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BACKGROUND
The Maryland Mental Hygiene Administration convened a committee in the spring of 2009 to develop a position paper to include recommendations to reduce the number of suicides in Maryland, and to address, improve and develop prevention and post-intervention suicide strategies.

Suicide among adult and older adult populations is a public health issue that requires an in-depth examination of causation and prevention strategies.

The Maryland Vital Statistics Administration reports that in 2008 there were 492 deaths in Maryland attributed to “intentional self-harm,” or suicide.  Of this number, 471 suicides were within the adult and older adult populations.  In the first eight years of this decade (2000-2007) there was an average of five suicide completions in Maryland every four days.  

The tragedy behind each of these deaths is that suicide is largely preventable.  All too often suicide and its warning signs are rarely discussed or even considered.  Research indicates most people who complete suicides had contact with a health professional within a year of their death.  Attempts by the medical community and/or families to intervene went unnoticed or the intervention was insufficient.

Suicidal behavior is complex.  Risk factors vary with age, gender, or ethnic group and may occur in combination or change over time.  Barriers such as guilt and shame prevent many people from seeking help.  Additional pressures are faced by individuals in today’s society as they attempt to grasp with ever-changing economic challenges.  Veterans have a higher suicide risk than the general public. Veterans also present separate challenges that include issues related to the military culture, such as pride, inability to ask for help, and inability to acknowledge problems.

More than 50 percent of completed suicides are through use of firearms. Other causes include hanging, suffocation, strangulation and poisoning.  Ninety percent of these actions occur among people who have depression, other mental disorders, or a substance-abuse disorder often in combination with other mental disorders.  The adult and older adult populations have the highest rate of completed suicides, with the highest range being older white males.   Therefore, as the nation ages, the prevalence of completed suicide is expected to increase.

The impact caused by these actions goes well beyond the victim.  The damage affects all members of a victim’s family and his or her social networks.  It is a particularly devastating act in rural Maryland communities where one suicide may have a significant impact for years, or even generations.  

The committee reviewed several significant documents and reports addressing suicide in the adult and older adult populations, including reports from the National Association of State Mental Health Program Directors (NASMHPD) and the Substance Abuse Mental Health Services Administration (SAMHSA) for guidance in the formulation of strategies to successfully address Maryland’s concerns, as well as research into causation and prevention strategies.

CURRENT SERVICES -- STRENGTHS:

Pockets of excellent services and crisis response systems exist in select areas of Maryland.  Some of the services include:

●
24 Hour crisis/warm hotlines

●
Mobile crisis programs with a variety of models

●
Comprehensive crisis services such as In Home Intervention Teams, Urgent Care, Hospital Diversion and Crisis Beds

●
Yellow Ribbon Suicide Prevention Campaign

●
Local Health Department/Core Service Agency public broadcasts

●
Outreach and Training

The committee reviewed the various “hotlines” in use throughout the state and recommends exploring the option of combining existing hot-lines into one central hotline number throughout the State.
Lists of existing hotlines, crisis response systems, and service jurisdictions throughout the State are found in the Appendix.  

CURRENT SERVICES -- GAPS:

While there are pockets of excellent services and crisis response systems throughout the state, currently no comprehensive, integrated approach exists to address adult suicide prevention or successful interventions in Maryland.  This is due in part to limited qualified mental health practitioners in rural areas of the state.   Appendix B identifies current services.  Several factors exacerbate the service gaps.  For instance, some providers may be dissuaded from serving the older adult population due to a lack of payment parity for mental health treatment services within the Medicare system.   This fiscal disparity may create financial difficulties for providers trying to sustain their practice.  Secondly, older adults may not be able to afford the 50 percent “out-of-pocket” co-pay required under Medicare.  Older adults may opt instead to consult a primary care physician for issues regarding mental health and therefore miss the opportunity for the more thorough evaluation offered by a mental health professional.   Although recent changes to federal law will eliminate the Medicare disparity over the next few years, it presently creates a disincentive for consumers and providers alike.  Finally, advocates report that older persons are often viewed as not being a priority, a concern that is compounded by the related stigma often felt by an older person diagnosed with a mental disorder.  

Inconsistencies exist in data reporting within locales as different areas capture varying information.  Legal and/or ethical issues can impact the inability to gather data on suicide and/or suicidal ideation (privacy issues, no legal mandate to report suicide ideation or attempts).  There is a time lag between when suicide attempts or completions occur -- and when these incidents are reviewed -- which presents a significant problem, especially for those trying to identify new trends.

The committee noted the existence of additional barriers faced by some adult and older adult populations, such as cultural and religious philosophies that view mental illness as a flaw in the spirit or see a moral weakness in those who ask for help.

RECOMMENDATIONS:  

The committee recommends that the list of stakeholders to participate in suicide prevention efforts should include representatives from agencies that currently provide services and supports to adults and older adults, such as the Department of Health and Mental Hygiene and its Core Service Agencies, the Maryland Department on Aging, the Department of Human Resources, the State Department of Budget and Management, the Legislature, Community Behavioral Health, the Mental Health Association, On Our Own of Maryland, and the National Alliance on Mental Illness – Maryland.

Prevention strategies call for the identification of resources, enhancement of public awareness, reduction of stigma barriers that affect aging persons and of persons with mental health disorders, elimination of funding barriers, and a broadened training initiative to attract qualified practitioners to the work force.

Committee recommendations are broken down into five categories: Governance and Oversight; Education and Training; Public Awareness and Advocacy; Systems Coordination and Development; and Technology; Data Collection and Research.

Governance and Oversight

●
Create a state-wide group of key stake-holders to conduct an in-depth study of adult suicide with relevant recommendations including funding sources;

●
Make suicide prevention a priority for the adult and older adult populations and include necessary resources to address the issues; 

●
Explore the research conducted and the efforts underway in many other states to address suicide prevention for adults and older adults; and

●
Identify dedicated funding streams such as grants.

Education and Training

●
Increase in-service suicide prevention training/education to agencies serving adults and older adults (i.e. local departments of correction, local Departments of Social Services, nursing homes, veteran’s service centers, group homes, etc.) and to at-risk adults receiving services in the Public Mental Health System;

●
Increase the number and quality of trainers in existing suicide prevention, intervention, and postvention programs;

●
Increase outreach and the number of trainings geared to gatekeepers and the public around suicide issues;

●
Provide education and consultation to faith-based organizations and other community groups regarding suicide prevention issues; and

●
Support training for primary care providers to enhance their ability to recognize signs of depression in adults and older adults.

Public Awareness and Advocacy

●
Create public awareness campaigns that involve all sectors of society in the prevention of suicide;

●
Support MHA’s mission and value statements that reflect concern for persons with mental illness of all ages and support a consumer’s right to access appropriate mental health services;

●
Raise awareness of the problem and promote the available services to address them; and

●
Develop an anti-stigma campaign to preserve the dignities of all persons. 

Systems Coordination and Development

●
Develop more coordinated prevention, intervention, and postvention services across the State to include all populations;

●
Identify core principles/components for all suicide prevention programs across appropriate adult-centered systems;

●
Increase funding for suicide prevention, intervention, postvention, including but not limited to funding for Maryland Crisis Hotline programs, education/training, consultation and overall capacity building;

●
Infuse cultural competence throughout suicide prevention services to adults and older adults;

●
Ensure that major departments within Maryland’s service delivery system embrace the core principles/components of the Maryland Suicide Prevention Plan and ensure the implementation of the plan at the appropriate agency level;

●
Strengthen the state’s capacity to respond to crises and serve at-risk populations;

●
Implement a model Hospital/Urgent Care suicide postcard follow-up program for adults and older adults seen in emergency departments for suicidal ideation/gestures;

●
Establish a baseline listing of existing support systems for survivors and attempters;

●
Create a centralized suicide “hot-line” for all populations to include technology that incorporates communication innovations, and an array of crisis response services throughout the State;

●
Determine the cost saving options available through a consolidation of services;

●
Recommend that primary care providers use tools and/or questionnaires with patients that identify suicide risk, and provide for “follow-up” for these patients; and 

●
Recommend that primary care providers receive additional support and training to identify patients who are “at-risk” for suicide, or express suicidal ideation.

Technology, Data Collection and Research

●
Develop a Web site and utilize other technologies to reach and respond to at-risk adults and older adults;

●
Formulate databases, including anecdotal records, on the three priority populations: veterans, older adults aged 65 and over, and persons affected by economic stress; and 

●
Develop a State-wide system of “real time” data collection on adult/older                        adult suicide.

- End -
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COMMITTEE MEMBERSHIP LIST

James Chambers, Chairperson

Mental Hygiene Administration
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Charles F. Bond

Prince Georges County Crisis Response System

Linda Fauntleroy

Baltimore Crisis Response Incorporated

John Hammond

Mental Hygiene Administration

Marie Ickrath

Baltimore Mental Health Systems Incorporated

Naomi C. Kabasela

Threshold Services, Rockville Md.

Sharon Lipford

Harford County Office on Mental Health

James Macgill

Consultant, Mental Health Transformation Team

Marge Mulcare

Mental Hygiene Administration

Allison Paladino

Baltimore County Crisis Response System

Robert Pender

Governor’s Advisory Council on Mental Health

Cindy Pixton

Key Point Health Services

Appendix B

CRISIS RESPONSE SYSTEMS

	JURISDICTIONS
	Residential Crisis Service providers
	Crisis Hotlines
	Urgent Care Crisis Center
	In-Home Intervention Teams
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	Hospital Diversion
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