INTRODUCTION
There is broad agreement on the very high association between some mental and substance use disorders and increased risk for suicide. (IOM, 2002) Yet, the literature suggests that up to two-thirds of those who die by suicide are not receiving mental health or substance abuse treatment at the time of their death and that half had never seen a mental health professional. (PHS,2001, pg. 60) 

Despite these well-known facts, the role of substance use and disorders in suicide, and the problem of suicide for people with substance use disorders, receive far less attention than the relationship of suicide with mental health. There has been little consideration of how people serving the suicide prevention and the substance abuse treatment communities can or should collaborate and partner to advance their mutual goals of saving lives and treating the illnesses that underlie both concerns. One goal of this paper is to encourage such action.

Identifying some Issues and Problems

Our review of information available in literature, reports, and Web sites provides a fairly clear initial set of issues and problems concerning the relationship of suicide and substance use disorders. In order to gain further insights into the practical issues involving the two fields, we also interviewed several “key informants.”
 These issues/problems and some representative examples follow.

Awareness

Despite a significant body of data and literature, there is still a major problem in both fields in recognizing their frequent relationship with each other. For example:

· Addictive disorder and actual intoxication are among the greatest predictors [of suicide]. (Moscicki, 1997, pgs. 499-517)

· While research suggests that every suicide attempter should be screened for possible alcohol and drug addiction (CDC, 2001) and every alcoholic should be screened for suicidal behavior, perhaps using a suicide attempt scale (Elliott, 1995, pg. 10). 

· In a recent report the Georgia Council on Substance Abuse did not mention suicide, its costs to the population, and its linkage to substance abuse as a risk factor. (Georgia Council, 2001)

· Historically, SST’s have been excluded from pharmaceutical drug studies because of medico-legal liability.

Many working with substance abuse are unaware of the risk for suicide posed by substance use disorder, and the even higher risk when substance use disorder and mental illness are co-occurring. The relationship between substance abuse and suicide is unknown on the part of just about everyone—including alcoholics and addicts, their friends and family, courts, probation, parole, treatment providers and rehabilitation organizations. (a), (e)

Key informants were not generally aware of much that is going on in the field of substance use disorder treatment to recognize that completed and attempted suicide are potential outcomes from substance use disorders. (a), (c), (e)

There is very limited connection between the two “communities”, i.e., suicide prevention and substance use disorder. The ties that do exist tend to be circumstantial (e.g. a person has an interest in both topics) rather than purposeful. This is true whether you look at the relationship from the view of a suicide prevention person or a substance use disorder person. (g)

Risks

Suicide is a problem with no easy solutions. But to even begin to solve the overall problem, we must first positively identify the link between a stimulus and the final action. Some facts to consider include the following:

· 60 to 90 percent of all suicidal behaviors are associated with some form of mental illness and/or substance use disorder. (PHS, 2001, pg. 55; Harris & Barraclough, 1997; Inskip, Harris & Barraclough, 1998; Tanney, 2000). 

· Some estimates place substance use disorder as a factor in almost 60 percent of completed suicides. Alcoholics may constitute as much as 25-43% of all suicides. (Henriksson et al., 1993; Murphy and Wetzel, 1990)

· A recent report of the American Association of Suicidology states that drinking within three hours of a suicide attempt is the most important alcohol-related risk factor for nearly lethal suicide attempts—more important than alcoholism or binge drinking. (AAS, 2001, pgs. 30-41)

· In a study of all nontraffic injury deaths associated with alcohol intoxication, over 20 percent were suicides. (NIMH, 2000)

· Illicit substance abuse has been identified as a significant contributor to attempted and completed suicide. (IOM, 2002, pgs. 85-86) 

· The elevated suicide rate for people with such disorders clearly contributes to their high overall mortality rate. (Murphy and Wetzel, 1990) 

· Co-occurring mental and substance use disorders leads to a higher risk of suicide than that for each of these disorders alone (Suominen et al., 1996)

· Individuals who have attempted suicide are at higher risk for suicide.  In fact, The Surgeon General’s Call to Action to Prevent Suicide lists “previous suicide attempts” first on the risk factors list. (PHS, 1999, p.9)

The use of drugs and alcohol as a means for suicide—both for people with a history of substance use disorders and for those without such a history—has been documented for many years.  (Murphy et al., 1983) Alcohol use (alone) raises the risk of suicide dramatically. (Murphy and Wetzel, 1990) About 20-25% of those who die by suicide “are intoxicated with alcohol at death.” (IOM, pg. 70; Murphy, 1992)

In addition to the obvious direct relationship—for example intentional drug overdose as a means for suicide—substances may play a role in many other suicides by exacerbating depression or other psychiatric symptoms or by contributing to interpersonal losses that increase stress. Some have suggested that many dangers associated with substance abuse, including overdoses, accidents, needle sharing, impulsivity, and other risky behaviors could be considered passive suicidal behavior. (Frances et al., 1986)  Significantly, individuals with substance use disorders may lose the social networks that may provide a protective factor against suicide. (IOM, 2002, pg. 86) 
Co-occurring Disorders

Co-occurring mental and substance use disorders are generally believed to increase the risk for suicide associated with either disorder alone. (IOM, 2002, pgs. 89; Suominen et al., 1996)

· Research has determined that subjects with bipolar disorder and alcoholism had a 38.4 percent lifetime rate of attempted suicide, while bipolar patients without alcoholism had a 21.7 percent rate. (Potash, 2000)
· Survivors of suicide attempts include a high percentage of individuals with co-occurring disorders. (Taylor, 2002; Murphy and Wetzel, 1990)  
In most instances, dual disorders are the rule, not the exception. Yet there is apparent reluctance by all parties (psychologists, psychiatrists, addiction treatment professionals, and suicide prevention professionals) to address dual diagnosis and its relationship to suicide. (a), (c), (e), (f) The separation of substance abuse treatment and mental health in funding and service delivery systems results in frequent failure to make an important differential diagnosis for a) the presence of untreated depression by substance abuse professionals, and b) the presence of substance abuse by mental health professionals. Dual disorders are the rule, not the exception, and a failure to recognize, properly diagnose and aggressively treat both problems frequently leads to tragedy. (a), (c), (e), (f)

· The IOM found, similarly, that fragmentation of services impeded proper care for mental illnesses, noting that “This particularly affects those with co-occurring substance abuse.”  (IOM, 2002, pg. 361)

The IOM committee noted: “The relationship of substance abuse disorders and comorbid psychiatric diagnoses to suicidal behavior is complex, since it is often unclear in what order the conditions arose, what causal links exist, and whether other characteristics of psychology, biology or social circumstance may mediate the relationships.”  Further:  “The same suicide risk factors are found in substance abusers as in other populations…. In addition to the associated risk factors, individuals who abuse substances often diminish their protective social networks, secondary to their drug-related behaviors.”  (IOM, 2002, pg. 86)

The IOM singled out the psychiatric practice of identifying only one “primary” diagnosis as a problem, in that it leads to the loss of data or analysis on co-occurring disorders. Some researchers believe, the committee noted, that “the co-occurrence of psychiatric disorders itself… mediates suicide risk.” (IOM, 2002, pg. 89) While this observation is not limited to co-occurring SUD, it certainly suggests the importance of addressing substance use issues within the mainstream of suicide prevention. 

Emergency Room Issues

Emergency rooms are a key destination for many people who complete or attempt suicide. This is also a key location for identification of substance use disorder. One ongoing study to determine the breadth of substance use disorder is the Drug Abuse Warning Network (DAWN), an initiative of the Substance Abuse and Mental Health Services Administration. One of the four criteria to be entered into the study is the use of a substance due to dependence or as a suicide attempt when the patient presents himself or herself to the Emergency Department. (ONDCP, 2000) 

· DAWN data for 2001 show that in drug-related emergency room episodes the most commonly reported motive for taking a substance was "suicide" (194,324) which comprised 30 percent of all episodes in 2001. "Dependence" (228,994) and "psychic effect" (129,007) were reported as motives in 36 percent and 20 percent, respectively, of all episodes in that year. (DAWN, 2001, March 2002 update).
Other emergency room problems have also been identified: 

· Fifty percent of all trauma patients have a positive blood alcohol at the time of injury. (“Insurance Policies”, 2000)
· Current laws state that it is allowable for insurance companies to deny a claim if alcohol or other drugs were a factor at the time of injury. (“Insurance Policies”, 2000) 

· Another issue for exploration would be the number of single-car crashes that might be classified as suicides, and the presence of drugs or alcohol in such crashes.

A very serious limitation is that alcohol is not a primary factor in data collection unless it is used in conjunction with other substances. This could lead to a physician overlooking the substance abuse problem in favor of the injury itself, which will lead to under-identification of risky behaviors. The former Surgeon General highlighted the need to eliminate barriers placed by public and private insurance that prevents effective substance abuse treatment—and which may also prevent effective suicide prevention. (Satcher, 1999; McQueen, 2001)

Screening, Assessment, Treatment

The IOM found that “screening for depression or substance abuse is not routine in primary care” and recommended the development and implementation of professional guidelines that would require such screening. (IOM, 2002, pg. 361) Identification, accurate assessment of problems, and effective treatment for each problem (suicide, substance use disorder) require attention to the other problem. Some suggestions from key informants contacted for this report include the following.

· A training curriculum on suicide prevention, risk assessment, and risk management should be provided for substance abuse treatment providers. You cannot treat a problem you don’t recognize. (a), (c), (e), (f)

· State licensing board examinations for substance abuse providers should include questions on suicide awareness, prevention, intervention, and assessment. (a)

· Ways treatment of substance use disorders can include suicide prevention might be:

· Prevent substance abuse through early intervention, such as with young adolescents.

· Provide alcohol counselors a standard procedure to recognize depression and mood disorders.

· Treatment communities need more support. (b)

· In treating the addiction, address depression, impulsivity, resilience tools, and risk management. In dealing with the “whole person” when treating the addiction, then suicide prevention is also being done. (e), (f)
Population Groups

Over half of all suicides occur in adult men between the ages of 25 and 65. (PHS, 2001, pg. 99) However, other specific populations are at higher risk in proportion to their numbers. The following suggests some areas that may have particular salience for substance use disorders. 

· The 2000 National Household Survey on Drug Abuse (NHSDA) found that youths who reported alcohol or illicit drug use during the past year were more likely than those who did not use these substances to be at risk for suicide during this same time period. For instance, youths who reported past year use of any illicit drug other than marijuana (29 percent) were almost three times more likely than youths who did not (10 percent) to be at risk for suicide during this time period. (SAMHSA, 2001)
· In studies that examine risk factors among people who have completed suicide, substance use and abuse occurs more frequently among youth and adults, compared to older persons. (NIMH, 2000)

· For every eight teenagers, one has considered suicide. Of that population, 35 percent cited drug abuse as the main culprit. (Curley, 1994)

· A review of minimum-age drinking laws and suicides among youths age 18 to 20 found that lower minimum-age drinking laws was associated with higher youth suicide rates. (NIMH, 2000) 

· Adolescents who used marijuana were three times more likely to consider suicide when compared to non-using adolescents. (“Adolescent Behavior”, 1998) 

· Recent studies of college students show that 10 percent of them have contemplated suicide. And further, research has shown that nearly twice as many students who considered suicide drank alcohol, used illicit drugs or smoked cigarettes compared to those who did not partake in these intoxicants. The majority of these individuals tended to be under 25 years old and non-white. (Powledge, 2000)

· Native Hawaiian adolescents have significantly higher rates of suicide attempts than other adolescents in Hawaii. Depression, substance abuse, grade level, cultural affiliation, and household wage earners’ education level are the greatest predictors of suicide attempt. (Yuen, 2000)

· Alaskan Natives and American Indians are also considered high-risk populations for suicide attempts. In this population, the rate of suicide attempts tends to be related to drug and alcohol consumption. (CDC, 2001, pg. 121) 

· For particular groups at risk, such as American Indians and Alaskan Natives, depression and alcohol use and abuse are the most common risk factors for completed suicide. (NIMH, 2000) 

· In one Micmac reservation alone, there have been 20 completed suicides and 75 suicide attempts in just 19 years. Experts blame substance abuse and other social problems as the culprit. In a few cases alcohol and substance abuse may not be the main determinant, but the overuse of these substances can also lead to other behaviors that are also considered risk factors for suicide. (“Suicide Prevention Pilgrimage”, 1994)
· Historically, the suicide rate among African Americans has been lower than that of whites. However, this differential is narrowing for young black males, whose rates have increased dramatically in the last two decades. (IOM, 2002, pg. 44)

· In a recent study of urban minorities, suicidal African-Americans reported more alcohol and drug abuse than matched controls. (Jones, 1997)

· Incarcerated populations also pose very high risks for suicide. A recent study of occupations at risk for suicide found inconsistent results regarding the effect of availability of lethal means (including lethal drugs), although stronger evidence for the medical professions. (IOM, 2002, pgs. 51-52)

· Those who struggle with suicidal thoughts are likely to use alcohol and other drugs to suppress the suicidal thoughts and the resulting shame (Taylor, 2002).

Impaired clinicians are a population with special access to lethal drugs. The following excerpt provides a rare and illuminating glimpse of this problem, from the perspective of a survivor of suicide attempts who is also a psychiatrist with a history of substance use.

“We have studied those who die by suicide. It is time to study those who live with suicide.”

My dad’s med school. Biochemistry. Dr. [..] looked over his glasses directly at me. “Son, you will never beat your dad’s record at this school.”  Suicidal thoughts roared through my head like fire through dry grass. I could focus on nothing else. Leaving that medical school was the ultimate disgrace. Beer erased the pain and the suicidal thoughts. 


Back on course, second try:  a new medical school, with my wife … at my side. This time, I’d beat the terror. I ate my way through biochemistry, downing masses of narcotics. I didn’t need suicide. I’d be okay. It was false pride, of course.


Straight internal medicine internship. Pure hell. Suicidal thoughts slammed at me from every direction. Three months later I took my first overdose.


Assistant Director of Residency Training, Department of Psychiatry. Darvon, more Darvon, plus Ativan, more Ativan. There weren’t enough pills in the world to quiet the growing terror inside. Again and again in the years from ’76 to ’82 I would go into suicidal trances. I was in a losing battle with my god and lover: Death. Suicide stayed with me every waking moment.


Three overdoses. Two near fatal ones. Once in a coma for three days. Four attempted hangings.

But God had a different plan. Angels were looking after me. I received the gift of a chance to start my life over – like the second half of a football game. 1982. [….] Hospital, 9 painful but wonderful months. Sobriety, the 12 steps, lots of therapy, lots of meetings. No suicidal thoughts!

….Fifteen glorious years in psychiatry and addiction medicine, [my wife] and our children miraculously still at my side. Treating Impaired Physicians like me is truly a privilege and definitely a gift from God. No suicidal thoughts!

September 4, 1997. Stupid, stinking allergies!  The beeper went off:  an emergency. Fire 1!  Then 2,3,4…  It was one of those nights. I felt like a ship in cold dark water, pounded by waves. At exactly 10:00 p.m., after 15 wonderful years sober, suicidal thoughts hit again, roaring through my mind like fire through dry grass. For two hours, the demons of death attacked me. With God’s help, I refused to go back into that black hole. The thoughts (blessedly) went away as suddenly as they had come. That night I learned that the flame of suicide in the back of my mind is still there. At best, I can make peace with suicide one day at a time – with God’s help.

OVERLAPPING OR RELATED ISSUES AND THEMES

After reviewing the available literature and conducting interviews with experts on both suicide prevention and substance use disorder, several common realities for both suicide prevention and substance use disorders come to light. These themes are generally in line with the National Treatment Plan (NTP) guidelines and recommendations. (CSAT, 2000a)

· Both fields identify stigma as a major challenge that prevents many from seeking help, and both also focus on including and supporting consumers and families. (Aligns with the Change Attitudes guideline and the Panel II recommendations.)

· Treatment issues are seen as not deserving of equal medical treatment in insurance plans and state health programs. Physical health, mental health and substance abuse treatment tend to operate as separate and unequal health care delivery systems. (Aligns with the Invest for Results guideline and the Panel I recommendations.)

· Both fields recognize the important need to enhance protective factors (build resiliency) and reduce risk factors, many of which are common to both problems.

· Effective collaboration is often the victim of bureaucratic turf guarding at federal, state, and local community levels. Policies adopted to protect targeted program funding or national visibility and priority may have the unintended consequence of impeding programmatic cooperation. (Aligns with the “No Wrong Door” to Treatment guideline and the Panel III recommendations.) 

· Public/private partnerships that have been creative and effective in working with one community, i.e., substance abuse/use disorders or suicide prevention, fail to reach out to the other community to integrate lessons learned and benefit the mutuality of their concerns. (Aligns with the Build Partnerships guideline.)

· Both groups recognize the importance of science-based or evidence-based services. (Aligns with the Commit to Quality guideline and the Connecting Services and Research recommendations.)

For any public health initiative to be successful, there must be a measurable result. In The Surgeon General’s Call to Action to Prevent Suicide, Dr. Satcher said that the “National Strategy for Suicide Prevention must obtain a measurable reduction in suicidal behaviors.” (PHS, 2001, pg. 4) Effective understanding of the interaction between substance use disorder and suicidal behavior will allow for more targeted, yet more efficient suicide prevention programs. Similarly, a reduction in suicides may provide evidence of the effectiveness of treatment for substance use disorders.

OPPORTUNITIES FOR PRODUCTIVE COLLABORATION AND PARTNERSHIPS

The overlapping concerns and similar principles activating the two fields suggest numerous possibilities for joint or collaborative activities that may advance both suicide prevention and treatment for substance use disorders. This section is an initial attempt to identify some of these opportunities. Specific recommendations for next steps follow in the concluding section.
Recognition by the SAMHSA Leadership

Speaking at the Suicide Prevention Action Network (SPANUSA) meeting in Arlington, VA, on July 14, 2002, SAMHSA Administrator Charles G. Curie said that "Even one death by suicide is one death too many." Mr. Curie explained, "The challenge is to identify, evaluate and promote community-based suicide prevention programs that work - systems of services in which every door can be the right door to help." He noted that about a quarter of youths who used illicit drugs in the past year thought about or tried to kill themselves.

Previously, in testimony before the House Appropriations Subcommittee on Labor/HHS/ Education Hearing March 12, 2002 (USHR, 2002), Mr. Curie made the following comment:

“The Agency’s work has shown prevention, early intervention, and treatment for mental and substance use disorders pays off in terms of reduced HIV/AIDS, crime, violence, suicide, homelessness, injuries, and health care costs.” (emphasis added)
Connecting Services and Research

As Mr. Curie stated in his March 12 House testimony: 

· “The President’s proposed 2003 budget reinforces our mission in services and in bringing evidence-based, effective products of research to community programs nationwide.”
· “SAMHSA’s FY 2003 budget emphasizes services and translation of science to services.”
· “The recently released evaluation findings from SAMHSA’s High-Risk Youth demonstration grant program found an overall decrease of 25 percent in the frequency of substance use among program participants. These new data add to the growing evidence that prevention can work…. On average, these model prevention programs, listed in our National Registry of Effective Prevention Programs, produce a 25 percent reduction in substance use by program participants.” 
The suicide prevention effort has been focused from the beginning on building strategies from a science base. The Reno conference that led to the Surgeon General’s Call to Action and the National Strategy for Suicide Prevention was entitled: “Advancing the National Strategy for Suicide Prevention: Linking Research and Practice.” SAMHSA could assure that suicide prevention efforts are evaluated in relation to its other prevention and treatment programs, and that the issue receives attention in analyses of the results. Similarly, SUD and other substance use issues should be deliberately built in to requirements for evaluation and analysis of suicide prevention information and programs.
Build Partnerships

This paper amply demonstrates that despite many overlaps and common concerns, the suicide and substance use disorder fields have not yet begun working together to solve these problems. Some ideas for building a partnership between the two communities that will lead to effective collaboration at the local community level, the state level, as well as at the top Federal levels include:

· A National Consensus Conference. The current national initiatives for suicide prevention stem from the Reno Conference in October 1998. This conference created the “innovative public/private partnership to seek a national strategy for the United States” as stated in The Surgeon General’s Call to Action to Prevent Suicide 1999. (PHS, 1999, pg. 1). This began the process that is in place today driving suicide prevention in the USA. A similar conference focusing on substance use disorders and suicide would be a major step for the two fields and would create opportunities for future collaboration. 

· Within the DHHS, a Federal Steering Group, (FSG), has been operating for several years to promote collaboration of agencies concerned with suicide prevention. The Center for Mental Health Services (CMHS) is a member of the FSG. No one represents the substance abuse/use disorder community. As a minimum, each DHHS agency represented on the FSG should have a designated, full time suicide prevention representative to coordinate suicide prevention activities within the agency and between DHHS agencies. CSAT should explore becoming a member of the FSG.

· Objective 2.2 of the National Strategy for Suicide Prevention (PHS, 2001) calls for establishing a public/private partnership (e.g., a national coordinating body) with the purpose of advancing and coordinating the implementation of the National Strategy. CSAT, and organizations and funders concerned about SUD should be a key part of the coordinating body when established.

· The National Council for Suicide Prevention (NCSP) is a private sector organization of 11 national/regional non-profit organizations that work collaboratively to advance suicide prevention. A representative from CSAT could be invited to a meeting of the NCSP for information sharing and identification of possible areas of joint interest.

· Join Together has identified the conjunction among firearms and suicide, domestic violence and substance abuse. In spring, 2002, it issued an action kit on the subject, with a host of suggested ideas. Join Together would be an excellent collaborator in future efforts for the SUD and suicide prevention fields to work together.

· Another organization with potential for a collaborative effort is the Association for Medical Education and Research in Substance Abuse (AMERSA). Founded in 1976, AMERSA is a multidisciplinary organization of health care professionals dedicated to improving education in the care of individuals with substance abuse problems. 

· A report from the National Institute on Drug Abuse (NIDA, 2002, pg. 5) shows risk and protective factors in Drug Abuse Prevention that are quite comparable for those shown for suicide prevention, suggesting broad areas for collaboration. This same publication (pg. 7) reports that well-designed mass media campaigns can affect smoking and drug use behavior among teens. Such results suggest that combining a suicide prevention message with the drug abuse message might be effective in preventing suicide.

States

Federal plans for the next phase in implementation of the National Strategy on Suicide Prevention clearly focus on expanding the number of States with State Suicide Prevention Plans, and assisting the States in developing and implementing their plans. This presents an excellent opportunity to engage the two communities in programs or meetings designed to support this goal. Some of the States that have already demonstrated interest include: Alaska, Florida, Georgia, Minnesota, Nebraska, Nevada, New York, and Tennessee. In addition, both Kentucky and North Carolina contacts expressed particular interest in pursuing substance use disorder issues relating to suicide. The next State Planners Meeting now is being planned for the summer of 2003, and substance use disorders could be included on the agenda.

Co-occurring Disorders

The SAMHSA priority on addressing co-occurring disorders provides an important opportunity to address the issue of suicide and its relationship to both mental illness and substance use disorders. The recent IOM report documented the finding that co-occurring disorders present a higher risk of suicide than the individual conditions alone. (IOM, 2002, pg. 89) The Interim Report of the President’s New Freedom Commission on Mental Health highlights both the  “daunting scenario for someone with both a serious mental illness and a substance use disorder” and the failure to make mental health and suicide prevention national priorities. (Interim Report, 2002, pgs. 4, 14) The convergence of these issues, with suicide prevention as a common goal, presents an opportunity for constructive action. 

Schools

The Center for School Mental Health Assistance recently published an article entitled, “The Interface Between Expanded School Mental Health and Substance-Related Services for Youth” (CSMHA, 2001/2002), which recounts many of the problems faced in bringing mental health services and substance-related services to youth in school settings. This article offers an opportunity to blend suicide prevention into the discussion, but fails to do so, thereby exemplifying in current terms the magnitude of the problem involved in melding suicide prevention into ongoing programs of mental health and substance abuse/use disorder.

Colleges and universities are a population of particular importance to both SUD treatment and suicide prevention. There have been some recent efforts directed at improving mental health services, reducing substance abuse (alcohol and binge drinking) and preventing suicide. Key collaborating organizations include the American College Health Association, NMHA, the JED Foundation and SPAN USA.

Faith Communities

In 1999, the Evangelical Lutheran Church in America initiated a plan to curb suicide, recommending that “...all persons who express suicidal ideas while exhibiting symptoms of depression, alcohol abuse, drug abuse or schizophrenia, should be evaluated promptly by a qualified health professional.” (ELCA, 1999, pg. 3) Work is ongoing to involve other faith communities. The IOM report contains numerous references to various "religious influences” and their important role in suicide prevention. (IOM, 2002)

Key Informants’ Ideas for Future Activities

1. To address the relationship of suicide and substance use disorder, the leadership of the substance abuse treatment world should research and write a position paper (supported by facts and the findings of this initial survey) that fits within the Institute of Medicine’s (IOM) language to “create a culture of safety” for substance abusers and their loved ones that would include:

· Using awareness raising activities to link increased suicide risk to substance abuse (just as we do with smoking and heart disease).

· Publishing guidelines and minimum standards for suicide prevention knowledge to be included in training program curricula.

· Establishing an “expert panel” to provide suicide prevention related exam questions to State Divisions of Licensing responsible for the examination of substance abuse and other professionals who serve persons with substance abuse disorders.

· Requiring no less than six hours of suicide risk assessment and suicide prevention related continuing education training per licensing cycle (we do this now for ethics, HIV-AIDS, etc.).

· Developing models of care, administrative directives and policies and procedures that ensure that persons at risk of suicide are evaluated and monitored throughout their episodes of care—and through follow up—by all treatment providers receiving federal funds. Suicide risk waxes and wanes over time, as does sobriety. Failure to identify, address, and manage risk over time leads to tragedy.

· Inviting AA [Alcoholics Anonymous] and NA [Narcotics Anonymous] into the discussion and seek their assistance in bringing the suicide prevention message to their members.

· Providing training as needed to all recovery groups and organizations. 

2. CSAT should sponsor regional conferences on both suicide prevention and substance use disorder treatment. Key people (including psychologists, psychiatrists, substance use disorder treatment professionals, and suicide prevention professionals) need to be at the “round table” to dialogue, if only to disagree and to air ideas, bias and treatment plans. 

3. Appropriate “next steps” to address the relationship of suicide and substance use disorder include:

· Reducing binge drinking.

· Integrating and establishing collaboration among services provided for problem drinkers.

· Understanding the distinction between acute and chronic substance abuse disorder. This might be done by evaluating the differences between acute users who attempt or complete suicide and those that do not.

· Determine the impact that effective programs have on youth and young adolescents to prevent substance abuse as well as suicide.

· Identify risk factors for the minority of alcoholics who do complete suicide and compare them to the majority of alcoholics who do not.

4. In an ideal world, every person suffering from a substance abuse disorder (and his/her family) would get an awareness and education package regarding enhanced suicide risk if the person cannot get clean and sober. This would become a standard part of patient education and be included in the explanation of risks and benefits of treatment. Treatment centers and professionals would be obliged to learn something about the risks of suicide among the populations they serve and prove this by passing a licensing exam with suicide prevention items in it, and demonstrate ongoing competence in suicide risk assessment (continuing education requirements). (See PHS, 2001, Objective 7.8) 

5.  Focusing on survivors of suicide attempts and survivors of suicidal thoughts provides a unique perspective that may not only help in understanding why people contemplate or attempt to end their lives and the role of substance use in their lives, but also in making these issues “real” to people who have not experienced these feelings.

· Inclusion of SSA’s/SST’s as speakers/panelists at conferences on substance abuse, co-occurring disorders, and suicide prevention.

· Inclusion of SSA’s/SST’s in pharmaceutical drug studies (especially antidepressant trials) in order to discover medications which reduce or eliminate suicidal thoughts. 

CONCLUSION AND RECOMMENDED NEXT STEPS

A state of intoxication, by definition, leads to poor thinking, impaired judgment, and enhanced risk for self-injury—especially in persons already thinking about suicide. Yet clinical providers are seldom aggressive when it comes to addressing this problem in their treatment plans. In my … view, anyone suffering from a serious psychiatric disorder and still in treatment should not be drinking or drugging. Period. It is impossible to treat a Type II diabetic who eats candy by the bag and lunches at McDonald’s. It is also impossible to treat a clinical depression if the person is [drinking] double martinis for lunch. (a)

Substance use disorder and suicide prevention are clearly overlapping and related in daily life. Those served by the substance use disorder treatment community are often the same people that suicide prevention people are working to keep from ending their own lives. Based on this preliminary exploration of the relationship, the following suggestions are offered for next steps that could begin developing a working relationship among those working on suicide prevention and those working on improving treatment for substance use disorders.  

· A logical first step would be to convene a “think tank” meeting to recommend actions to promote collaboration with the substance use disorder field. Leaders in the two fields who have already demonstrated some involvement could be brought together to develop further initiatives. This would also serve to introduce people in suicide prevention to CSAT and leaders treatment leaders (and vice versa), and begin development of an ongoing network of creative leadership on this issue.

· As a follow-up, CSAT could then sponsor regional conferences on suicide prevention and substance use disorder treatment. Key people could be brought together, possibly around an immediate issue of shared concern such as youth suicide, with a long-term goal of promoting ongoing relationships and collaboration as well.

· Next, possibly as part of a single series of planned events, a national consensus conference could be held to bring focused attention to this issue.

· A second “think tank” meeting should be held, if possible co-sponsored with CMHS, to bring together the best available thinkers about suicide as the “worst outcome” of co-occurring mental illness and substance use disorders. This exploratory session could have significant constructive impact by providing a common ground objective for people with various concerns.

· While this paper has focused on the issue of treatment for substance use disorders, the role of prevention in the entire relationship between suicide and SUD deserves attention. Once possibility would be an exploratory meeting between relevant staff at CSAT and CSAP, with participation from suicide prevention representatives, on the issue of suicide prevention—with a focus on assuring appropriate attention to substance use issues. 

· People involved in suicide prevention should be asked to participate in some of the National Treatment Plan Initiative (NTP) meetings that are being held around the country, and the planned summit in 2003, with the assignment to develop ideas for promoting collaboration on key issues.

·   CSAT should regularly participate in national meetings of state suicide prevention planners. SPAN USA has conducted two such meetings, the most recently being this past July. It is anticipated that regional meetings of state suicide prevention planners will be held in the summer of 2003 and CSAT should be an active partner in the planning and conduct of these meetings.

· A study should be commissioned to explore and analyze the available data on substance use disorders, mental health, emergency medicine, mortality, and suicide with relation to each other. There is a wealth of data available, but it is not readily accessible to people who are interested in a crosscutting issue such as suicide prevention. Based on the results, recommendations should be developed to guide design of future reports and to identify any specific data that need to be added to address key issues.

· CSAT should play a more active role with several new DHHS and SAMHSA projects concerning suicide prevention. While CMHS is the designated lead for these, CSAT could play a very constructive role in assuring that the role of SUD and substance abuse in suicides. This is the best way to assure that substance use disorder issues will be addressed in a practical way. These include:

· The Federal Steering Group (FSG) that is leading the DHHS suicide prevention effort.

· The new collaborative project that CMHS has recently awarded to plan the public/private partnership that is intended to oversee implementation of the NSSP.

· The new National Suicide Prevention Technical Resource Center that CMHS has recently awarded, which is now in the planning stage. 
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REFERENCE INFORMATION:

CURRENT NATIONAL AND STATE-LEVEL ACTIVITIES
Congressional Actions

Congress has taken several recent actions concerning suicide and suicide prevention. 

· 1997: Senate Resolution #84 passed unanimously, recognizing suicide as a national problem and declaring suicide prevention to be a national priority; encouraging initiatives to prevent suicide, support people who have lost someone to suicide, develop an effective national strategy, and “encourag[ing] the development, and the promotion of accessibility and affordability, of mental health services, to enable all persons at risk for suicide to obtain the services, without fear of any stigma.”

· 1998: House Resolution #212. The same resolution passed without dissent. 

· 2000: Congress passed P.L.106-310, authorizing $75 million for child and adolescent suicide prevention activities. No funding has yet been appropriated. However, $3 million per year was earmarked for three years to certify, network, and evaluate suicide prevention hotlines.

· 2001: Congress earmarked $3 million to establish a National Suicide Prevention Resource Center to provide technical assistance in developing, implementing, and evaluating suicide prevention programs. 

In addition to published reports and Internet-based materials, there have also been Congressional Hearings on the subjects of suicide prevention, in which the connection with substance use disorder was made repeatedly. 

· Senator Arlen Specter (R-PA), Chairman, Senate Appropriations subcommittee for The Department of Health and Human Services, Labor, Education and related agencies, held a Congressional Hearing on suicide on February 9, 2000. 

· Senator Christopher Dodd, (D-CT), Chairman, Subcommittee on Children and Families of the Senate Committee on Health, Education, Labor and Pensions, held a Congressional Hearing on September 7, 2001 titled Teen and Young Adult Suicide: A National Health Crisis. 

Federal Executive Branch Activities

Recent National Reports

The Surgeon General’s Call to Action to Prevent Suicide 1999 (U.S. Public Health Service, 1999) 

The first sentence of this document, which was the first product from the 1998 Reno National Suicide Prevention Conference, clearly positions suicide as something broader than just a mental health problem—or just a substance abuse problem—or any single problem—by saying, “Suicide is a serious public health problem.” Yet that simplicity can be disarming. Solving a single problem, such as handling an unsafe source of drinking water or dealing with a single germ, can correct some public health problems; unfortunately, suicide prevention falls outside this pattern.

Suicide is a multi-faceted, complex psychological, biological, sociological, environmental, economic, and societal problem. As such, it requires the broadest possible collaboration and partnering of public and private agencies in ways not seen before to do things that are possible. The key positions of this document support this summary.

Overview

· Recognizing that mental and substance abuse disorders confer the greatest risk for suicidal behavior, these recommendations suggest an important approach to preventing suicide and injuries from suicidal behavior by addressing the problems of undetected and under-treated mental and substance abuse disorders in conjunction with other public health approaches. (pg. 2)

Intervention

· Improve the ability of primary care providers to recognize and treat depression, substance abuse and other mental illnesses associated with suicide risk. (pg. 6)

· Eliminate barriers in public and private insurance programs for provision of quality mental and substance abuse disorder treatments and create incentives to treat patients with coexisting mental and substance abuse disorders. (pg. 7)

· Increase the use of schools and workplaces as access and referral points for mental and physical health services and substance abuse treatment programs. (pg. 7)

Risk and Protective Factors

· Risk factors for suicide include co-occurring mental and alcohol and substance abuse disorders. (pg. 9)

· Much remains to be learned about the common risk factors for mental disorders and substance abuse, suicide, and other forms of intentional violence. (pg. 8)

National Strategy for Suicide Prevention: Goals and Objectives for Action (NSSP) (USDHHS, 2001)

This landmark 204-page document is a “shining example of public-private collaboration” that “provides essential guidance and suggests the fundamental activities that must follow—activities based on the best available science.”
 (pg. 1) The NSSP, comprised of 11 goals and 68 objectives, is “the strategy of the American people for improving their health and well-being through the prevention of suicide.” (pg. 2)

A broad theme of the NSSP is to seek integration of suicide prevention into existing health, mental health, substance abuse, education, and human service activities. (pg. 25) One of the biopsychosocial risk factors for suicide is “alcohol and other substance use disorders. (pg. 36)

The excerpts from the NSSP that follow have been selected to emphasize the strong connection portrayed between mental health and substance abuse. Following on the pattern established in the Call to Action, in fact, the words “mental health and substance abuse” almost always appear conjointly.

Goal 2: Develop Broad Based Support for Suicide Prevention

· Faith groups can help to destigmatize mental illness and alcohol and substance use problems and change the perception of suicide from something that is shameful to a problem that can be prevented. (pg. 54)

· Suicide is closely linked to mental illness and substance abuse and effective treatments exist for both. In fact, 60 to 90 percent of all suicidal behaviors are associated with some form of mental illness and/or substance use disorder. (pg. 55; also Harris & Barraclough, 1997) 
Goal 3: Reduce Stigma

· The stigma of mental illness and substance abuse has resulted in the establishment of separate systems for physical and mental health care; one consequence is that preventive services and treatment for mental illness and substance abuse are much less available than for other health problems. Moreover, this separation also has led to bureaucratic and institutional barriers between the two systems that complicate the provision of services and further impede access to care. Destigmatizing mental illness and substance abuse could increase access to treatment by reducing financial barriers, integrating care, and increasing the willingness of individuals to seek treatment. (pg. 57)

· When seeking and being reimbursed for mental health/substance abuse care is the norm, such a change in perspective might also lead to a better integration of the separate systems of care that now exist—one for mental health, one for substance abuse, the other for primary and specialty health care. (pg. 60)

· The literature suggests that up to two-thirds of those who die by suicide are not receiving mental health or substance abuse treatment at the time of their death and that half had never seen a mental health professional. (pg. 60)

Goal 4: Develop and Implement Community-Based Suicide Prevention Programs

· Suicide prevention is a complex problem. It intersects public health, mental health and substance abuse. (pg. 63)

· There are many proven prevention programs that reduce substance use and aggressive behavior by teaching techniques in problem solving and building positive peer relations. When implemented effectively, these programs have the potential for reducing risk for suicide simultaneous with other negative outcomes, in this case substance use and aggressive behavior. (pg. 65)

· Because many of the risk and protective factors for suicide among young adults are similar to those for mental disorders and other problem behaviors, including alcohol, drug abuse and interpersonal violence, suicide prevention may be best integrated within broad prevention efforts. (pg. 66)

· Employee Assistance Programs (EAP) help employees identify and resolve personal concerns, including mental or physical health, marital, family, financial, alcohol, drug, or other personal issues, that may affect job performance...it is possible to integrate suicide prevention into such programs. (pg. 67)

· Jail or “lock up” suicides most often occur within 24-48 hours after arrest, suggesting an important role for appropriate medical assessment of substance abuse and administration of standardized assessments. (pg. 68)

Goal 6: Implement Training for Recognition of At-Risk Behavior and Delivery of 

Effective Treatment

· Key gatekeepers must be trained to recognize behavioral patterns and other factors that place individuals at risk for suicide and be equipped with effective strategies to intervene...mental health care and substance abuse treatment providers are key gatekeepers. (pg. 78) Such gatekeepers include teachers and school staff, school health personnel, clergy, police officers, correctional personnel, supervisors in occupational settings, natural community helpers, hospice and nursing home volunteers, primary health care providers, mental health care and substance abuse treatment providers, emergency health care personnel.

Goal 7: Develop and Promote Effective Clinical and Professional Practices

· Objective 7.3: By 2005, increase the proportion of specialty mental health and substance abuse treatment centers that have policies, procedures, and evaluation programs designed to assess suicide risk and intervene to reduce suicidal behavior among their patients. (pg. 91)

· It is critical that after-care treatment programs develop guidelines for the appropriate assessment, management, and treatment of individuals exhibiting suicidal behaviors following treatment in emergency settings or in inpatient hospital settings. (pg. 92)

· A large number of suicidal patients suffer from mood disorders alone or in combination with other mental, substance use or physical disorders (co-morbidity). (pg. 92)

· Objective 7.8: Educate family members and significant others or persons receiving care for the treatment of mental health and substance abuse disorders with the risk of suicide. (pg. 95)

· Incorporate screening for depression, substance abuse and suicide risk as a minimum standard of care for assessment in primary care settings, hospice, and skilled nursing facilities for all Federally-supported healthcare programs (e.g. Medicaid, CHAMPUS/TRICARE, CHIP, Medicare). Opportunities exist for these programs to become models for incorporating screening tools and techniques for depression, substance abuse and suicide risk. (pg. 96)

Looking Ahead

· Probably the greatest challenge to the successful implementation of a national suicide prevention strategy comes from the twin nemeses of stigma and disparity: the societal stigma associated with mental illness, substance abuse and suicidal behaviors, and the current disparity in access to mental health and substance abuse care compared to other forms of health care. (pg. 129)

· Collaboration is a keystone of the National Strategy . . . .The involvement of a diverse group of participants will lead to the formation of partnerships for successful implementation. Everyone must be involved for the plan to succeed and for the suicide rate to be reduced. (pg. 129)

Special Populations at Risk

· The most common factors for suicide among young male American Indians and Alaska Natives is alcohol and substance use, and depression. (pg. 180)

· Follow-back studies of suicide decedents have shown that 15-56 percent of individuals had diagnoses of alcoholism and/or other substance use and dependence, a rate much higher than that in the population.... While a number of treatments have been found to be effective for the treatment of substance abuse and alcoholism, few have measured concurrent effects of treatment on rates of suicide or suicide attempts.... Some alcohol policies may be effective in reducing suicide deaths. Raising the minimum legal drinking age has been shown to be associated with a decrease in the suicide rate. (pgs. 182-183)

Surgeon General’s Report on Mental Health (USDHHS, 1999)

This landmark report deals almost exclusively with mental health issues. It establishes the fact that mental illness, including suicide, ranks second in the burden of disease in established market economies such as the United States. It confirms that stigma surrounding the receipt of mental health treatment is among the many barriers that discourage people from seeking treatment. In fact, nearly two-thirds of all people with diagnosable mental disorders do not seek treatment. About one in five Americans experience a mental disorder in the course of a year. 

Approximately 15 percent of all adults who have a mental disorder in one year also experience a co-occurring substance (alcohol or other drug) use disorder, which complicates treatment.

Substance abuse is a major co-occurring problem for adults with mental disorders. Evidence supports combined treatment, although there are substantial gaps between what research recommends and what typically is available in communities.

Our review of this document did not find any references to substance abuse and/or suicide that should be included in this white paper. Our search failed to find any place where these two issues were addressed in tandem in this report on mental health.

Changing the Conversation: Improving Substance Abuse Treatment: The National Treatment Plan Initiative (USDHHS, Nov. 2000a and b)
Suicide issues were not highlighted in the National Treatment Plan (NTP). However, the problem was raised at least a couple of times in the public hearings held around the country.

· At the Portland hearing, under Improving and Strengthening Treatment Systems, “Native American speakers asked CSAT to foster initiatives that recognize the isolated, rural nature of life on reservations; the mortality rate among youth that is 17 times the rate for white American youth; the relationships between addiction and suicide; and the extent of dual diagnoses among Native populations. Speakers suggested that a Federal approach to improving treatment among Native Americans should be build around consideration of these factors.” (USDHHS, Nov. 2000b, pg. 196)

· At the Tampa hearing, under Connecting Services and Research, testifiers suggested: Fund more research on the common risk factors for mental disorders, substance abuse, and suicide and other forms of intentional violence, including homicide, domestic violence, and child abuse.” (USDHHS, Nov. 2000b, pg. 204)
Reducing Suicide:  A National Imperative (IOM, 2002)

In October, 2002 the Institute of Medicine released its comprehensive examination of suicide, covering an assessment of the science base of suicide etiology, evaluation of the current status of primary and secondary prevention (risk, protective factors, issues of contagion), efficacy of national and international intervention and prevention efforts, strategies for studying suicide, and conclusions concerning gaps in knowledge, research opportunities and prevention strategies. This study now provides the most current and authoritative compilation and assessment of available knowledge about suicide and suicide prevention.

As in previous studies, substance use disorders receive frequent attention, but are considered primarily within the context of mental health diagnoses. Citations to the IOM study within this report provide some of the most salient references. There is no separate chapter on substance use disorders; however, the index provides a helpful guide to its extensive consideration of these issues (see both Alcohol Abuse, Substance Abuse). 

Other Current National Activities

· Objective 2.2 of the National Strategy for Suicide Prevention (USDHHS, 2001) calls for establishing a public/private partnership (e.g., a national coordinating body) with the purpose of advancing and coordinating the implementation of the National Strategy. CMHS has recently awarded a contract to develop the plan for this partnership. 

· Within the DHHS, a Federal Steering Group (FSG) has been operating for several years with a similar objective. The Center for Mental Health Services (CMHS) is a member of the FSG. No one represents the substance abuse/use disorder community.  

· On behalf of the FSG, CMHS has established a Web site on suicide prevention, located at http://www.mentalhealth.org/suicideprevention. Substance use disorder information is not prominent on the site.

· The National Institute of Mental Health is currently developing a research agenda on suicide prevention. No similar activities have been identified at the National Institute on Drug Abuse or the National Institute on Alcohol Abuse and Alcoholism.
· The CDC’s National Center for Injury Prevention and Control (NCIPC) in June 2002, issued its Injury Research Agenda. A chapter titled "Preventing Suicidal Behavior" includes 15 specific recommendations. Recommendations C and F include substance abuse as an element to be researched. The Agenda underscores the importance now being accorded suicide prevention by multiple DHHS agencies and the need for CSAT to be an equal partner in DHHS suicide prevention activities.
· The Center for Mental Health Services has recently awarded a large ($2.5 million per year for three years) cooperative agreement for the creation of the National Suicide Prevention Technical Resource Center. We anticipate that the new center will collect and make available a very substantial amount of information on best practices, and will also focus on key issues or areas requiring attention.
· The President’s New Freedom Commission on Mental Health has identified suicide and suicide prevention as a focus of concern that it will be addressing in its deliberations and reports. 
State Activities

SPAN USA has a national network of “grassroots community organizers”—people in local communities, generally those who are survivors of the suicide of a loved one, who work collaboratively to prevent suicide at federal, state, and local levels. Advocacy is one of their primary tools. Advocacy has been the driving force behind the accomplishments of SPAN USA since its inception. The information presented in this section largely reflects input from these community organizers plus other information that SPAN USA has developed for its own use.

Most states now have some type of effort directed at creating or implementing a state suicide prevention plan. Some states have focused their plans on child and adolescent suicide prevention. Others have broadened the scope to include youth and young adults. Many have plans that address suicide prevention across the life span.

Although some states, such as Washington and Maine, have had plans in existence for five years or more, most state suicide prevention planning is relatively new. A very few states have completed their plans and supported them with funding. For others, suicide prevention planning is a work in progress. The release of the National Strategy for Suicide Prevention in May 2001 provided the stimulus for states without plans to get started.

In August 2001, SPAN USA held a “Tool Bag” conference to provide state planners with the complete package of “tools” for state suicide prevention planning. Over 40 states participated, along with two territories. At that time, 16 people agreed to be “Key Contact” persons for their state’s suicide prevention planning work. In this capacity, these people receive and respond to inquiries regarding their state’s work on suicide prevention.

These 16 “Key Contacts” have provided information to SPAN on what is being done in their states. Three areas are directly relevant to this paper: (1) whether and how the substance use disorder community is engaged in their state’s suicide prevention efforts; (2) whether and how the substance use disorder community is engaging the suicide prevention community; and (3) how the state’s suicide prevention plan/community deals with co-occurring disorders. Information on some or all of the points was available from nine states. The information is summarized in three tables on the following pages.

SPAN USA held its second consecutive national state suicide prevention planners meeting in July 2002 in Washington, DC. A recommendation coming from this meeting was that regional state suicide prevention planners meetings be held in the summer of 2003.

Some Conclusions: Separate Worlds

A review of the information on State Plans shows that, generally speaking, substance abuse/use disorder agencies/staffs and suicide prevention efforts tend to operate in separate worlds. Where funding streams exist for state plans, they seem to go through the Mental Health Divisions for the Injury Prevention and Control Divisions. It is not clear if the Substance Abuse/Use Disorder Divisions are invited or involved. At the August 2001 SPAN USA “Tool Bag” Conference, substance abuse/use disorder people were a very distinct minority, if even represented.

From the point of view of suicide prevention communities, there seems to be little interest in creating new bureaucracies and empires. Rather, the sense seems to be to create bridges to collaboration and partnerships so that existing programs can integrate and embrace suicide prevention approaches, which in many cases are quite similar to those used in substance abuse/use disorder treatment.

	SPANUSA State Plan Informant Responses

1.  Does the state substance use disorder plan involve or engage the state’s suicide prevention community in any way?



	State
	Available Information

	Alabama
	The state plan is still a “work in progress.”

	Alaska
	The major suicide prevention/intervention funding in Alaska has been made through the Division of Alcoholism and Drug Abuse, so we work with the suicide prevention community quite directly, especially in rural Alaska.

	Florida
	The issue of suicide is slowly being added to the drug prevention arena. The “grassroots” suicide prevention community has participated in the state’s “Prevention First” conference the past two years. This year, we did a 90-minute awareness workshop at the conference. The workshop reached about 100 state drug prevention professionals.

	Georgia
	Research-based substance abuse prevention programs currently implemented by several regions also address many of the risk factors associated with adolescent suicide. These include Botvin Life Skills, SMART MOVES, Soy Latina, and the Developmental Assets approach by the Search Institute. Literature and materials distributed by MHMRSA Regional Boards on substance abuse prevention help provide information concerning the use of drugs that may exacerbate suicidal tendencies.

	Kentucky
	N/A

	Minnesota
	Unaware of such a plan

	North Carolina
	No

	Nevada
	See the testimony of Steven R. Graybar, Ph.D., President, State of Nevada Board of Psychological Examiners appended to this white paper.

	Tennessee
	Respondent is not familiar with a state substance abuse plan.

	Texas
	Respondent is not familiar with a state substance abuse plan.

	Washington
	N/A


	SPANUSA State Plan Informant Responses
2. Does the state suicide prevention plan involve or engage the state’s substance abuse/use disorder community in any way?



	State
	Available Information

	Alabama
	The state plan is still a “work in progress.”

	Alaska
	Alaska is in the process of developing its state suicide prevention plan. But we are too … well aware of the relationship between substance abuse and suicide not to involve the substance abuse community in addressing the problem of suicide. Current efforts include requiring that all youth referred to youth alcohol drug education programs be screened for depression as well as for substance abuse/use.

	Florida
	Yes, we do involve the state’s substance abuse community, as the chair of the task force for the state’s suicide prevention plan is the Director of the Office of Drug Control. He has made a commitment to broaden the state’s drug prevention efforts to include suicide prevention.

	Georgia
	Although several people from the state’s substance abuse prevention office are on the state suicide prevention steering committee, their participation has not been whole-hearted.

	Kentucky
	Substance abuse had been omitted from our state suicide prevention planning effort. It will now be included because of your request for information.

	Minnesota
	We do have involvement of some stakeholders who work with substance abuse (e.g., health plans) and have invited substance abuse program directors from the tribes (one participant). However, we do not have adequate engagement of the community.

	North Carolina
	We do not currently have a state plan. One of our goals will be to improve access and linkages with substance abuse services.

	Nebraska
	Substance abuse will be included in the state suicide prevention plan.

	Nevada
	Nevada has created a Legislative Commission’s Subcommittee to Study Suicide Prevention. The issue of substance use disorders and suicide has been prominent in recent meetings of the subcommittee. (See Additional State Information, below.) 

	New York
	Efforts to develop a state plan are in a formative stage, with the private sector well positioned to become active partners with public sector when that sector identifies representatives. The private sector is well aware of the connection between substance abuse and suicide prevention and will work hard to involve both communities in any state plan that is developed.

	Tennessee
	We adopted a state suicide prevention plan on October 8, 1999, with an update adopted on September 3, 2002. Our plan includes 3 strategies specific to substance abuse and suicide, and our Governor’s Council for Suicide Prevention, which oversees the plan, has voting members who are professionals (including psychiatrists) with expertise in addictions and dual disorders. However, to date we have not implemented these 3 strategies.

	Texas
	By including multiple agencies (e.g. TCADA, Mental Health/Mental Retardation), disciplines (e.g. psychiatrists, clinical practitioners), and community organizations (e.g. Mental Heath Association, Red Cross) we expect a coordinated, comprehensive response to suicide and associated disorders and behaviors.

	Washington
	N/A.


	SPANUSA State Plan Informant Responses
3. How does the state suicide prevention plan deal with 

co-occurring disorders?



	State
	Available Information

	Alabama
	The state plan is still a “work in progress”.

	Alaska
	We have funded enhanced detox programs and dual diagnosis programs, which are far more able to deal with suicidal clients than standard programs. There are ongoing efforts to develop programs that address the needs of those with co-occurring disorder and to integrate substance abuse and mental health services.

	Florida
	N/A

	Georgia
	N/A

	Kentucky
	N/A

	Minnesota
	We provide education to media vendors, associations, reporters, advertising vendors, and the entertainment industry; educate state, county and local policymakers and officials; educate natural community helpers; and educate communities and school staffs on the co-occurrence of substance abuse with depression, mental illness, and brain disease. We also build community capacity to provide outreach, advocacy, and education through home- and community-based programs to high risk populations who are socially and physically isolated

	North Carolina
	Awareness talks and lectures to professional and public audiences are performed by task force members to provide information regarding co-morbidity.

	Nevada
	N/A

	Tennessee
	Currently our state plan does not use “co-occurring” or “dual disorders” language.

	Texas
	By including multiple agencies (e.g. TCADA, Mental Health/Mental Retardation), disciplines (e.g. psychiatrists, clinical practitioners), and community organizations (e.g. Mental Heath Association, Red Cross) we expect a coordinated, comprehensive response to suicide and associated disorders and behaviors.

	Washington
	N/A


Additional State Information

The Center for Mental Health Services sponsored Web site provides information about state plan activities, although much of this has not been updated recently. Little of this information relates to any involvement of substance use disorders and agencies in state suicide prevention plans or programs. 

At the July 2002 SPANUSA annual conference, an hour-long session was devoted to the issue of suicide and substance use disorders, providing information on the activities of a number of states. The SPANUSA contacts in various states have provided additional information. All of this supplementary information is summarized in the following table.

	Supplementary State Information

	State
	SUD Agency Involved
	Specific Mentions or Contacts
	Issues

	Alaska
	ADA
	
	

	Arizona
	
	Has an integrated system, automatically involving MH and SA 
	

	Florida
	ODCP
	James McDonough took initiative on suicide prevention. Links research to practice, and ties substance abuse to suicide in each conference. (Terry Smith)
	Youth

	Georgia
	GA Council on SA
	Included workshop on suicide prevention in 9/02 conference on Substance Abuse and crime. 
	Crime

	Maryland
	DAD
	
	Youth

	Oklahoma
	DMHSAS
	
	Youth

	Oregon
	ODAAP
	Mentioned in youth suicide plan, Barbara Cimaglio
	Youth

	Utah
	
	Have partnered to some degree. JJ kids are 4 times as likely to attempt suicide. (Molina.)
	Juvenile Justice

	Washington
	ASAS
	
	Youth

	Wisconsin
	BSAS
	Oren Hammes
	


Four states have provided more extensive information that is included to convey a clearer picture of the current situation in states where the issue has arisen but has not been fully addressed.

Georgia. Laurell Reussow (SPANUSA board member) reports that treatment centers need to educate the whole family. Patients, parents, siblings, spouse and kids all need to know the risk and protective factors, local emergency numbers, and know that they themselves are at increased risk. In a few words, a “family system”  “through the ages” approach to education about substance abuse and suicide prevention risks and protective factors. In her experience, no one in a substance abuse treatment program ever mentions other risks (e.g., suicide) or protective factors.

Nevada. The Nevada Chapter of SPAN USA (SPAN NV) has been a key factor in the creation of the Nevada Legislative Commission’s Subcommittee to Study Suicide Prevention. The work of this subcommittee is to study the current problem of suicide in Nevada (the state with the highest rate of suicide in the country, until recently surpassed by Alaska) and make recommendations to the Legislature as to what should be done in Nevada to address this problem.

It is significant to note that the subcommittee is focusing its work on two of the eleven goals listed in the National Strategy for Suicide Prevention, i.e., Goal #6: Implement Training for Recognition of at risk Behavior and Delivery of Effective Treatment; and Goal #7: Develop and Promote Effective Clinical and Professional Practices. The timeliness of this report reflects the immediacy of the need to connect suicide prevention and substance abuse/use disorder treatment and prevention in real ways. 

The minutes of the February 2, 2002 meeting of the subcommittee (Nevada Legislative Commission’s Subcommittee to Study Suicide Prevention, 2002) contain the following references to suicide prevention and substance abuse/use disorder:

a. Approximately 60 percent of detained juveniles have substance abuse or mental health issues. (pg. 8)

b. The Lawyers Concerned for Lawyers Association said that lawyers represent the second highest profession at risk for suicide. They reported that drug and alcohol abusers are at higher risk for suicide in three ways: (1) alcoholics are six times more likely to kill themselves than non-alcoholics; (2) the disinhibiting and depressive effects of substance abuse increases the risk of suicide among users at any age; (3) a family history of addiction increases the risk of suicide among users at any age. Statistics on suicide ranked by profession are a result of a study conducted by the Canadian Bar Association. Dentistry is listed as the number one profession for suicide.

c. The Executive Director of Nevada’s Board of Examiners for Alcohol and Drug Abuse Counselors stated “There are no empirical studies to support the correlation between the rate of suicides resulting from drug and alcohol use.”

At the March 22, 2002 meeting, Steven R. Graybar, Ph.D., President, State of Nevada Board of Psychological Examiners, submitted written testimony regarding co-occurring disorders and suicide. This testimony is compelling and most germane to the topic of this paper. Therefore, the entire testimony is appended to this report.

Arizona. A SPAN board member in Arizona reports that according to a mental health expert working with Native Americans, suicide as a possibility is never included in meetings about substance abuse. Similarly, drinking is not mentioned as a factor in suicide when the topic is suicide prevention. There appears to be very little or no collaboration between the mental health and substance abuse communities. Co-occurring disorders are not recognized or treated.

The White Mountain Apache Tribe Reservation uses Indian Health Services health facilities. Excessive drinking takes place on this reservation. Since there is no mental health code or policy for this reservation, if a person who has been drinking talks about suicide, the police put the person in jail for 24 to 48 hours until the person is sober. The person cannot be seen by a mental health worker if he is under the influence of alcohol. There are no laws for treatment. In Arizona, there are 22 tribes and each has its own rules regarding the treatment of suicidal people, those with mental health problems and how to deal with substance abuse.

Tennessee. The Tennessee Suicide Prevention Strategy was adopted on October 8, 1999, and led to the appointment of the Governor’s Council for Suicide Prevention, which oversees the implementation of the strategy.  The Governor’s council developed the Tennessee Suicide Prevention Network (TSPN), a voluntary network of public and private individuals and organizations across Tennessee working together to implement the strategy. TSPN has a paid full-time director in Nashville. Both the TSPN and the Council have mental health experts (including psychiatrists) in the areas of substance abuse and co-occurring disorders serving as members and/or consultants.

In Memphis, Suicide Anonymous (S.A.) was founded on May 13, 1996, as the first-ever 12-step program for suicidal people. S.A. targets individuals with co-occurring disorders. The state suicide prevention plan includes a strategy to support development of S.A. groups across Tennessee.

In Nashville, the Dual Diagnosis Recovery Network (DDRN), which also targets individuals with co-occurring disorders, works with the Department of Mental Health to develop 12 step meetings and programs across Tennessee. Currently, the DDRN does not have adequate representation on the Council, within TSPN, or in our state plan.

Finally, TSPN has recently entered into preliminary discussions with the Tennessee Medical Foundation (TMF) regarding joint-venture efforts for suicide prevention in Tennessee. The TMF, an organization founded by the Tennessee Medical Association, has over 20 years experience in the identification, treatment, and monitoring of Impaired Physicians across the state – especially those with substance abuse, co-occurring disorders and histories of suicide attempts. Two treatment centers, Lakeside Behavioral Health System in Memphis and the Center for Professional Excellence in Nashville, specialize in treating these physicians (and other health-care professionals at high risk for suicide) under the auspices of the TMF. At least two recovering physicians with expertise in co-occurring disorders work both with the TMF and TSPN. However, the TMF does not have adequate representation on the Council at present.

� A key informant is knowledgeable about the issues involving suicide, substance use disorder, and the activities in progress to address both. Informants were selected from lists of candidates provided by Leslie Scallet, JD, the Center for Substance Abuse Treatment/Substance Abuse and Mental Health Services Administration, and the author. A field of approximately 25 qualified informants was created. Seven informants (representing (a) experts in substance abuse; (2) experts in suicide prevention; and (3) persons qualified in both areas) provided the author timely information. Each informant was randomly assigned a sequential letter (a-g) for identification purposes. An alphabetical listing of informants is provided at the end of the document, but it bears no relationship to the assigned sequential letters. Since many informants made similar comments, the identification numbers of informants making the same/similar comments are noted at the end of each comment. Therefore, the number of informants identified at the end of each comment suggests the relative support given to the comment, and enables the reader to connect various ideas suggested by each informant, while protecting the anonymity of each.


� We understand that OAS/SAMHSA is now collecting this information through the National Household Survey.


� Italics added for emphasis.


� This statement contrasts markedly with the quotation at the bottom of page 91 of the National Strategy for Suicide Prevention (NSSP) from Harris & Barraclough, 1997: “Studies indicate that there is a very high association between some mental (particularly schizophrenia and mood disorders) and substance use (alcohol) disorders and increased risk for suicide.”
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