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research ‘ report

Suicide Trends in Indiana:
Recommendations for Prevention

Executive Summary

The purpose of this report is to provide an overview of suicide risks, trends, and current
interventions in Indiana. To accomplish this, we (1) reviewed the literature and existing data, (2)
conducted key informant interviews with state experts, and (3) synthesized the information to
provide recommendations for suicide prevention.

Suicide, or intentional self-harm, is one of the leading causes of death in the United States. Suicide
rates among Hoosiers have increased from 12.6 per 100,000 in 2008 to 16.3 per 100,000 in 2017,
a nearly 30% increase over the 10-year period. In Indiana, the most common method was death by
firearms, followed by suffocation.

Nearly one-third of Indiana high school students reported feeling sad or hopeless in the past year,
one in five students seriously considered attempting suicide, and one in ten students attempted
and survived suicide. High school students who identified as gay, lesbian, or bisexual had
significantly higher rates of suicide-related thoughts and behaviors compared to students who
identified as heterosexual.

A variety of factors contribute to a person’s likelihood to engage in suicidal thoughts and behaviors.
Some of these circumstances can increase a person’s risk to attempt or die by suicide (risk
factors), while other circumstances can reduce the risk (protective factors). Though anyone can be
affected by suicide, there are some groups within the population that are at a particularly high risk
due to the stresses they experience. We identified the following high-risk groups:

* \eterans

» Sexual and gender minorities / LGBTQ individuals
* Incarcerated and released prisoners

* First responders

* Individuals with lower socioeconomic status
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We conducted key informant interviews with state experts in suicide prevention to get a better
understanding of the magnitude and impact of suicide in Indiana; the resources and interventions
necessary to effectively address the issue; and how the State is currently responding to the
situation. For this study, 11 experts were interviewed, and key themes were summarized in the
following categories:

* Magnitude of the problem

 Vulnerable populations and risk factors
« Suicide trends

« Stigma and resilience

* Indiana’s response

* Gaps

* Recommendations

Traditionally, suicide has been addressed after people showed signs of suicidal behaviors, by
providing immediate care or mental health services. Although these services are crucial and
need to be part of a comprehensive prevention framework, they do not stop suicidal thoughts
and behaviors from occurring in the first place. A broader public health approach including
primary, secondary, and tertiary prevention can be useful to address suicidality at all stages of the
continuum.

Findings from our key informant interviews and a review of the literature indicate the importance of
addressing the entire spectrum of suicide. We provide the following recommendations:

* Make suicide prevention a statewide priority and coordinate across state agencies
* Provide adequate and sustained funding

* Reduce stigma and promote resilience

* Encourage consistent data collection

* Improve access to timely, affordable, and quality mental health care

» Support mental health integration

* Implement evidence-based programs, strategies, and resources




CENTER FOR HEALTH POLICY

INDIANA UNIVERSITY
RICHARD M. FAIRBANKS SCHOOL OF PUBLIC HEALTH

Introduction

Suicide, or intentional self-harm, is one of the
leading causes of death in the United States.
From 1999 through 2016, suicide rates rose
significantly in 44 states; 25 states reported an
increase in suicide rates of over 30% [1].

Suicide is the 10th leading cause of death
among all age groups combined. In 2017, it
accounted for 47,173 fatalities and contributed
to nearly 2% of all U.S. deaths. Among young
people, however, suicide was the 2nd leading
cause of death, resulting in 19% of deaths in 10-
to 24-year-olds and 11% of deaths in those aged
2510 44 [2].

In its Healthy People 2020 initiative, the federal
government identified suicide as a leading
mental health indicator. Prevention efforts aim
to reduce the overall suicide rate by 10%, from
a baseline of 11.3 suicide deaths per 100,000
population in 2007 to 10.2 deaths per 100,000
population by 2020. However, in 2017 the

rate had actually increased to 14.0 deaths per
100,000 [3]. A second goal of the initiative was
to reduce suicide attempts among adolescents
by 10%, from a baseline of 1.9 suicide attempts
per 100 population in 2009 to 1.7 attempts per
100 population by 2020. In 2017, however, the
rate had risen to 2.4 per 100 population [3].

Though the emotional costs associated with
suicide can be difficult to assess, the impact it
has on family and friends can be substantial.

Individuals exposed to suicide (i.e., knowing or
identifying with someone who died by suicide)
are more likely to engage in suicidal behaviors
themselves, develop post-traumatic stress
disorder (PTSD), and experience extended
periods of grief and depression [4 5]. Individuals
who are most at risk include those who
personally knew the deceased (such as family,
friends, or associates), those who learned about
the death, those who witnessed the death, or
those who found the deceased [6].

In addition to the emotional toll, suicide and
attempted suicide also have an economic
impact. The domestic cost of suicide deaths
and attempts in 2013, based on reported
numbers, was $58.4 billion. When adjusted for
under-reporting, the estimate rose to $93.5
billion ($298 per capita) [7]. In 2014, the
Centers for Disease Control and Prevention
(CDC) estimated that suicide cost the state of
Indiana $1.2 billion ($183 per capita) in lifetime
medical and work—loss costs [8].

The purpose of this report is to provide an
overview of suicide risks, trends, and current
interventions in Indiana. To accomplish this, we
have divided the report into three parts:

1. Review of the literature and data (Part I)

2. Key informant interviews with state
experts (Part I1)

3. Recommendations for suicide
prevention (Part Ill)




Furthermore, a short list of suicide prevention
resources is provided in Appendix .

Part I: Review of the Literature and Data

A variety of factors contribute to a person’s
likelihood to engage in suicidal thoughts and
behaviors. Some of these circumstances can
increase a person’s risk to attempt or die by
suicide (risk factors), while other circumstances
can reduce the risk (protective factors).

Major risk factors for suicide include [9]:

* Having a mental disorder

» Misusing alcohol or other drugs

» Having experienced childhood trauma
(adverse childhood experiences or ACESs)

* Having had prior suicide attempt(s)

* Knowing someone who died by suicide,
particularly a family member

* Experiencing social isolation, feeling cut off
from other people

» Having a chronic disease and/or disability

* Having access to lethal means (e.g.,
firearms)

Major protective factors for suicide include [9]1:

» Having access to effective behavioral health
care

* Feeling connected to family and friends, the
community, and social institutions
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* Having the necessary life skills, including
problem solving and coping skills, and ability
to adapt to change

» Being surrounded by cultural, religious, and
personal beliefs that discourage suicide

THE GENDER PARADOX IN SUICIDE

Gender differences in suicidal behavior have
shown to be significant. Women report higher
rates of suicidal thoughts and non-fatal
attempts, while men die by suicide at higher
rates; a phenomenon known as the gender
paradox in suicide [10]. This, in part, is due

to the tendency of males to attempt suicide
using more lethal methods, such as firearms.
Additionally, females may be more easily
deterred from attempting suicide [11]. Recent
mortality data indicate this gender gap may be
narrowing. Among young people, rates of suicide
remain higher among male youth than female
youth, but there has been a disproportionate
increase in suicide rates among female youth
[12].

MENTAL HEALTH AND SUBSTANCE USE
DISORDERS

Mental illness is strongly linked to suicidal
behaviors. About 90% of people who die by
suicide have at least one psychiatric disorder
[13]. Suicide risk is highest for individuals with
mood disorders (major depression, bipolar
disorder), as well as those with personality and
psychotic disorders [13 14].
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Substance misuse is a risk factor for suicidality,
as suicide attempts and deaths often occur

by means of intentional overdose. Alcohol use
disorder has been significantly associated with
suicidal ideation, attempts, and completion
[15-17]. Individuals with alcohol dependence and
individuals who use drugs have a 10 to 14 times
higher risk of dying by suicide compared to the
general population [18].

The risk of suicide further increases for
individuals with a co-occurring disorder; i.e.,
those who suffer from both substance use and
mental health disorders [17 19].

ADVERSE CHILDHOOD EXPERIENCES

Adverse childhood experiences (ACEs) can
contribute to psychiatric problems. In Indiana,
about 52% of children reported experiencing
at least one ACE. These children are at a higher
risk of experiencing depression and other
mental health disorders. The full consequences
of trauma are often not apparent until long
after the initial traumatization. Adults who
experienced trauma at a young age often adopt
risk behaviors while attempting to cope with
stress. These risk behaviors can lead to illness
and early death [20].

Childhood trauma changes the way an
individual's brain processes stress and makes
it more difficult to develop healthy coping
skills [21]. Those with a history of childhood
trauma tend to display greater impulsivity and

aggression [22]. These traits make an individual
more vulnerable to suicidal action.

Exposure to multiple and/or more severe ACEs
increases a person’s likelihood to engage in
suicidal behavior. For example, the odds of
suicide attempts were 2 to 4 times higher

in women who had been sexually abused as
children, compared to women who had not
experienced sexual abuse. The impact was
even greater in men. The odds of attempting
suicide were 4 to 11 times higher in male sexual
abuse victims, compared to those who did not
experience sexual abuse during childhood [23].

Women are more likely to report ACEs than men.
This could be part of the reason that women
experience higher rates of depression and more
suicide attempts [24].

PAST ATTEMPTS AND SUICIDE EXPOSURE

Both prior suicide attempts, as well as knowing
someone who attempted or died by suicide, can
increase the likelihood that a person will engage
in suicidal behaviors. Studies have shown that

a history of suicidal ideation and past suicide
attempts are prominent risk factors, often
resulting in death by suicide [25].

Exposure to suicide (‘suicide contagion’)
increases the risk of suicide attempts among
people “exposed”; this can mean family, friends,
community members, or people who had a
strong connection with the deceased [6 26].




Recent studies show that when the media widely
report on celebrity suicides, the rate of suicide
briefly increases [27]. In addition to traditional
media coverage of celebrity deaths by suicide,
social media has emerged as a powerful tool

for possibly influencing suicidal behaviors

[28]. Conversely, it may also be a powerful

tool in identifying concerning behaviors and
implementing interventions aimed at preventing
suicide attempts [29].

ACCESS TO LETHAL MEANS

The relationship between access to firearms
and death by suicide is very strong; i.e., firearms
have a higher case fatality rate than other
means of death by suicide [30]. Furthermore,
firearms play a larger role in suicide deaths
than homicides. In 2016, nearly 23,000 people
used a firearm to die by suicide, accounting
for more than half of all suicides that year. In
the same year, a total of 14,415 people died

in gun homicides [31]. States with higher
prevalence of gun ownership had higher rates
of overall suicide and firearm-specific suicide
[32]. Previous gun control measures, such as
the firearm buyback program in Australia, and
the Israeli Defense Force initiative to prohibit
soldiers from bringing firearms home, reduced
firearm suicides by 74% and 40%, respectively
[33 34]. Domestically, states with policies that
require mental health or criminal background
checks have lower rates of firearm suicides
[35].
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Though anyone can be affected by suicide, there
are some groups within the population that are
at a particularly high risk for suicidality due to
the stresses they experience. Reviewing the
literature, we identified the following high-risk
groups:

* \leterans

» Sexual and gender minorities

* Incarcerated and released prisoners

* First responders

* Individuals with lower socioeconomic status

VETERANS

Individuals with a history of military service
are at an elevated risk of suicide. Members

of the military are often subjected to high
stress situations that can leave lasting trauma.
Veterans and active duty military account for
20% of all suicides in the U.S. Many veterans
have easy access to firearms, which causes
them to be at a higher risk of dying from a
suicide attempt [36].

Within the military, individuals are frequently
encouraged to use suppression and avoidance
techniques in order to cope with the extreme
demands placed on them. In the short term
these can help one function during a traumatic
event. However, in the long term this can create
psychological distress, and if not processed
adequately, can lead to mental health and
substance use disorders [37].
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Another aspect of military culture that fosters
suicide risk is the desensitization to death

and violence. While this is often necessary to
perform duties, it can also lead one to become
less inhibited when engaging in acts of self-
harm. Individuals who are habituated to physical
pain and violence are more likely to complete a
suicide attempt [38]. Furthermore, depression
and PTSD can lead veterans to perceive
themselves as a burden to those in their life.
Even though this belief is irrational, it can lead
at-risk individuals to take suicidal actions [37].

After military service ends, many veterans still
bear deep physical and psychological scars.
Often, they struggle to reassimilate into the
social structures they left behind when they
went into service. This leaves them without a
clear sense of purpose and control in their lives.
Veterans are at the highest risk of suicide within
the first two years of returning from combat.
However, those who are supported by their
friends and family are less likely to engage in
suicidal behaviors [39].

Many veterans are hesitant to seek mental
health services because of stigma and other
barriers. Normalizing mental health care is
critical to reducing these barriers and providing
veterans with the support they need. Veterans
tend to internalize stigma-based ideas about
mental health problems. This leads them to
attempt to stifle their symptoms, often by
concealing them with maladaptive coping
behaviors [40].

SEXUAL AND GENDER MINORITIES

According to the National Institutes of Health,
“sexual and gender minority (SGM) populations
include but are not limited to, individuals who
identify as lesbian, gay, bisexual, asexual,
transgender, two-spirit, queer, and/or intersex.
Individuals with same-sex or -gender attractions
or behaviors and those with a difference in

sex development are also included. These
populations also encompass those who do not
self-identify with one of these terms but whose
sexual orientation, gender identity or expression,
or reproductive development is characterized
by non-binary constructs of sexual orientation,
gender, and/or sex.” The term “SGM" is similar
to, but more inclusive than the frequently used
abbreviation “LGBTQ" (lesbian, gay, bisexual,
transgender, queer/questioning) [41].

SGM individuals are at an elevated risk for
suicidal behavior. Lifetime suicide attempts are
three times as high in gay and bisexual men,
and twice as high in lesbian and bisexual women
when compared to heterosexual individuals
[42]. LGB youth contemplate suicide at three
times the rate of heterosexual youth, and were
nearly five times more likely to require medical
treatment [43]. Transgender individuals are also
at higher risk of suicidality- one study reported
that 40% of transgender adults reported
making a suicide attempt [44].

Poorer mental health among SGM individuals
contributes to elevated suicide rates.




When compared to others with mental

health disorders, members of the SGM
community are at a higher risk of suicide [45].
Furthermore, this higher prevalence of mental
health disorders alone does not explain the
significantly increased rates of suicidality
among this population; SGM individuals also

experience high rates of social stigma, prejudice,

discrimination, and victimization [46].

Young people are particularly vulnerable. Loss
of familial belonging can cause a sense of
instability, leaving youths feeling hopeless. SGM
youths who experience familial rejection are at a
much higher risk of suicidal behavior [47].

SGM individuals living in hostile communities
are also at greater risk for suicidality. One report
showed that LGB adults in states that passed
amendments banning same-sex marriage
displayed a 37% rise in mood disorders, a 40%
increase in alcohol use disorders, and a 250%
rise in generalized anxiety disorders [48].

INCARCERATED/RELEASED PRISONERS
Current and former prisoners are also at an
elevated risk of suicide. According to a 2015
report by the Bureau of Justice, the number

of inmates who have died by suicide in U.S.
correctional facilities increased each year from
2010 to 2014, and increased 30% from 2013 to
2014 [49]. The transition into and out of prison
can be extremely destabilizing and make it
difficult for individuals to connect to meaningful
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social networks. In addition, individuals with
severe mental illness often end up in prison
instead of treatment. By some estimates,
about 54% of all released prisoners have been
diagnhosed with a psychiatric disorder at some
point [50]. The stressors of prison life can
worsen symptoms and drive inmates to suicidal
action [51].

Those who are incarcerated face many
challenges in coping with prison life.
Imprisonment can exacerbate mental disorders
because prisoners are frequently cut off from
family members and close social connections.
Loneliness is a persistent stressor within the
prison population. Individuals who reported
lower social support and more loneliness were
at a higher risk for all forms of self-harm [51].

Prisons often lack effective resources for
treating those suffering from mental disorders.
Instead of receiving treatment, many mentally
ill prisoners are placed in solitary confinement.
Research shows that any length of time spent in
solitary confinement raises the risk of self-harm.
When compared to inmates who had never
experienced solitary confinement, inmates who
had experienced solitary confinement were
significantly more likely to commit acts of self-
harm [52].

Individuals who have recently been released
from prison are also at an elevated risk of
suicide. The highest risk occurs during the first
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year after release [50]. This can be attributed to
the difficulty of transition out of prison and the
struggle of re-integration into society. Released
offenders often face stigma from others in their
community. Those who do not feel accepted by
their community typically have more trouble
adjusting. Experiencing stigma can result in
unhealthy coping mechanisms such as social
withdrawal and substance abuse [53].

FIRST RESPONDERS

First responders such as firefighters, police
officers, and emergency medical service (EMS)
workers endure countless high-stress situations
over the course of their careers. There is
evidence to suggest that this repeated exposure
to stressors can worsen existing mental health
problems and result in the development of new
conditions. One study indicated that 37% of
fire and EMS professionals have contemplated
suicide; a rate nearly 10 times higher than the
national average [54]. More first responders
die by suicide than in the line of duty [55].
Addressing first responder suicides is critical

to ensuring that these individuals perform their
jobs effectively without sacrificing their mental
health.

The stigma of seeking mental health treatment
leads many first responders to neglect their
own well-being. First responders often worry
that seeking help will make them appear “weak”
or harm their career. A third of first responders
report experiencing stigma around mental

health treatment. Often this stigma comes from
a fear that services will not be kept confidential
and will cause one’s coworkers to view them

as less dependable. First responders often try
to hide symptoms and push through instead of
seeking help with mental health conditions. This
can lead to more severe symptoms of PTSD,
depression, and alcohol abuse [56]. Only about
3-5% of U.S. law enforcement agencies have
suicide prevention programs [55]. This means
that mental health problems are less likely to be
identified early and are more likely to result in
suicide or chronic poor mental health.

The long, stressful hours of first responder work
can result in burnout. Exhaustion and a lack of
cohesion among a first responder workforce can
contribute to burnout, and first responders who
experience burnout are more prone to mental
health problems. For example, police officers
who reported burnout showed a 117% higher
rate of suicidal thoughts [54]. First responders
who lack training and resources to manage
mental health problems as they arise are more
likely to develop burnout. However, the strong
sense of community and self-efficacy among
first responders can function as a protective
factor. Many first responders find profound
meaning and purpose in their jobs which can
protect them from developing mental health
conditions [57]. However, first responders who
express frustration and dissatisfaction with
supervisors are more likely to develop PTSD.




Unity within first responder communities is
critical to sheltering these groups from suicide
risk [54].

INDIVIDUALS WITH LOWER SOCIOECONOMIC
STATUS

Lower socioeconomic status (SES) is associated
with a higher rate of mental iliness, which

results in a greater risk of suicidal behavior.
Mental illness can be a contributing factor to low
socioeconomic status; i.e., individuals suffering
from serious mental iliness can struggle to

hold down a job or advance in the workplace.
Economic downturns and increases in income
inequality can lead to rising suicide rates within
vulnerable communities. Broader feelings

of frustration and dissatisfaction can cause
individuals to experience suicidal behavior

[58]. Geographic areas with lower poverty,
unemployment, and family disruption typically
experience lower suicide rates. The community
in which a person lives provides important
context about their suicide risk. Community-
level social disruption leads to an increase in
suicidal behavior. However, individuals who have
strong social ties and those who experience
purpose and a sense of responsibility to others
are less likely to display suicidal behavior [59].

Some research suggests that perceived SES
may be a more important risk factor than
objective SES. Lower perceived social status
has been connected to the worsening of several
important biomarkers of health. The long-term
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impact of stress about one’s social position

can contribute to higher rates of suicide.
Multiple studies indicate that income is a better
predictor of suicide for men than women.
Women's educational attainment is a better
predictor of their suicide risk. Income may be a
more important symbol of social status for men,
and men who are unsatisfied with their income
have worsened mental health and struggle to
find their place in society [60].

The unemployed are a group of low SES
individuals who are at an especially high risk
of suicide. Part of this increase in risk can be
attributed to the higher rates of mental health
disorders present among the unemployed. In
addition, unemployment can cause individuals
to feel a lack of purpose and a loss of identity,
leading to an increase in suicidal behavior.
Additionally, individuals of lower SES are
more likely to face obstacles, such as financial
barriers, lack of transportation, and stigma,
when accessing mental healthcare [61].

INDIANA'S GENERAL ADULT POPULATION

Data from the 2017-2018 National Survey on
Drug Use and Health (NSDUH) indicated that
5% of Indiana residents ages 18 or older had
serious thoughts of suicide within the past year.
The rate was higher for 18- to 25-year-olds
(12%), compared to those ages 26 and older
(4%) [62].
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INDIANA'S HIGH SCHOOL STUDENTS
According to data from the 2015 Youth Risk
Behavior Surveillance System (YRBSS), the
most recent year available for Indiana, 29% of
Hoosier high school students reported feeling
sad or hopeless in the past year. Furthermore,
about one in five Indiana students engaged in
suicidal behaviors in the past year, specifically:

« 20% seriously considered attempting
suicide,

*17% made a plan about how they would
attempt suicide,

* 10% attempted suicide, and

* 4% of suicide attempts were serious enough
to result in an injury, poisoning, or overdose
that had to be treated by a doctor or nurse.

2015 YRBSS data indicate that Indiana

ranked 3rd out of 37 states in the percentage
of students who reported they seriously
considered attempting suicide, and 2nd out of
34 states in the percentage of students who
made a suicide plan. Notable differences in
suicide-related prevalence rates were found to
exist between genders, sexual orientation, and
sexual contact [63].

Gender: More female than male high school
students indicated that they felt sad and
hopeless or engaged in suicidal thoughts and
behaviors in the past year [63].

Sexual Orientation: High school students

who identified as gay, lesbian, or bisexual had
significantly higher rates of suicide-related
thoughts and behaviors compared to students
who identified as heterosexual [63].

Sexual Contact: For all measures, students with
no sexual contact had lower reported rates than
those who reported any type of sexual contact.
In almost all reported measures, students

who indicated sexual contact with both sexes
reported the highest rates of suicidal ideation
and attempts [63].

For details on differences in suicide-related
thoughts and behaviors in high school students,
see Appendix Il, A through D.

SUICIDE MORTALITY

Suicide rates among Hoosiers have increased
from 12.6 per 100,000 in 2008 to 16.3 per
100,000 in 2017, a nearly 30% increase over
the 10-year period (see Figure 1). In Indiana, the
most common method was death by firearms,
followed by suffocation [64].

See Appendix Il for a map of Indiana showing
each county’s suicide mortality rate for 2008 -
2017 combined.

VETERANS IN INDIANA
The U.S. Department of Veterans Affairs (VA)
collects and analyzes veteran suicide data at




January 2020

Figure 1: Age-Adjusted Suicide Rates per 100,000 Population in Indiana, 2008-2017*
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Source: CDC WONDER, 2019

the national and state level. In 2017, the suicide
rate for Indiana veterans was 28.0 per 100,000
(U.S.: 31.0 per 100,000) (see Figure 2). This rate
was significantly higher than Indiana’s suicide
mortality rate for the general population (16.3
per 100,000; see Figure 1).

Among veterans, the age group most frequently
dying by suicide in Indiana were those between
the ages of 35-54 years. Nationally, however,
veterans most at risk of death by suicide were
somewhat younger, i.e., between the ages of 18-
34 years.

The majority of Hoosier veteran deaths occurred
via firearm (73.0%), followed by suffocation
(174%). For additional details, see Appendix IV
[65].

THE INCARCERATED

The Deaths in Custody Reporting Program
(DCRP), now called the Mortality in Correctional
Institutions (MCI) program, collects inmate
death records on a quarterly basis from all state
prisons and juvenile correctional authorities,

as well as 3,095 local jails. Between 2000 and
2013, there were 805 state prisoner deaths in
Indiana, 51 of which were reported as suicide
(6.3%) [66].

IFor this analysis, we included only mortality in which the underlying cause of death was attributable to intentional
self-harm or injury in the CDC WONDER database. ICD-10 codes were grouped as follows: X60-84 (labeled as ‘Total’),
X72-X74 (labeled as ‘Firearms’), X60-X69 (labeled as ‘Poisoning), X70 (labeled as ‘Suffocation’), X71 & X75-X84
(labeled as ‘Other’)
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Figure 2: Veteran Suicide Rates per 100,000 Population, 2005-2017
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The Indiana Suicide Prevention Network (ISPN)
has developed a suicide prevention framework,
with support from the Indiana Family and Social
Services Administration (FSSA)'s Division of
Mental Health and Addiction (DMHA). ISPN

is comprised of stakeholders from both the
public and private sectors, and various state
agencies [67]. The prevention framework was
adapted from the Zero Suicide Initiative, which
contains seven essential elements for health
and behavioral health systems to adopt [68].
The goal of this framework is to approach
suicide as a public health issue and to reduce
the number of deaths by suicide in Indiana to
zero, using a combination of efforts in addition

to the promotion of intervention, resilience,
postvention and social change [67]. The
prevention framework distinguishes between
three levels of prevention effort- primary,
secondary, and tertiary prevention.

The Indiana State Suicide Prevention
Framework identifies five goals with the aim of
decreasing suicide among Hoosiers:

1. Develop an interactive suicide
prevention website.

2. Increase participation with suicide
prevention coalitions by 20%.

3. Submit suicide prevention budget
recommendation.




4. Provide quarterly suicide prevention
awareness training opportunities to
reduce stigma.

5. Increase the number of national suicide
prevention lifeline crisis centers.

Each of these goals has multiple objectives,
which are tied to at least one of the following
concepts adapted from the Zero Suicide
Initiative — Lead, Train, Identify, Engage, Treat,
Coordinate and Improve? [68].

Legislative action is an effective tool for
drawing attention and resources toward
suicide prevention. Indiana has passed several
pieces of legislation to promote mental health
and reduce suicide deaths. The Indiana Safe
Schools Fund supplies grants to help schools
develop effective anti-bullying policies to create
a more supportive school environment [69].
Zero tolerance policies are intended to ensure
that bullying is taken seriously, and victims are
provided with appropriate support. Schools
have a “Duty to Report” threats and intimidation
[70]. Beginning in 2011, Indiana House Bill 1019
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and Indiana Senate Bill 4 required programs to
be developed that help prepare educators in
identifying and assisting students who appear to
be at-risk [71]. In 2017, Indiana House Bill 1430
required teachers and other appropriate school
employees who work with students in grades
5-12 to attend and participate in evidence-
based youth suicide awareness and prevention
programs every 3 years. It also required DMHA
to develop a statewide suicide prevention
program and employ a statewide suicide
prevention coordinator [72].

Part II: Key Informant Interviews with
State Experts

We conducted key informant interviews? with
state experts in suicide prevention to get a
better understanding of the magnitude and
impact of suicide in Indiana; the resources and
interventions necessary to effectively address
the issue; and how the State is currently
responding to the situation. Between October
and November of 2019, a total of 11 experts were
interviewed. (See Appendix V for introductory
message and interview questions.)

2The original Zero Suicide Framework lists the following 7 elements: (1) Lead system-wide culture change committed
to reducing suicides, (2) Train a competent, confident, and caring workforce, (3) Identify individuals with suicide

risk via comprehensive screening and assessment, (4) Engage all individuals at-risk of suicide using a suicide care
management plan, (5) Treat suicidal thoughts and behaviors using evidence-based treatments, (6) Transition
individuals through care with warm hand-offs and supportive contacts, and (7) Improve policies and procedures

through continuous quality improvement [68].

3Study proposal was submitted to Indiana University's Internal Review Board (IRB) and qualified as “exempt” (study
protocol #1908571459).
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Key themes were identified and summarized for
the following categories:

* Magnitude of the problem

*Vulnerable populations and risk factors
* Suicide trends

« Stigma and resilience

* Indiana’s response

* Gaps

* Recommendations

MAGNITUDE OF THE PROBLEM

“Every year the numbers go up, and |
think that's the most important
statistic...we're not decreasing, every
single year, it's going up.”

All key informants stated that suicide is a
significant problem in Indiana, citing that suicide
is one of the leading causes of death across
many age groups. Most key informants were
concerned about the rising rates of suicide
attempts and deaths.

Furthermore, the coroners’ systems for
reporting suicides are inconsistent across
Indiana counties. Many of our experts believed
that the number of suicide deaths may be
underreported because of stigmatization and/
or misattributing suicides as accidental deaths
with undetermined intent.

“I haven't met with a school district that
hasn't been touched by a suicide. It
seems to be everywhere, there's
something, whether it's a staff member
or it's one of their students.”

VULNERABLE POPULATIONS AND RISK
FACTORS

Population groups that were consistently
identified by our experts as vulnerable included:

* Individuals with mental health problems
and/or substance use disorders; especially
those who experience both (co-occurring
disorder)

* Individuals who identify as LGBTQ / sexual
and gender minorities

* Youth and young adults

» Military (both veterans and active duty
members)

* Members of law enforcement, first
responders

* Middle-aged men

“Men tend to die more violently by
suicide versus women, who tend to
choose drug overdose as their means,
and then someone finds them,
resuscitates them, and gets them into
treatment.”




Most key informants also mentioned one or
more of the following risk factors for suicide:

« Social isolation

* Access to lethal means (e.g., firearms)

* Lack of access to mental health care

« Exposure to trauma, including adverse
childhood experiences (ACESs)

* Exposure to suicide (e.g., suicide by family
members, friends, community members, or
celebrities)

TRENDS

Key informants generally stated that many
suicide trends in Indiana are similar to those
in the U.S.; however, they also expressed that
Indiana exhibited higher rates of suicide.

Emergency departments in Indiana have seen
increases in youth with suicide ideation.

Some key informants reported that hanging
(asphyxiation) as a means of dying by suicide
was more frequently seen than expected,
especially among youth. Furthermore, more and
more schools have been reaching out for help in
creating suicide crisis plans.

Less access to mental health treatment in
Indiana compared to other states was also
mentioned as a potential reason for the state’s
high suicide rates. Indiana has a low ratio of
mental health providers to the population

they serve, as well as low treatment rates for
behavioral health services, especially for the
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youth population.

“Younger and younger students, as
young as 8, are coming forward and
saying they're having suicidal ideations.”

STIGMA AND RESILIENCE

“Mental health is just as important as
your physical health.”

Our key informants felt that mental health

and suicide are highly stigmatized topics. This
stigmatization creates barriers for individuals
to seek the help they need. Being more resilient
is an important protective factor for individuals
with suicidal ideation.

Key informants were asked how to reduce
stigma and promote resilience in Hoosiers. The
three major themes that emerged involved
programming, pro-social attitudes, and mental
health integration.

Programming

Our experts stated the need to identify and
implement evidence-based programs and
strategies to reduce stigma and boost resilience.
Many key informants suggested campaigns

to raise awareness about mental health and
suicide within the general public, but also
targeting groups who work with or come in
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contact with youth; e.g., parents, teachers and
other school staff, and physicians and other
healthcare professionals.

Peer support programs were also mentioned
as effective ways to “elevate the youth voice”.
Many key informants talked about the need for
training and support to overcome stigma and
normalize help-seeking behaviors.

“We need to equip our parents and
educate them about overcoming the
taboos and stigmas of help-seeking

behaviors.”

Pro-Social Attitudes

Promoting pro-social behaviors in general and
encouraging community engagement was also
frequently mentioned by our key informants.
Many pointed out that by focusing solely on
negative outcomes (such as deaths), the
“culture of stigma” is perpetuated. Suggestions
included using less stigmatizing language and
promoting messages of hope, resilience, and
connectedness. In addition, fostering social
connections reduces social isolation, which is a
significant risk factor for suicidal behaviors.

“Talk about suicide not only in terms of
deaths, but stick to messages of hope,
messages of resilience, messages of
connectedness.”

Many key informants mentioned that such a
change in social attitudes may be generational
and require a shift in the overall culture. Having
champions for mental health issues from
various sectors of the community (e.g., law
enforcement, education, medicine, business,
etc.) could prove to be beneficial in reducing
stigma.

Mental Health Integration

Multiple key informants strongly felt that mental
health should be well-integrated into overall
healthcare and other community sectors.
Integration into medical care could include
training of healthcare professionals to make
them more aware of mental health and suicide
issues, and reduce the stigma they may harbor;
it could also include routine screenings of
mental health and suicidality during medical
exams.

Education is another sector that, according to
many of our respondents, could benefit from
mental health integration. This could include
incorporating mental health education into
the curriculum; providing training in QPR and
trauma-informed care to all school staff who
interact with students (e.g., teachers, nurses,
counselors, cafeteria workers, bus drivers);
having social workers in every school; and
conducting mental health screenings within
the school system similar to vision and hearing
tests.




INDIANA'S RESPONSE

When asked what the state is currently doing in
terms of suicide prevention/intervention, key
informants indicated the following efforts:

Legislative Efforts

Compared to previous years, there has been
increased legislative attention on suicide. In
2017, House Bill 1430 was passed by the Indiana
General Assembly, which (1) mandated that
teachers and other employees who work with
students in grades 5-12 complete a suicide
prevention training program every three years,
and (2) required the Division of Mental Health
and Addiction (DMHA) to create a statewide
suicide prevention program and a position for a
state suicide prevention coordinator. In addition,
the 2019 state budget had designated funds
specifically for suicide prevention efforts.

Committees

There are a number of committees whose
objective is to review deaths by suicide and work
on suicide prevention efforts. These include the
following:

* The Commission on Improving the Status of
Children

* DMHA Review Committee

+ ISDH Child Mortality Review Group

* Suicide Learning Collaborative

« ISPN/ISPNAC as dedicated task forces
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Programs/ Trainings

There has been an increase in trainings offered
throughout the state, including: Zero Suicide
Initiative, QPR trainings, and Social Emotional
Learning (in schools). ISDH has trained 14
individuals in psychological autopsies, and
overall, there has been an increase in peer-to-
peer support groups.

Other State Efforts

« Statewide coalitions have used their
limited funding to host conferences,
provide trainings, and offer support at the
community level

* Increased access to mental health care via
less traditional methods (e.g., mobile van)

» Agencies/groups are becoming more
collaborative

« Some private funding for prevention efforts
has been secured (e.g., grants)

“Lately, we have more collaboration and
more people vested in suicide prevention,
working at agencies that either serve
broad areas of the state or are supposed
to serve the whole state, so that is a new
phenomenon.”

GAPS

Key informants were also asked what gaps they
observed in current suicide prevention efforts.
The following major themes were identified:
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Lack of Funding

Many of our experts indicated that suicide
prevention efforts in Indiana have suffered due
to lack of or limited funding.

Data

Multiple key informants indicated that Indiana
lacks in-depth data on suicidal behaviors and
the way suicides are reported by coroners is
inconsistent. Indiana has had low response
rates for surveys such as the Youth Risk
Behavioral Surveillance System (YRBSS), which
provides estimates on health and risk behaviors
(including suicidal behaviors) among high
school students. Also, data are not necessarily
shared between state agencies.

Access to Care

All our key informants raised concerns about
access to mental health care. Access to these
services remains a barrier in Indiana, and
treatment rates continue to be low. Receiving
mental health services is stigmatized, so many
people do not seek the treatment they need. For
those individuals who decide to get treatment,
there is a long wait time for providers. The
ratio of mental health care providers to the
population who seek treatment is very low,
exacerbating these wait times.

Programs may not be implemented throughout
the state, leading to coverage gaps. Care may
be too expensive, and low-cost care may not
always be good quality care, furthering health

disparities. There is a lack of continuity of care,
especially after individuals are discharged from
emergency departments. Mental health is not
integrated well into other settings, such as
primary care or in school settings.

There are 24 community mental health centers
(CMHCs) in Indiana. Some key informants
indicated that CMHCs had gaps in their services,
indicating concerns such as a lack of a triage
system, lack of thorough assessments, and lack
of efficiency and responsiveness. More guidance
from the state may be helpful.

“We need to improve...the quality of
services that are available. We still have
emergency rooms that send people out

without plans for help. We still have

people that wait 4 to 6 weeks for an
appointment with their psychiatrist. We
still have correctional facilities that stick
people in isolation, when they need
assistance. We have people that have
been put in jail on a suicide watch call
and released 24 hours later with no
assessment. There's lots of missed
opportunities.”

Workforce

Indiana’s workforce is not properly equipped to
handle the growing problem of suicide. There is
only one prevention coordinator for the entire
state of Indiana, and the workforce overall is
under-resourced. Trainings throughout the state




are limited and key people, especially in rural
areas, often do not have access to the trainings.

Other

Indiana does not have an official state suicide
prevention plan and many respondents felt that
our legislators do not make suicide prevention

a priority. Generally, there seems to be a lack of
awareness or acceptance that suicide is a public
health issue. Furthermore, some of our key
informants talked about a “silo-ing” of efforts,
I.e., efforts and funding are not as collaborative
as they should be.

RECOMMENDATIONS

Our experts recommended comprehensive and
diverse systems changes, including evidence-
based programming at multiple levels (primary,
secondary, and tertiary preventive measures).
Many key informants felt that there needs to be
increasing focus on true primary or upstream
prevention efforts. In addition, all levels of
prevention and intervention should be done
concurrently. Many of our experts mentioned
the need for support from multiple sources,
including employer policies designed to support
mental health (e.g., mental health days and
family care policies), as well as more legislative
efforts to provide support (e.g., universal
childcare). Key informants advocated for a
broad public health approach to enact change,
rather than just focusing on mental health
services.
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Virtually all of our experts emphasized the need
for increased access to care, including support
services such as providing transportation to
mental health providers. One key informant
also suggested that mental health providers
should be closely located to (or co-located
with) other health care providers, for ease of
access and stigma reduction. Finally, workforce
development should be supported to increase
the number of mental health providers in
Indiana.

Overall, all our experts mentioned needing
more mental health treatment and prevention
efforts. Many key informants stated that more
focus was needed on upstream prevention to
address risk factors, such as ACEs, and start
primary prevention in individuals at a young age.
Mental health resources must be accessible
and comprehensive, as effective treatment can
lower or even prevent suicide risks. In addition,
key informants felt that there should be more
awareness in general, by offering more trainings
including gatekeeper training, the Zero Suicide
Initiative, and postvention efforts such as loss
survivor teams. More guidance or information
about current suicide prevention efforts from
the state might also prove helpful in order for
organizations to understand the current state of
prevention efforts across the state.

All our key informants felt having additional
resources and programs would be valuable, and
they expressed the need for increased funding
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for prevention/intervention efforts and trainings
such as psychological autopsies. Ideally, funding
streams could be blended to better help current
efforts. Furthermore, if tools and resources used
could be standardized across multiple sectors
this would lead to more efficient communication
and better data collection. Standardizing
procedures for coroners to report suicides
would provide more accurate estimates on
suicide deaths.

Ideally, there would also be structured suicide
prevention efforts across all local health
departments.

There must be comprehensive support of
prevention efforts from multiple industries
and sectors, such as engaging with firearm
communities in regard to gun safety, or
engagement with the faith community. There
need to be more culturally competent efforts,
with diverse providers.

Part lll: Recommendations for Suicide
Prevention

Traditionally, suicide has been addressed after
people showed signs of suicidal behaviors, by
providing immediate care or mental health
services. Although these services are crucial
and need to be part of a comprehensive
prevention framework, they do not stop suicidal
thoughts and behaviors from occurring in the
first place. A broader public health approach

including primary, secondary, and tertiary
prevention can be useful to address suicidality
at all stages of the continuum.

Primary prevention (also known as ‘upstream’
prevention) focuses on preventing the onset

of a condition or behavior. Primary prevention
aims to reduce the number of new cases in the
general population [73] and can raise awareness
of how an individual’s risk and protective factors
may influence his or her propensity to engage in
harmful behaviors [67].

Examples: Promoting pro-social activities
and community engagement; educational
campaigns (e.g., anti-stigma or anti-bullying
campaigns); school-based programs (e.g.,

life skills training); parent-child classes; ACEs
prevention; screening programs, such as the
use of questionnaires to identify individuals at
higher risk of suicidal ideation or behaviors.

Secondary prevention aims to treat people who
display signs of the condition or risk behaviors
associated with the condition [67]. Secondary
prevention aims to recognize and assess

a person’s suicide risk as early as possible

and refer them to treatment before a suicide
attempt occurs.

Examples: QPR (Question, Persuade, Refer)
training; gatekeeper training; mental health
integration (e.g., routine screenings during

primary care visit or for students in school);




timely and adequate access to mental health
services; use of antidepressant medications
and/or behavioral therapies.

Tertiary prevention (also known as ‘postvention’)
treats individuals who are already afflicted with
the condition or behavior, and seeks to reduce
any further impact [67]. This includes providing
care and mental health services to survivors of
suicide and individuals who have lost a loved
one to suicide.

Examples: Timely and adequate access to
mental health services; suicide loss support
groups / increased monitoring of suicide

loss survivors, who are at an increased risk of
suicidal behaviors; improving data collection on
suicide attempts and deaths.

Findings from our key informant interviews and
a review of the literature indicate the importance
of addressing the entire spectrum of suicide. We
provide the following recommendations:

» Make suicide prevention a statewide priority
and coordinate across state agencies
Preventing suicide takes a coordinated
effort—from government to organizations to
local communities. The Substance Abuse
and Mental Health Services Administration
(SAMHSA) recommends for states to
build “an infrastructure to support stable,
comprehensive, and coordinated suicide
prevention efforts,” across multiple sectors
and settings [74].
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* Provide adequate and sustained funding
To build and maintain a statewide suicide
prevention infrastructure requires
substantial resources. Federal grants as well
as state and local funding could contribute
to these efforts. Ideally, states include a line
item for suicide prevention in their state
budget.
Reduce stigma and promote resilience
Specific programs and campaigns can
assist in promoting pro-social behaviors and
fostering community engagement.
Encourage consistent data collection
Standardize coroners systems for reporting
suicide deaths to provide more accurate and
reliable estimates. Furthermore, encourage
schools to participate in the biennial YRBSS
survey, which provides important estimates
on suicide and other risk behaviors among
high school students.
Improve access to timely, affordable, and
quality mental health care
Adequate access to mental health services
is crucial, especially during crisis. Workforce
development initiatives can support the
need for more mental health providers.
Support mental health integration
Integrating mental health into medical
settings (e.g., primary care) as well as other
sectors (e.g., education, justice system) can
help catch at-risk individuals who otherwise
may not get the help they need.
* Implement evidence-based programs,
strategies, and resources
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Evidence-based practices (EBPs) are those
that have been shown, through research,

to be effective. They allow professionals to
make the most efficient use of the resources
available to them. Examples of EBPs include:

o Zero Suicide - a framework to improve

o Wellness Recovery Action Plan (WRAP)
for Life - a self-designed prevention and
wellness process/tool.

o Columbia Suicide Severity Rating Scale
(C-SSRYS) - a questionnaire designed to
assess the severity of suicidal ideation
and behaviors.

the quality and continuity of care in
health and behavioral health care
systems.

Dialectical behavior therapy (DBT) -
cognitive behavioral therapy designed to
treat suicidal behaviors.

Sources of Strength - a suicide
prevention program that uses peer
leaders to increase protective factors at
the school level.

Applied Suicide Intervention Skills
Training (ASIST) for all mental health
providers- trains participants to utilize a
suicide intervention model.

Crisis Intervention Team (CIT) training -
for law enforcement officials, educates
participants about types of mental
illnesses and available resources in the
community, and trains them in active
listening and de-escalation of crisis
situations.

Mental Health First Aid - trains
participants to identify, understand,
and respond to signs of mental health
problems.

Question Persuade Refer (QPR) - trains
participants to respond to individuals in
crisis.

In conclusion, suicide is an issue that affects
all of us. Many concerted efforts are currently
underway in Indiana, trying to prevent the
rising number of deaths, but more needs to be
done. The intention of this report is to provide
an overview of the risks and trends, together
with recommendations to guide Indiana’s
suicide prevention efforts. This is not meant to
be an exhaustive report, but a stepping stone
that could serve as the foundation for a state
strategic plan.
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Appendix | - Suicide Prevention Resources

INDIANA

Call 211 or (866) 211-9966, or visit https://in211.communityos.org/ to connect with a navigator who
can help connect you with local resources.

Visit https:/www.in.gov/issp/ for help locating suicide prevention resources throughout Indiana.

Visit www.lookupindiana.org (also available as a hotline, text line, or online chat) to learn about
suicide prevention resources in your area.

Visit https:/www.in.gov/issp/files/regional map support group.pdf for suicide prevention
coalition and postvention support groups in your region.

Visit https:/www.in.gov/isdh/files/Suicide%20Resrouce%20Guide%20Jan%202019.pdf for
an Indiana resource guide, including resources for vulnerable populations and a guide to mobile
applications.

Families First Indiana Hotline: (317) 251-7575 or Text CSIS to 839863.

Mental Health America Hotline: 1-765-742-0244 or 1-877-419-1632.

UNITED STATES
National Suicide Prevention Lifeline: 1-800-273-8255

In Spanish: 1-888-628-9454

For Deaf & Hard of Hearing: 1-800-799-4889
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Appendix Il — Past-year Prevalence Rates of Suicide-Related Risk Behaviors Among
High School Students

Measure Gender Indiana (95% CI) U.S. (95% CI)

Felt sad or hopeless Female 39.2% (33.6-45.0) 39.8% (36.5-43.2)

Male 19.8% (17.5-22.3) 20.3% (18.9-21.8)
Seriously considered Female 26.0% (22.2-30.1) 23.4% (21.5-25.4)
attempting suicide

Male 13.7% (10.5-17.6) 12.2% (11.2-13.3)
Made a plan Female 20.6% (18.5-22.8) 19.4% (17.5-21.5)

Male 13.6% (10.7-17.2) 9.8% (8.8-11.0)
Attempted suicide Female 10.9% (8.3-14.1) 11.6% (9.7-13.7)

Male 5.5% (4.7-6.4) 8.7% (6.0-12.5)
Attempt warranted Female 4.4% (2.7-7.0) 3.7% (2.9-4.7)
care by doctor or nurse

Male 1.9% (1.3-2.8) 3.3% (1.9-5.6)

Source: Youth Risk Behavior Surveillance System, YRBSS, 2015




Measure

Sexual Orientation
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Indiana (95% CI)

U.S. (95% ClI)

Felt sad or hopeless

Heterosexual

25.2% (22.5-28.0)

26.4% (24.6-28.4)

Gay, Lesbian or
Bisexual

57.8% (44.8-69.8)

60.4% (55.1-65.4)

Not sure

44.6% (28.6-61.9)

46.5% (41.2-51.8)

Seriously considered
attempting suicide

Heterosexual

15.2% (13.6-16.8)

14.8% (13.7-15.9)

Gay, Lesbian or

46.4% (34.9-58.4)

42.8% (38.4-47.3)

Bisexual
Not sure 39.1% (29.0-50.2) 31.9% (27.1-37.1)
Made a plan Heterosexual 13.0% (11.7-14.4) 11.9% (10.8-13.1)
Gay, Lesbian or 42.8% (34.8-51.1) 38.2% (34.0-42.6)
Bisexual
Not sure 31.9% (21.3-44.9) 27.9% (21.3-44.9)
Attempted suicide Heterosexual 6.8% (5.0-9.2) 6.4% (5.6-7.3)

Gay, Lesbian or

34.2% (27.5-41.5)

29.4% (25.7-33.3)

care by doctor or nurse

Bisexual
Not sure 176% (7.5-35.9) 13.7% (10.0-18.5)
Attempt warranted Heterosexual 3.0% (1.7-5.4) 2.0% (1.5-2.7)

Gay, Lesbian or
Bisexual

11.1% (7.1-17.1)

9.4% (7.3-12.1)

Not sure

7.8% (2.7-20.7)

4.7% (2.7-8.1)

Source: Youth Risk Behavior Surveillance System, YRBSS, 2015
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Indiana (95% CI)

U.S. (95% ClI)

Felt sad or hopeless

Race/Ethnicity

American Indian/Alaskan
Native (Non-Hispanic)

N/A

34.9% (25.2-46.0)

Asian (non-Hispanic)

N/A

22.9% (18.0-28.7)

Black (non-Hispanic)

31.2% (22.2-41.8)

25.2% (21.7-29.1)

Hispanic

36.8% (27.8-46.8)

35.3% (32.3-38.4)

Native Hawaiian or Other
Pacific Islande
(non-Hispanic)

N/A

33.7% (19.4-51.7)

White (non-Hispanic)

28.4% (25.8-31.1)

28.6% (25.8-31.5)

Multiple Race
(Non- Hispanic)

31.6% (24.2-40.0)

38.8% (34.8-43.0)

Seriously considered
attempting suicide

American Indian/Alaskan
Native (Non-Hispanic)

N/A

20.9% (13.2-31.4)

Asian (non-Hispanic)

N/A

17.7% (13.1-23.5)

Black (non-Hispanic)

22.2% (14.1-33.1)

14.5% (12.3-17.1)

Hispanic

23.8% (16.4-33.2)

18.8% (17.1-20.7)

Native Hawaiian or Other
Pacific Islander
(non-Hispanic)

N/A

N/A

White (non-Hispanic)

18.9% (17.1-20.8)

17.2% (15.4-19.2)

Multiple Race
(Non- Hispanic)

25.9% (17.5-36.6)

26.6% (21.0-33.0)

Made a plan American Indian/Alaskan N/A 174% (12.2-24.4)
Native (Non-Hispanic)
Asian (non-Hispanic) N/A 13.8% (8.5-21.6)

Black (non-Hispanic)

19.1% (14.6-24.6)

13.7% (10.8-17.2)

Hispanic

20.9% (13.8-30.4)

15.7% (14.2-17.4)

Native Hawaiian or Other
Pacific Islander
(non-Hispanic)

N/A

N/A
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Race/Ethnicity
White (non-Hispanic)

Indiana (95% CI)

15.8% (14.2-17.6)

U.S. (95% CI)
13.9% (12.1-15.9)

Multiple Race
(Non- Hispanic)

23.5% (15.4-34.3)

19.6% (15.8-24.1)

Attempted suicide American Indian/Alaskan N/A 15.0% (8.9-24.1)
Native (Non-Hispanic)
Asian (non-Hispanic) N/A 1.8% (4.9-12.2)

Black (non-Hispanic)

14.5% (8.8-23.1)

8.9% (6.7-11.9)

Hispanic

15.5% (8.9-25.8)

11.3% (9.9-13.0)

Native Hawaiian or Other
Pacific Islande
(non-Hispanic)

N/A

N/A

White (non-Hispanic)

8.7% (6.5-11.5)

6.8% (5.5-8.4)

Multiple Race
(Non- Hispanic)

10.5% (5.7-18.4)

15.2% (11.5-19.8)

Attempt warranted
care by doctor or
nurse

American Indian/Alaskan
Native (Non-Hispanic)

N/A

4.0% (1.7-9.0)

Asian (non-Hispanic)

N/A

1.5% (0.6-3.6)

Black (non-Hispanic)

9.2% (5.0-16.4)

3.8% (2.2-6.3)

Hispanic

6.7% (2.0-20.5)

3.7% (2.7-5.1)

Native Hawaiian or Other
Pacific Islander
(non-Hispanic)

N/A

N/A

White (non-Hispanic)

2.8% (1.6-4.8)

2.1% (1.5-2.9)

Multiple Race
(Non- Hispanic)

5.3% (2.1-12.7)

2.8% (1.6-4.8)

Source: Youth Risk Behavior Surveillance System, YRBSS, 2015
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Sexual Contact With

Indiana (95% CI)

U.S. (95% ClI)

Felt sad or hopeless

Opposite sex only

31.4% (271-36.0)

32.9% (30.9-35.0)

Same sex only

41.4% (22.4-63.4)

48.7% (39.2-58.2)

Both sexes

77.0% (67.2-84.5)

67.7% (61.8-73.0)

No sexual contact

20.8% (17.7-24.2)

22.3% (20.4-24.3)

Seriously considered
attempting suicide

Opposite sex only

21.7% (18.6-25.1)

19.7% (18.4-20.9)

Same sex only

28.3% (17.1-43.2)

38.5% (29.2-48.8)

Both sexes

©3.5% (51.8-73.7)

46.6% (41.2-52.1)

No sexual contact

11.3% (8.9-14.3)

12.0% (10.6-13.6)

Made a plan

Opposite sex only

18.4% (15.5-21.5)

15.6% (14.2-17.0)

Same sex only

20.6% (10.1-37.4)

28.1% (19.4-38.9)

Both sexes

59.6% (48.7-69.6)

43.6% (38.4-49.1)

No sexual contact

10.0% (7.2-13.7)

10.1% (9.0-11.3)

Attempted suicide

Opposite sex only

11.0% (8.2-14.7)

9.7% (8.6-10.9)

Same sex only

23.9% (12.6-40.6)

20.6% (12.9-31.3)

Both sexes

37.1% (29.0-46.1)

29.9% (25.5-34.7)

No sexual contact

4.4% (2.6-7.5)

4.2% (3.3-5.3)

Attempt warranted
care by doctor or
nurse

Opposite sex only

4.0% (2.5-6.4)

34% (2.6-4.3)

Same sex only

170% (7.5-34.2)

8.5% (4.1-16.8)

Both sexes

14.6% (8.2-24.7)

11.8% (8.9-15.5)

No sexual contact

14% (0.5-3.9)

0.9% (0.6-1.4)

Source: Youth Risk Behavior Surveillance System, YRBSS, 2015
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Appendix lll. Average Annual Crude Suicide Mortality Rates per 100,000 in Indiana
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Appendix IV. Veteran Suicide by Age Group in 2017

Indiana Veteran Midwestern Veteran National Veteran
Age Group Suicides (Rate per Suicides (Rate per Suicides (Rate per
100,000) 100,000) 100,000)
Total 115 (28.0) 1,284 (30.7) 6,139 (31.0)
18-34 13(32.5) 189 (49.3) 864 (44.5)
35-54 36 (36.0) 359 (374) 1,708 (35.1)
55-74 43 (23.5) 477 (25.7) 2,319 (27.1)
75+ 23(26.1) 257 (26.0) 1,242 (27.9)

Source: U.S. Department of Veterans Affairs, Indiana Veteran Suicide Data Sheet, 2019
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Appendix V. Key Informant Interview Questions

Dear [Name of Potential Key Informant],

The Center for Health Policy at the Indiana University Richard M. Fairbanks School of Public
Health is conducting a study on suicide prevention in Indiana. As part of this project, we are
interviewing experts in the field to help us get a deeper understanding of the problem; what
interventions are necessary; and how the State of Indiana is addressing the situation.

We would greatly appreciate, if we could schedule a time for an interview. The interview will
take about 30 to 45 minutes and include questions such as:

1. How much of a problem is suicide in Indiana?
2. Which groups are particularly vulnerable; i.e., are at a high risk of attempting suicide or
dying by suicide?
3. Have you noticed any trends in suicide behaviors or outcomes in Indiana that are different
from those in the nation?
4. What has been Indiana’s response to the rising suicide rates?
a. What has the state done well?
b. What could be improved upon and how?
5. How can we reduce the stigma associated with suicide, and promote resilience in those at
risk?
6. In a perfect world (if we had all the necessary resources available to us), what would the
ideal prevention / intervention model look like?
/. Is there anything else we should have asked you, but didn’t / anything you would like to
add?

Participation in this study is completely voluntary and can be terminated at any point of time
without negative consequences.

If you have any questions or concerns about this study, please contact me at [Contact
Information]. We are looking forward to your response.




CENTER FOR HEALTH POLICY

INDIANA UNIVERSITY
RICHARD M. FAIRBANKS SCHOOL OF PUBLIC HEALTH

References

1. Stone DM, Simon TR, Fowler KA, et al. Vital Signs: Trends in State Suicide Rates — United States,
1999-2016 and Circumstances Contributing to Suicide — 27 States, 2015, 2018:617-24.

2. Heron M. Deaths: Leading Causes for 2017. In: National Center for Health Statistics, ed. Hyattsville, MD,
2019.

3. Office of Disease Prevention and Health Promotion. HealthyPeople 2020- Mental Health and Mental
Disorders. Washington, DC, 2019.

4. Jordan JR.Is Suicide Bereavement Different”? A Reassessment of the Literature. Suicide and Life-
Threatening Behavior 2001;31(1):91-102 doi: 10.1521/suli.31.1.91.21310.

5. Cerel J, Maple M, van de Venne J, Moore M, Flaherty C, Brown M. Exposure to Suicide in the
Community: Prevalence and Correlates in One U.S. State. Public Health Rep 2016;131(1):100-07 doi:
10.1177/003335491613100116.

6. Haw C, Hawton K, Niedzwiedz C, Platt S. Suicide Clusters: A Review of Risk Factors and Mechanisms.
Suicide and Life-Threatening Behavior 2013;43(1):97-108 doi: 10.1111/].1943-278X.2012.00130.x.

7. Shepard DS, Gurewich D, Lwin AK, Reed GA, Jr., Silverman MM. Suicide and Suicidal Attempts in
the United States: Costs and Policy Implications. Suicide Life Threat Behav 2016;46(3):352-62 doi:
10.1111/sltb.12225.

8. LuoF, Florence C. State-Level Lifetime Medical and Work-Loss Costs of Fatal Injuries — United States,
2014, 2017:1-11.

9. Suicide Prevention Resource Center. Risk and protective factors. Secondary Risk and protective
factors n.d. https://www.sprc.org/about-suicide/risk-protective-factors.

10. Chang B, Gitlin D, Patel R. The depressed patient and suicidal patient in the emergency department:
Evidence-based management and treatment strategies, 2011.

11. Wolff S, Puts D. Sex Differences: Summarizing More Than a Century of Scientific Research, 2009.

12. Ruch DA, Sheftall AH, Schlagbaum P, Rausch J, Campo JV, Bridge JA. Trends in Suicide Among Youth
Aged 10 to 19 Years in the United States, 1975 to 2016. JAMA Network Open 2019;2(5):e193886-e86
doi: 10.1001/jamanetworkopen.2019.3886.

13. Bertolote JM, Fleischmann A, De Leo D, Wasserman D. Psychiatric Diagnoses and Suicide: Revisiting
the Evidence. Crisis 2004;25(4):147-55 doi: 10.1027/0227-5910.25.4.147.

14. Nordentoft M, Mortensen PB, Pedersen CB. Absolute Risk of Suicide After First Hospital Contact in
Mental Disorder. JAMA Psychiatry 2011;68(10):1058-64 doi: 10.1001/archgenpsychiatry.2011.113.

15. Darvishi N, Farhadi M, Haghtalab T, Poorolajal J. Alcohol-related risk of suicidal ideation, suicide
attempt, and completed suicide: a meta-analysis. PloS one 2015;10(5):e0126870-e70 doi: 10.1371/
journal.pone.0126870.

16. llgen MA, Harris AHS, Moos RH, Tiet QQ. Predictors of a Suicide Attempt One Year After Entry Into
Substance Use Disorder Treatment. Alcoholism: Clinical and Experimental Research 2007;31(4):635-
42 doi: 10.1111/}.1530-0277.2007.00348 x.

17. Schneider B. Substance Use Disorders and Risk for Completed Suicide. Archives of Suicide Research
2009;13(4):303-16 doi: 10.1080/13811110903263191.

18. Wilcox HC, Conner KR, Caine EDJD, dependence a. Association of alcohol and drug use disorders and
completed suicide: an empirical review of cohort studies. 2004,;76:S11-S19

19. Quello SB, Brady Kt Fau - Sonne SC, Sonne SC. Mood disorders and substance use disorder: a complex

comorbidity. 2005(1930-4307 (Print))




20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

3L

32.

33.
34.

35.

36.

37.

January 2020

Balio C, Greene MS. Adverse childhood experiences (ACEs) and their impact on substance misuse &
overall health: [IUPUI Center for Health Policy, 2018.

Roy A, Gorodetsky E, Yuan Q, Goldman D, Enoch M-A. Interaction of FKBP5, a Stress-Related Gene,
with Childhood Trauma Increases the Risk for Attempting Suicide. Neuropsychopharmacology
2010;35:1674 doi: 10.1038/npp.2009.236.

Brodsky BS, Oquendo M, Ellis SP, Haas GL, Malone KM, Mann JJ. The Relationship of Childhood Abuse
to Impulsivity and Suicidal Behavior in Adults With Major Depression. American Journal of Psychiatry
2001;158(11):1871-77 doi: 10.1176/appi.ajp.158.11.1871.

Molnar BE, Berkman LF, Buka SL. Psychopathology, childhood sexual abuse and other childhood
adversities: relative links to subsequent suicidal behaviour in the US. Psychological Medicine
2001;31(6):965-77 doi: 10.1017/S0033291701004329.

Chapman DP, Whitfield CL, Felitti VJ, Dube SR, Edwards VJ, Anda RF. Adverse childhood experiences
and the risk of depressive disorders in adulthood. Journal of Affective Disorders 2004;82(2):217-25
doi: https://doi.org/10.1016/j.jad.2003.12.013

Nock MK, Borges G, Bromet EJ, et al. Cross-national prevalence and risk factors for suicidal ideation,
plans and attempts. Br J Psychiatry 2008;192(2):98-105 doi: 10.1192/bjp.bp.107.040113.

Carmichael V, Whitley R. Media coverage of Robin Williams’ suicide in the United States: A contributor
to contagion? PloS one 2019;14(5):e0216543-e43 doi: 10.1371/journal.pone.0216543.

Stack S. Media coverage as arisk factor in suicide. J Epidemiol Community Health 2003;57(4):238-40
doi: 10.1136/jech.57.4.238.

Luxton DD, June JD, Fairall JM. Social Media and Suicide: A Public Health Perspective. American journal
of public health 2012;102(S2):5195-S200 doi: 10.2105/AJPH.2011.300608.

Robinson J, Cox G, Bailey E, et al. Social media and suicide prevention: a systematic review. Early
Intervention in Psychiatry 2016;10(2):103-21 doi: 10.1111/eip.12229.

Harvard T.H. Chan School of Public Health. Firearm Access is a Risk Factor for Suicide. Secondary
Firearm Access is a Risk Factor for Suicide 2019. https://www.hsph.harvard.edu/means-matter/
means-matter/risk/.

Matthews D. 11 facts about gun violence in the United States. Secondary 11 facts about gun violence in
the United States 2018. https:/www.vox.com/2015/10/1/18000422/11-facts-about-gun-violence-in-
the-united-states.

Miller M, Barber C, White RA, Azrael D. Firearms and Suicide in the United States: Is Risk Independent
of Underlying Suicidal Behavior? American Journal of Epidemiology 2013;178(6):946-55 doi: 10.1093/
aje/kwtl97.

Matthews D. Did gun control work in Australia? Washington Post, 2012.

Lubin G, Werbeloff N, Halperin D, Shmushkevitch M, Weiser M, Y Knobler H. Decrease in Suicide Rates
After a Change of Policy Reducing Access to Firearms in Adolescents: A Naturalistic Epidemiological
Study, 2010.

Sen B, Panjamapirom A. State background checks for gun purchase and firearm deaths: An
exploratory study. Preventive Medicine 2012;55(4):346-50 doi: https://doi.org/10.1016/].
ypmed.2012.07.019

O'Neil ME, Peterson K, Low A, et al. Suicide prevention interventions and referral/follow-up services: A
systematic review. 2012

Predicting military and veteran suicide risk: Cultural aspects. Proceedings of the Workshop on
Computational Linguistics and Clinical Psychology: From Linguistic Signal to Clinical Reality; 2014.




38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51

52.

53.

54.

55.

CENTER FOR HEALTH POLICY

INDIANA UNIVERSITY
RICHARD M. FAIRBANKS SCHOOL OF PUBLIC HEALTH

Bryan CJ, Cukrowicz KC, West CL, Morrow CE. Combat experience and the acquired capability for
suicide. Journal of Clinical Psychology 2010;66(10):1044-56 doi: 10.1002/jclp.20703.

Pietrzak RH, Goldstein MB, Malley JC, Rivers AJ, Johnson DC, Southwick SM. Risk and protective
factors associated with suicidal ideation in veterans of Operations Enduring Freedom and Iraqi
Freedom. Journal of Affective Disorders 2010;123(1):102-07 doi: https://doi.org/10.1016/|.
jad.2009.08.001

Langford L, Litts D, Pearson JL. Using science to improve communications about suicide among
military and veteran populations: looking for a few good messages. American journal of public health
2013;103(1):31-38 doi: 10.2105/AJPH.2012.300905.

National Institutes of Health. Sexual & Gender Minority Research Office. Secondary Sexual & Gender
Minority Research Office 2019. https://dpcpsi.nih.gov/sgmro.

King M, Semlyen J, Tai SS, et al. A systematic review of mental disorder, suicide, and deliberate self
harm in lesbian, gay and bisexual people. BMC Psychiatry 2008;8(1):70 doi: 10.1186/1471-244X-8-70.
Kann L, Olsen EOM, McManus T, et al. Sexual Identity, Sex of Sexual Contacts, and Health-Related
Behaviors Among Students in Grades 9-12 -- United States and Selected Sites, 2015. MMWR
Surveillance Summaries 2016;65(9):1-202 doi: 10.15585/mmwr.ss6509al.

James SE, Herman JL, Rankin S, Keisling M, Mottet L, Anafi M. The Report of the 2015 U.S. Transgender
Survey. Washington, DC: National Center for Transgender Equality, 2016.

Irwin JA, Coleman JD, Fisher CM, Marasco VM. Correlates of Suicide Ideation Among LGBT
Nebraskans. Journal of Homosexuality 2014;61(8):1172-91 doi: 10.1080/00918369.2014.872521.
Figueiredo AR, Abreu T. Suicide Among Lgbt Individuals. European Psychiatry 2015;30:1815 doi:
https://doi.org/10.1016/50924-9338(15)31398-5

Marshall A. Suicide Prevention Interventions for Sexual & Gender Minority Youth: An Unmet Need. Yale
J Biol Med 2016;89(2):205-13

Hatzenbuehler ML, Birkett M, Van Wagenen A, Meyer IH. Protective School Climates and Reduced Risk
for Suicide Ideation in Sexual Minority Youths. American journal of public health 2013;104(2):279-86
doi: 10.2105/AJPH.2013.301508.

Noonan M, Rohloff H, Ginder S. Mortality in Local Jails and State Prisons, 2000-2013—Statistical
Tables. Washington, D.C.: Bureau of Justice Statisics, 2015.

Haglund A, Tidemalm D, Jokinen J, et al. Suicide after release from prison: a population-based cohort
study from Sweden. J Clin Psychiatry 2014;75(10):1047-53 doi: 10.4088/JCP.13m08&8967.

Brown S, Day A. The Role of Loneliness in Prison Suicide Prevention and Management. Journal of
Offender Rehabilitation 2008;47(4):433-49 doi: 10.1080/10509670801992459.

Kaba F, Lewis A, Glowa-Kollisch S, et al. Solitary Confinement and Risk of Self-Harm Among Jail
Inmates. American journal of public health 2014;104(3):442-47 doi: 10.2105/AJPH.2013.301742.
Moore PA, Ziegler KM, Lipman RD, Aminoshariae A, Carrasco-Labra A, Mariotti A. Benefits and harms
associated with analgesic medications used in the management of acute dental pain: An overview

of systematic reviews. The Journal of the American Dental Association 2018;149(4):256-65.e3 doi:
https://doi.org/10.1016/j.adaj.2018.02.012

Substance Abuse and Mental Health Services Administration. First Responders: Behavioral Health
Concerns, Emergency Response, and Trauma. Disaster Technical Assistance Center Supplemental
Research Bulletin, 2018.

Heyman M, Dill J, Douglas R. Ruderman White Paper on Mental Health and Suicide of First Responders:
Ruderman Family Foundation, 2018.




56.

57.

58.
59.

60.

6l.

62.
63.
64.

65.
66.

67.

January 2020

Haugen PT, McCrillis AM, Smid GE, Nijdam MJ. Mental health stigma and barriers to mental health
care for first responders: A systematic review and meta-analysis. Journal of Psychiatric Research
2017;94:218-29 doi: https://doi.org/10.1016/].jpsychires.2017.08.001

Pietrantoni L, Prati G. Resilience among first responders. Afr Health Sci 2008;8 Suppl 1(Supp!
1):514-S20

Kuruvilla A, Jacob K. Poverty, social stress & mental health, 2007.

Denney JT, Rogers RG, Krueger PM, Wadsworth T. Adult Suicide Mortality in the United States: Marital
Status, Family Size, Socioeconomic Status, and Differences by Sex. Soc Sci Q 2009;90(5):1167-67 doi:
10.1111/}.1540-6237.2009.00652.x.

Ko MJ, Lee EY, Kim K. Relationship between socioeconomic position and suicide attempts among the
Korean adolescents. J Korean Med Sci 2014;29(9):1287-92 doi: 10.3346/jkms.2014.29.9.1287.
Blakely TA, Collings SCD, Atkinson J. Unemployment and suicide. Evidence for a causal association? J
Epidemiol Community Health 2003;57(8):594 doi: 10.1136/jech.57.8.594.

Substance Abuse and Mental Health Services Administration. 2017-2018 NSDUH State Prevalence
Estimates: U.S. Department of Health and Human Services, 2019.

Centers for Disease Control and Prevention. 1991-2017 High School Youth Risk Behavior Survey Data,
2017.

Centers for Disease Control and Prevention. Underlying Cause of Death, 1999-2017, 2018.

U.S. Department of Veterans Affairs. Indiana Veteran Suicide Data Sheet, 2017, 2019.

Noonan M. Mortality in State Prisons, 2001-2014 - Statistical Tables: Bureau of Justice Statistics, 2016.
Indiana Suicide Prevention Network. Indiana State Suicide Prevention Framework.




CENTER FOR HEALTH POLICY

INDIANA UNIVERSITY
RICHARD M. FAIRBANKS SCHOOL OF PUBLIC HEALTH

Funding for this report was provided by the state of
Indiana Division of Mental Health and Addiction.

The mission of the Center for Health Policy is to conduct research on critical health-related issues and translate data into
evidence-based policy recommendations to improve community health. The CHP faculty and staff collaborate with public and
private partners to conduct quality data driven program evaluation and applied research analysis on relevant public health
issues. The Center serves as a bridge between academic health researchers and federal, state, and local government as well as
healthcare and community organizations.

Author(s): Jyotsna Gutta, MPH, Lauren Heniff, and Marion S. Greene, PhD, MPH

Please direct all correspondence and questions to: Marion Greene, PhD, MPH, Center for Health Policy, IU Richard M. Fairbanks
School of Public Health at IUPUI, 1050 Wishard Blvd, RG 5192, Indianapolis, IN 46202; Email: msgreene@iu.edu; Phone:
(317)278-3247




