























recognize someone who is having a bad day or
someone who might need more help. Everybody
needs to be trained to recognize these signs.

There is much work to be done, and we
must be willing to overcome barriers and

challenges. Saying there is no funding or
manpower is simply not acceptable. It is up
to each of us to consider what we can do to
make a difference.
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Best Practices in Suicide Prevention

Moderator — Lloyd Potter, Ph.D., M.P.H., Director, Children’s Safety Network, Education Development Center, Inc.
Dr. Potter is the associate director of the Center for Violence and Injury Prevention. His current work is focused upon
providing assistance to state and local public health officials to develop and implement efforts to prevent suicide, violence, and

unintentional injury.

Colonel (Doctor) David A. Litts, U.S.A.F., Special Advisor for Suicide Prevention to the Assistant Secretary for Health and
the U.S. Surgeon General. In his position, he is the Surgeon General’s representative to ensure completion of the National
Strategy for Suicide Prevention and development of an infrastructure to facilitate its implementation. Prior to holding this post, he
served as chief of staff for the Air Force surgeon general and executive director of the Air Force suicide prevention program. The
program was associated with a 55 percent drop in the suicide rate among Air Force members over four years and is the largest
and longest sustained suicide prevention effort associated with significant reductions in suicide.

n the Air Force community there are
350,000 active duty people. They are all
educated at least at a high school level, and
most have some college-level education. They
are all employed. They all live in decent
houses. They have access to unlimited
health care, including mental health care, and
all speak the same language. They are pre-
screened before they come into the Air Force.
They have a very low rate of drug use. If they
have a serious mental illness, they would not
have been accepted into the military, and if
they acquire a serious mental illness while on
active duty, they are discharged. It is a com-
munity in which there are clearly identified
community leaders, and a formalized gate-
keeper network is already established.

In the mid-1990s, we were in a situation
where the Chief of Staff of the Air Force was
noticing an increasing number of suicide
reports coming across his desk on a daily
basis. We brought people together from the
different communities. The first issue we had
to debate was whether suicide was preventable.
The general at the end of the table said it
was; therefore, suicides are preventable. If
so, then is there some acceptable level? No.
One is too many.

We recognized that underneath the issue of
suicide were all kinds of problems that people
have. There are mental health problems,
family problems, relationship problems,

financial problems, legal problems, domestic
abuse problems, and violence problems. We
recognized that suicide is not a medical
problem; it is a community problem. There
were no proven approaches. We accepted that
we were going to adopt some documents that
Lloyd Potter had worked on at the CDC. We
would use those guidelines as our best hope
for preventing suicide. We recognized that
partnerships were a key to success, so we
wanted to make sure that all those partners
shared a stake in the outcome.

In the Air Force, we had huge cultural
barriers, and we recognized that we were
going to have to leverage senior leaders to
bring about cultural change. The people that
we brought to the table included medics,
public health people, personnel, human
resources, commanders, law enforcement,
legal, family ethics, children and youth
programs, chaplains, faith community, and
criminal investigative services. We also had
some researchers from the Walter Reed Army
Institute of Research to advise us.

We needed a model to understand how
a person changes from a fully functioning
individual to someone who is ready to
take their life. We adopted a model from
Columbia University. We looked at the
model and decided at each point what could
be done to prevent suicide at that step. We
needed a way to take ourselves through this
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very methodically. First we had to assess the
incidence of suicide in order to understand
the problems and the risk and protective
factors. We found out that suicide was the
second leading cause of death among people
in the military. Relationship problems were
predominant. Legal problems, substance
abuse, and depression were significantly
elevated in those who had died by suicide.
We had to educate our commanders, gate-
keepers, and first sergeants about relationship
problems, mental health problems, legal
problems, and financial problems. If we could
make people realize that when someone is
having these problems, particularly if they are
having more than one of them, they need a
lot of support.

We emphasized the protective factors and
believed if we could strengthen the kind of
social support and sense of belonging that
people have, as well as improve coping skills,
and have policies and cultures that supported
people seeking help, it would be very impor-
tant. We had a lot of people doing preventive
work, from the chaplains, child and youth
programs, and family support programs, and a
lot of resources. None of them were working
specifically on suicide prevention. We
thought we had the resources, but they were
not working as well together as they could.
We put an initial assessment together and
asked, “What can we do to promote readiness
for suicide prevention, and what can we do
to implement programs that will decrease risk
and increase protection among the Air Force
population?”

We leveraged commanders and the
Chief of Staff. We had him send out a
message to the Air Force on a quarterly basis
educating the Force about suicide prevention,
highlighting the importance of suicide pre-
vention, and making sure the commanders
knew it was their responsibility to take care
of their troops by emphasizing the importance

of social support. We have a Chief of Staff
who is willing to say things like, “It is a sign
of strength when you responsibly take action
to seek help.”

The Air Force mandated that everyone
get annual training in suicide awareness and
prevention. There is special training for
special people, like commanders and first
sergeants. Mental health screenings are
given, both on entry into the Air Force and
through a questionnaire that is collected
once a year as part of a periodic health
assessment. We have a behavioral health
survey that gives commanders an idea of
what problems the people in their unit are
experiencing and a database that tracks suicides
and suicide attempts so we can learn about
what kind of problems people are having who
are involved in suicidal behavior.

In post-prevention, there are critical stress
management teams established on every
installation. Whether it is a traumatic
weather event, disaster, or suicide in a unit,
we have a team ready to come in and do
their best to manage the effects of the
trauma. Community services on each base
were told to sit down together, look at the
risks involving suicide, and come up with a
plan to take their collective resources and
address those risks in the best way possible,
as well as measure the outcome.

Obviously, in 1999, we were celebrating
because there was a huge reduction in the
suicide rate. Then, it started going up again.
We learned that it is hard to sustain a suicide
prevention program. Suicide does not go
away. From 1987 to 1991, the suicide rate
was 12.7; from 1992 to 1996, the rate was
14.3; in the last five years, the rate has
been 9.1. We evaluate, we improve,
evaluate, and improve.
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This was a case of leadership. Every
community in Georgia has someone who,
when they speak, things happen. The idea is
to get that person logged onto suicide as an

issue that they want to prevent. Consolidate
the political will. Then, use the community
as the organizing principal. You have got to

do everything to change the culture.

Christle Harris, M.S., Clinical Coordinator, Georgia Teen Screen, National Mental Health Association of Georgia.
Ms. Harris earned an undergraduate degree in psychology and a master’s degree in counseling psychology.

The Teen Screen program originated at
Columbia University in 1991. They sought
to provide early identification of potential
mental health disorders in at-risk students
around the New York metropolitan area.
To date, they have over 24 trained sites
across the country. The National Mental
Health Association of Georgia has adapted
the Georgia Teen Screen program from
Columbia’s program. It is the first of
its kind in our state. In Georgia, suicide
is the third leading cause of death among
15- to 24-year-olds and the fifth leading
cause of death among 10- to 14-year-olds.
These figures give credence to the necessity
for continued suicide prevention efforts.

Our main objectives with the program
were to reduce the number of suicide
attempts and completions among adolescents,
as well as to increase resilience and reduce
the loss of life through early identification
through screening. Stone Mountain High
School responded to our request for
proposals and put together a wonderful
package. Once we reviewed it and visited
their site, we decided unanimously that
this was the place we wanted to start our
prevention program.

Initially we sought to screen the entire
ninth grade population at Stone Mountain
High School because this grade is a transition
period for adolescents. This program was
unique because we sought to empower the
students and give them a voice in participating
in the program. We also wanted to make it a

collaborative effort among the parents and
school staff as well as the National Mental
Health Association of Georgia.

We pitched the program to the students,
sent out parental consent letters, and decided
to come up with an incentive to get students
to take the form home, have their parents
read it, and decide whether or not they
wanted the student to participate. We came
up with money, and the response was staggering.
Regardless of whether the parent agreed, the
student still obtained the money.

We screened in excess of 420 students with
a three-part screening program. We had a
brief survey that sought to identify potential
risk factors in the student. If there were any
indicators that something was wrong, we
referred them on to the Diagnostic Interview
Schedule for Children. We used the
Diagnostic Interview Schedule for Children
to help narrow the focus of the symptoms
that students were exhibiting so we could
best refer them to the appropriate resources.
If a student showed a need and screened
positive for any type of mental health disorder,
we used case management and notified the
parents to inform them of what was going on
with the student and to provide immediate
referral sources. We tried to narrow down
resources that were within their immediate
area of DeKalb County.

An important part of the program was
to educate the students. Adults often
underestimate what students are truly going
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through. We found through this program
that the best service we provided was
having a safe, healthy environment for stu-
dents to disclose and have a positive mental

health experience. This helped reduce the
stigma of mental health services for these
students. We know that reducing stigma can
be a key to prevention in the long term.

Ralph Simpson, Principal, Stone Mountain High School. Mr. Simpson has a degree in criminal justice and has worked as a
corrections officer at a maximum-security prison. He is the first African-American principal at Stone Mountain High School and
is enrolled in a doctorate program in education, supervision, and leadership.

| decided to become a part of the solution
instead of the problem. In becoming part
of the solution, you certainly have to be a
problem solver and proactive. As educators
we need to be student-centered. When you
are that type of individual, the children will
tell you every single thing that goes on in a
school. Some things you do not want to
know, but they will tell you everything.
There are students who are having problems
in many cases and situations. They will
share with me some of the personal prob-

| am not going to
wait until a suicide
occurs to take action.

lems and situations that are
occurring inside and outside of
the home before they will share
them with their parents. We
have a mentoring program at
the school where the students

can talk to teachers, counselors, cafeteria
workers, custodians, or any adult in the
building if there is something occurring in
the household or if they need to just vent,
share, and get guidance. As educators, this
is very critical.

There are some instances where we need
assistance. How can we assist others if we
are not fully equipped to deal with some of
the situations and problems that are occur-
ring? The Children’s Defense Fund model is

to leave no child behind. I believe that, at
the same time, we do not need to leave any
principals or teachers behind.

We are talking about being proactive.
I have been at Stone Mountain High
School for four years. We have not had the
experience, fortunately, of a student or child
committing suicide. Am I supposed to wait
until that happens?

When the Teen Screen program came
along, it was an attempt for me to be
proactive and attempt to prevent any such
occurrence. If there is a student killed in
an accident or for some other unfortunate
reason, they send a crisis team of counselors
to the school for two or three days. We need
these types of individuals in the school on a
daily basis.

I can look at my student population daily
and see a child who has made attempts or
responses that reflect some characteristics
of suicide. I know the students who have
had to be referred to the counselor’s office
for making some mention of suicide. It is at
that point we get those individuals involved
and refer them to the resources. We need
the resources to intervene sooner.
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Christine Daley, Ph.D., School Psychologist, Muscogee County Schools. Dr. Daley recently assumed responsibilities as state

mental health coordinator for the National Association of School Psychologists.

I want to tell you about a program we
have implemented in the Muscogee County
School District during the last two years. One
purpose of the program is to educate parents,
teachers, students, and the community about
the signs and symptoms of suicide. Another
is to provide a self-screening tool for students
and provide a conduit for them to obtain
services if they are experiencing symptoms
of depression or suicide.

The impetus for the project came from the
results of a survey conducted in the Muscogee
County School District from 1998 to 1999 by
the Search Institute. Out of 8,970 middle
and high school students, 19 percent reported
being sad or depressed most or all of the pre-
vious month and 17 percent reported having
attempted suicide
one or more times.
Those statistics were
scary, especially
when compared to
national data, which
were slightly lower.

In the fall of 2000,
the psychology
services department
received information
from the National
Screening for
Mental Health
about National
Depression
Screening Day in
October. We talked
to the director of
guidance, and it
became a bigger
project than just
screening students.
We pulled together

the counselors, psychologists, and community
agency representatives and came up with a
proposal to bring to our school board and
superintendent.

The school board approved the screening
and educational materials as a component of
our high school curriculum so we would not
have to deal with issues of parental consent.
The next step was to get people trained as
caregivers. We had a toolbox conference at
the beginning of every school year and made
sure all of our counselors and psychologists
who had not gone through the Living Works
assessment/gatekeeping program were
trained to help identify persons who might
be at risk for suicide. We presented the
educational and screening materials to the
faculties and staff of all of the high school
programs. We notified parents we were going
to show a video informing them of what was
going to be presented to the students, a
screening form they could complete on their
own children, and a list of resources they
could access in the community if they felt
their child was at risk for suicide or depres-
sion. There was a lot of publicity the first
year. Material was posted in the school and
shown on the government access channel,
and we got support from the local mental
health people in the community.

Our teachers were really important and the
ones most comfortable after seeing all the
material. We screened them first to make
sure they were comfortable presenting the
information to students. Psychological
services staff supported those who were not
comfortable. We provided them with a script
to introduce the materials to students and a
video called Signs of Suicide that showed
vignettes of high school-age students talking
about their own experiences.
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After the students saw the video, the
teachers used a manual to discuss some of the
things the students saw. After that, students
completed the Columbia depression scale and
response cards. Students self-referred to talk
to a counselor if they felt they needed to. On
any given day, as many as 25 caregivers fol-
lowed up with students who felt they needed
to talk to someone. The caregivers used the
Living Works model to ascertain level of risk.
Any student who demonstrated a moderate
or high level of risk was required to sign a
contract and, depending on the circum-
stances, the parents would be called to get
involved. In those instances where we felt
like a referral was necessary, parents would
sign a contract indicating they would follow
up with their student, and how, and that
they would let the school know once they
had done so and what the outcome was.

Last year, we had a program evaluation
committee come in. The results are not in
yet. What we have learned is that prevention
and collaboration are important. | am proud
of the Muscogee County School District,
school board, superintendent, and building-
and district-level administration because
they recognized the importance of prevention
and were courageous enough to allow us to
implement this program in the curriculum.
Also, | am proud of our system of caregivers,
school psychologists, nurses, social workers,
teachers, and community mental health
people who were able to set aside differences
and recognize that we could accomplish
more, and much more effectively, through
a collaborative effort.

Questions and Answers

Q Do you know any other branches of the armed forces that have suicide prevention programs such as
the Air Force?

A (David Litts) Actually all of the services are doing good and innovative work. What distinguishes the Air
Force is that we have been doing it consistently for the last five or six years and with the leadership of the
Chief of Staff. That seems to be the thing that is really making a difference.

How do you get people to collaborate at the local level?

> O

(Christine Daley) | was surprised how easy it was. We have a good relationship with our local mental health
community because we deal with so many children with medical problems or mental health issues. | think
basically it is taking the first step and asking.

(Ralph Simpson) | just want the parents in my community to face reality. When we focus on school
violence and violence in general, we can see the vast differences between general homicide and teen
homicides and suicides. When parents look at the reality, they can become educated and holistically
involved with their child’s education and life.
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A Personal Story: Four Lucky Things

Larry L. Gellerstedt, 111, President and Chief Operating Officer, The Integral Group. Mr. Gellerstedt began his career at Beers
Construction Company. He was named 1992 Entrepreneur of the Year by Ernst and Young, 1993 CEO of the Year by the
Atlanta Business League, and one of the 100 most influential people in Georgia by Georgia Trend magazine.

n June of 1999, | was running an international My illness led to many ups and downs over
siness that was publicly traded on Wall the years, but when | went to Menninger, |
Street. | was chairman of the board for the was absolutely at the bottom. It took me 12

Children’s Healthcare System and had led the  months to substantially recover. During that
merger. | had just stepped down as chairman  time, | lost my job. For a period of time, | lost
of Fernbank Museum. By all standards, | had ~ my family. It was the most frightening and

the world by the tail. In June of that year, terrifying fight of my life. I hope I do not have
thanks to a great therapist, | committed to to fight it again. | made a decision at that time
going into Menninger Institute while suffering  that if | ever got out, | was going to share my
from severe anxiety disorder, clinical depression, story and | was going to do it publicly. | was
and substantial thoughts about suicide. | am driven to do that by my experience of 25 years
certainly no authority on mental illness, so | of physical and mental problems when | never
can only share a personal perspective. would have succumbed to treatment.
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I felt guilt and shame. | felt like I lacked
will. | felt like a wimp and a malingerer. To
be successful in business, you had to be tough,
and | believed I just needed to try harder. By
June of 1999, | was working anywhere from
70 to 80 hours per week and was successful
by most standards.

I was in a program called Professionals in
Crisis at the Menninger Clinic. The program
was set up for people in their professional
careers who have substantial amounts of
responsibility. | had at least four huge advan-
tages over most of the other patients | was
with. Without these advantages, | do not
know that I could have made it. Most of
my fellow patients did not have all that |
benefited from.

First, 1 was able to pay for my care regardless
of what my insurance company did. While
running businesses all my life, | had never
taken the time to look at the back of the
policy. The business insurance did not
provide any mental health coverage. Most of
the patients that were with me at Menninger
had $10,000 lifetime mental health coverage.
It took about seven days at Menninger to go
through $10,000.

Second, | had a therapist that | trusted.
He became my quarterback and directed me
through the maze of mental health opinions
and medicines and all that was thrown at me
at a time when | really was not in a good
position to evaluate it.

Third, | had the ability to quit work and
not fail in supporting my family. Last, |
had the most incredible friends and family
support base. I am convinced that, although
depression was brutally hard on me, it pales in
comparison to the people who lived with me
on a daily basis through 25 years of suffering.

I remember when I finally went in. | think
the only person on earth who was more tired,
frustrated, and sad than me was my wife, Carol,

but she stuck with me. I made a commitment
to go public so that someone, just one person,
would get treatment sooner than | did. That is
the only reason I decided and wanted to go
public. The response has been overwhelming.
| feel helpless when someone calls. | tell them
I had four lucky things.

Currently, | think the mental health system
is pretty dysfunctional since you have got to
steer yourself though it and have the ability to
pay for what you need. | think the system of
care is dysfunctional in response to the payer
system. | saw people who had circumstances
at least as hard as mine and were in very bad
shape get kicked out of Menninger in six
days due to money.

I also saw an institution — and | only have
the perspective of one — in decline. | was in
Menninger for five months and was out for
10 days when 1 figured | needed to go back.

I saw programs getting closed every day. |
saw staff cutbacks. It was an institution trying
to survive, but in surviving, whose

care gets compromised? Those of us who are
out there. It is not easy. The key to me is:
People need to have access to treatment.
Without that, | do not think we can ever

get over the stigma of the disease. If you are
going to admit that you have got it and there
is no place to get better, then the pressure
and risks are too great.

Is the business world ready to acknowledge
mental illness? | do not think the business
world is ready, and | do not think it ever will
be unless people start speaking out. It is risky
to speak out. The risks pale in comparison to
the satisfaction and joy you get when you see
there is one person that you touch. That
makes all the risk worthwhile.

Now that | am back in the business world,
I see the risks every day. People do not want
you to talk about it. They do not want to
mention it to you. They are not sure they can
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trust you in a pressure-packed situation. |
cannot blame them. They do not understand
the disease. | do not understand the disease.
I know that | have a regimen of weekly
therapy, 225 mg of Effexor every day, and a
Clonopine in my pocket in case | get too
anxious. | have been on a steady path and

I plan to stay healthy. There is a stigma
and there is a risk, but there is a bigger risk.
Based on the response | have seen from the
two newspaper articles we have done, there
are a huge number of people out there
crying for help in an environment that is
very unforgiving for those who admit they
have the disease.

There are no easy answers, but every long
journey starts with a single step. | know
what | can do is tell my story and, hopefully,
that will help somebody out there. It helps
me periodically to tell my story. A good
friend of mine said | was just supposed to

say | went away because | was tired. Five
months is a long time to go away because
you are tired. One of them said, “For God’s
sake, Larry, do not become the poster boy
for mental illness.” 1 do not want to be the
poster boy for mental illness. | just want to
be Larry Gellerstedt.

I also know that this disease does not
segregate itself from business people and
professionals. David Litts talked about when
you can give responsibility back to people
who have suffered from mental illness. It
is a painful story to hear, but we have got to
talk about it. | applaud what professionals
and advocates do because | know they do
not get thanks, but their efforts are the
foundation of the safety net for people like
me. Each of us desires to get better, become
healthy, and become contributing members
of our families and communities.
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In Summation

Pat Strode, Director, Family Education, National Alliance for the Mentally 1ll — Georgia. Ms. Strode also serves as co-chair for
the 2002 Rosalynn Carter Georgia Mental Health Forum.

his statewide forum has underscored the
mportance of listening: listening to our
children, listening to our co-workers, and
listening to those who are in our custody
and in our care. We must listen so that we
can learn what is going on and can recognize
symptoms. This listening also is critical for
coalition building.

We have heard about science-based treatment
and the link between mental illness and
physical illness. Research can be used to
help us focus on the future. All of this
points to the need for advocacy and the
importance of letting our legislators know
what our needs are. This advocacy must be
practiced with our schools and faith com-
munities. These are tools that we can use to
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The National Kids Faces of Suicide remembrance quilt was provided by
the Suicide Prevention and Advocacy Network.

influence our respective communities
and prevent suicide. The challenge is to
implement them effectively.

Education is the key. We must learn more
about the stressors, the symptomology of
suicide, and about mental illnesses. The
lack of adequate services has resulted in an
increase in the population of people who
have mental illness in the jails. Please let
your legislators know we need community-
based mental health treatment centers and
we need programs that work. The jails should
not have to be treatment facilities, and it is
up to us to change that.

We have heard inspirational stories. You
can do something, talk to somebody, listen
to somebody, and let somebody know that
you care. The Georgia plan is a tool, and |
implore all of us to use it. There is something
in the plan that anyone can do to help
prevent suicide.

There are some wonderful best practice
programs that are available. What they are
doing at the Air Force is remarkable. We
want the Teen Screen in our schools. We
want to focus on the teens and to focus
holistically on our youth. At the same time,
we want measurable results. Results are
essential for replicating intervention and
prevention programs.

We must continue to tell the stories and
put faces on mental illness, the victims of
suicide, and the survivors. We need to let
people know we are here, that we believe in
treatment, and that we are not going to sit
back and relax. The suicide prevention plan
for Georgia must be implemented all over
the state so that we can see those suicide
rates drop. Our lives depend on it.
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In Closing

Rosalynn Carter
Chair, The Carter Center Mental Health Task Force

t has been a wonderful, emotional event — wonderful because so many people
came together to work on preventing suicide. | hope that we can continue the work
begun here and successfully bring suicide rates down in our state. It also has been
wonderful because the state announced its suicide prevention plan. | am proud of
Georgia, one of the first in the country to have such a plan. It has been wonderful
because we learned about best practices and good ideas that we all can take away
with us. It has been emotional because of the personal stories, which brought tears
to our eyes. Larry Gellerstedt will never know how many lives he has touched
because he was willing to go public with his anxiety disorder and depression. His
story illustrates the importance of parity for mental health insurance coverage and

the need for all mental illnesses to be covered.

We have learned that we all can do something to prevent suicide and that we

can get our state and communities involved with us. So | thank you again for a

W&Qﬁ'«/

wonderful day.

40

2002 Rosalynn Carter Georgia Mental Health Forum



