying to get 3 more questions added about meth. Schools have trouble getting their own results back, but the results are always alarming.

Meeting participants then spent time in small groups, looking at Suicide Action Plans developed by other Tribes and States. The group then discussed ideas raised by these plans:
- Marsha asked if we know what age groups are being looked at, since the other action plans really specify ages. Young children are important, and mentioned accidental injuries in really young age groups.

- Bridget said she doesn’t think anything is looking at those very young age groups. She read article about young children and suicide, and it brought up the question if they understand the consequences, and if it can be considered intentional.

- Marsha told the group that recently her community has had very young children (around 5 years old) threatening homicide & suicide. One kid jumped into septic tank. No one wanted to believe that it could happen, so they don’t address it.

- Tom mentioned that depression in very young children is controversial.

- Dave mentioned gatekeeper training, and if it’s included in our action plan.

- Stephanie said that gatekeeper training is vaguely mentioned in goal #2 of the action plan, but we could highlight it more.

- Angie asked to include the 2 regional YRTCs (Youth Residential Treatment Centers) in the list of programs in the action plan.

- Stephanie added columns for years 4 and 5 because IHS has appropriations bill in 2008 that specifically set aside funds for meth and suicide. If bill passes, tribal IHS and urban sites will each get a piece of the funding. Would need 5 year action plan for these funds, so we could get ahead of the game by creating 5 year plan now instead of 3 years. 2 programs in each group (tribal, IHS and urban).

- Tom would like to see how our data compares to other regions.

- Stephanie will send action plan back out to collect more suggestions until December.

- Lee-Ann mentioned the need to involve the prison system

- Tom mentioned that tribal jails are usually seen as a resource for suicide prevention. Other jails don’t have the resources to watch suicidal people, suicides happen all the time there.

- Angie mentioned that underreporting is an issue, and decision makers don’t get information about suicide attempts a lot of the time. YRTC could help. Could use specific data to communicate to QBM. She is presenting at this QBM on wed, will give plug for us.

- Marsha Crane mentioned the need to educate peer groups. Teems are clearly not talking to parents and teachers. Report from YRTCs to give info on peer groups?

- Angie indicated that the YRTCs do not report attempts back to the Tribes, but that it would be a good idea. Some tribes really use YRTC a lot and they try to work with the tribes. A lot of residents don’t want to go home. Help them go to job corps or another facility before they go back. Underfunding is also a problem in communities, how to give adequate treatment?

- Stephanie indicated that the NW Tribal Epicenter could help YRTC in analyzing data and sending it out to everyone. 

- Angie mentioned that there are 11 YRTCs in the country. They will have meeting at Healing Lodge in November with all YRTCs. The biggest thing they see is grief & loss, death in family or friends, or multiple deaths. Even normal deaths, like grandparents. Also sexual abuse & shame and guilt. Those are the 2 biggest contributing factors they see at YRTC.

- LF mentioned that we should also have youth at our meetings.

- Stephanie will present action plan at the next QBM. Implementation is a different discussion. The appropriations bill might happen, but if it doesn’t, how do we implement? Maybe tag on our meetings to other meetings, conference calls, etc.

- Marsha suggested the American Indian Health Commission meeting – well attended – would like this information to get to this meeting. It will take place in less than a month Nov 6-7. Send a copy of the plan to Sheryl Lowe. She’ll get it to Mental Health Committee for their presentation.

Shawna – Mentioned ATNI and NCAI meetings as another venue for dissemination.

Jason Yarmer Presented on the Native Youth Suicide Prevention Project housed at NARA 
The project is SAMHSA-funded, just completed 3 years. They offer QPR training for trainers. They have ASIST trainers (2) QPR trainers (5). Several people said they want to become QPR trainers. NOV21 training. $395 to become trainer, plus other costs that NARA picks up. Trainers can do trainings with adults or youth. 

QPR is basic for anybody from front desk staff to counselors, QPRT focuses on treatment of suicidal people, and ASIST, which is 2-day training. QPR training is only about an hour. ASIST is much more intense and made him more prepared. It takes 2 ASIST trainers to do a training. 

They also have created a Suicide resource card – community specific. Graphic artist designed front, includes some resources on it. Already has run out because lots of people want them. The card is available to Tribes, since they have printing capabilities. 

Some Tribes have mentioned a lack of mental health resources, so John Spence will help write grants for tribes to get mental health grants. New funds at NARA will help pay his salary.

The program has had meetings with elders to get their answers and input.

They also have CDC money to do an evaluation using the Oregon Native Youth Survey. 3 tribes have administered the survey, 5 tribes total. Some tribes will do the survey more than once. 120 youth so far have taken survey. 
Community Readiness Assessment

Looking at the six dimensions of community readiness, participants were asked to select the level of readiness that best fit each dimension. We will merge these answers with the comprehensive assessment survey that was completed earlier in the planning process. 
a. Local Suicide Prevention and Treatment Efforts: To what extent are there efforts, programs, and policies that address suicide? 

Participants selected Preparation. Planning is going on and focuses on practical details. There is general information about local suicide 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 for suicide prevention efforts.
b. Community Knowledge about local Suicide Prevention and Treatment Services: To what extent do community members know about local services and their effectiveness, and are the efforts accessible to all segments of the community? 
Participants selected Vague awareness. There is a general feeling among some in the community that there is a local suicide 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.
c. Leadership: To what extent are appointed leaders and influential community members supportive of suicide prevention? 
Participants selected Vague awareness. No identifiable leadership exists, or leadership lacks energy or motivation for dealing with suicide.
d. Community Climate: What is the prevailing attitude of the community toward suicide prevention and mental health treatment? Is it one of fear and helplessness or one of responsibility and empowerment? 
Participants selected Vague awareness. There is a general feeling among some in the community that there is a local suicide problem, but there is no immediate motivation to do anything. Community climate does not serve to motivate leaders.
e. Community Knowledge about Suicide Prevention: To what extent do community members know about or have access to information about suicide, suicide risk factors, and understand how suicide impacts their community? 
Participants selected Preplanning. There is a 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.
f. Resources Related To Suicide Prevention and Treatment: To what extent are local resources – people, time, money, space, etc. – available to support prevention and treatment activities? 
Participants selected Initiation. Enough information is available to justify efforts (activities, actions or policies). Activities have started and are underway, but they are still viewed as a new effort. Staff members are in training or have 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, and there is often a modest involvement of community members in the efforts.
These readiness indicators will be re-assessed periodically, and will be used to evaluate the impacts of the Action Plan.

Closing

Thank you for coming. We will send out a new draft of the action plan in a few weeks. Please feel free to send in additional comments.
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