Section A: Statement of Need

1. Wisconsin Suicide and Suicide Risk Data. The need for Wisconsin to address youth suicide is clearly identified from the available data. Wisconsin’s 2002 suicide death rate of 5.96 per 100,000 for youth 10-19 is 40% above the national average giving Wisconsin the 8th highest rate among states with more than 20 suicides
.  Wisconsin’s youth suicide rate for youth 15-19 used to track the Maternal and Child Health National Performance Measure was 10.5 in 2002, 42% above the national average of 7.4%.
 Wisconsin’s demographics are consistent with higher suicide risks. Wisconsin has eleven American Indian tribes, a group at increased risk of suicide. Wisconsin also has a large rural population and the evidence is growing with respect to discrepancies in suicide in rural communities in the U.S.
 Wisconsin will target these two populations along with a third, deaf and hard of hearing (D/HOH) youth, in its activities. 

Higher rates of suicide may be attributable to more lethal means of suicide (e.g. firearms) by youth in Wisconsin (61% vs. 49% nationally)
. The mechanism of suicides for Wisconsin 10-19 year olds mirrors the national trends with firearms being the highest.  But Wisconsin has a higher use of rifles, shotguns, and larger firearms in suicides for 10-19 year olds as compared to national suicide data for 10-19 year olds.
 The presence of a household firearm is associated with an increased risk of suicide among both adults and adolescents.
According to a report from the Centers for Disease Control and Prevention, Office of Juvenile Justice and Delinquency Prevention
 for the period of 1981-1998 there were nearly two suicides for every homicide among youth in Wisconsin. 

Wisconsin Department of Health and Family Services (DHFS) vital records data shows that suicide is the second leading cause of death among persons aged 10-19
. This contrasts with national data showing suicide to be the third leading cause of death in this age group. For the three-year period 2000-2002, 161 youth 10-19 years of age committed suicide. But suicide deaths are only one piece of the picture. During the same 2000-2002-time period 3462 youth were hospitalized for self-inflicted injuries. In 2002 alone, the costs for hospitalizations totaled over $7.2 million. In 2002, an additional 1212 youth in this age group were treated in emergency departments for injuries related to suicide attempts. Charges for emergency department visits exceeded $1.2m. The Department of Public Instruction’s Youth Risk Behavior Survey (YRBS) conducted every other year on a random sample of Wisconsin high school students reported in 2003 that 19.6% of high school youth had seriously considered suicide during the 12 months prior (this represents 56,866 students statewide)
. This contrasts with 16.9% nationally reporting seriously considering suicide.
 

Wisconsin has also done extensive analysis of county level data related to suicide and suicide risk. Data for all counties was collected on five measures:

· Suicide deaths for 10-19 y/o, 1993-2002.

· Hospitalizations for self-inflicted injuries, 1995-2002; 

· Emergency department visits, 2002;

· Juvenile arrests, 2002. A study in Utah found significantly increased risk for suicide among youth who had contact with the juvenile justice system
. 

· Overall rankings of health determinants, 2002. Health determinants include such risk factors or indicators as overall poverty, high school graduation rates, binge drinking, firearm deaths, and motor vehicle crash deaths. Along with the other indicators they provide a measure of the overall environment and ways in which it may contribute to risk for suicide or self-injury.
 

As would be expected from Wisconsin’s high youth suicide rate, most counties within the state have a youth suicide rate that exceeds the national average. All counties have elevated risk based on one or more of the five measures identified above. Wisconsin has used, and will continue to use these data, for targeting youth suicide prevention efforts.

2. Wisconsin Target Populations for Youth Suicide Prevention. 

Wisconsin will take a two-pronged approach to targeting populations at risk. Using a competitive application process (described below) we will select 7-8 sites (which could be county-level, schools, or smaller communities, but including cross-system collaboratives) with demonstrated need and assist those sites to identify the high-risk populations in their community. Wisconsin will additionally target two specific groups through this project: Native Americans living in Wisconsin and youth who are D/HOH for a total of 10 sites. 

a. Targeting Native Americans. The following table demonstrates the increased risk of suicide among Native Americans in Wisconsin:

	Table 1

	Suicide Death Rates and Hospitalization Rate per 100,000 by Race for Youth 10-19

	Period
	All
	White
	Black
	American Indian
	Asian

	1994-2003*
	5.98
	6.06
	4.64
	9.44
	4.92

	Injury Hospitalization Rates per 100,000 by Race

	1995-2002*
	136.44
	132.97
	93.61
	203.50
	70.20


*All years currently available.

These tables support national data
 that the suicide rate among Native American youth is almost double that of while youth. A number of the tribes living within Wisconsin’s borders and the Bemidji Area Indian Health Service (HIS-see letter of support in Appendix 1) are interested in partnering on this initiative. In its selection process MHA will prioritize tribal applications with a goal of having 2 of our project sites be tribes. 

A number of cultural issues will be addressed in working with the tribes. Tribal members are generally not forthcoming with non-native individuals. In addition to the support of the IHS, Dr. Tassy Parker, Assistant Professor of Psychiatry and Behavioral Medicine at the Medical College of Wisconsin, herself a Native American member of the Seneca Nation, has agreed to provide consultation to the tribal grant activities (see qualifications in Table 5, Sec. B.2.). It will be critical to address the elevated stigma around mental health and substance abuse in the tribes. The MHA is cognizant of the importance of tribal tradition and the potential of utilizing elders in the community in working with youth at risk. We are also aware of the need to work within the medicine wheel framework, integrating mind, body and spirit.

b. Targeting D/HOH youth. Although currently epidemiological data does not separately track suicide or self-injury for persons who are D/HOH, there are a number of significant risk factors identified in the National Strategy for Suicide Prevention (NSSP)
 that apply to this population: 

· As a group they are isolated from the rest of society by their deafness.

· Often they are isolated from families as well. Eighty percent of hearing parents of deaf children in Wisconsin (compared to 70% nationally) do not regularly use sign language and thus are not able to provide the personal support youth often receive from their parents.

· The prevalence of D/HOH youth who have a serious emotional disturbance is 3-6 times that of the hearing population
 and there is considerably poorer access to treatment services due to the lack of providers and facilities that have staff that use American Sign Language (ASL) or have interpreters available on an adequate basis.

· Because deaf youth are a small isolated community they are also particularly susceptible to the contagion effects of suicide.

Additionally, the Bureau of Mental Health and Substance Abuse Services (BMHSAS), one of the key partners in the project, has recently demonstrated its commitment to address the needs of this population by creating a position for a D/HOH consultant, Linda Russell, who will also be a consultant on this project (see qualification in Table 5, Sec. B.2.). 

The MHA is in the second year of a program to provide mini-grants ($5,000 plus limited technical assistance and training) for local youth suicide prevention efforts. As part of this project the MHA has recently begun work with the Wisconsin School for the Deaf (WSD). WSD serves 135 youth (71 boys, 64 girls). Of these 35 are elementary level, 42 are middle school and 58 are high school aged. Of this group 20% attend the emotional behavior disorders program for at least part of the day and 29% take one or more psychotropic medications. Despite the small number of students served, WSD has experienced the suicide of one of its students and one of its alumni over the past 2 years. They have also found that most of the existing suicide prevention materials are not culturally appropriate for their population. While the total number of D/HOH youth in Wisconsin is currently estimated at about 2200, the MHA believes that this aspect of our proposal could produce materials that would have value nationally.

3. Wisconsin Suicide Prevention Strategy and the Suicide Prevention Initiative. The Wisconsin Suicide Prevention Strategy (WSPS) builds on the power of Wisconsin’s long history of strong local control and administration of human and social services. Public mental health and substance abuse services, public health, juvenile justice and child welfare services (except for Milwaukee County) are administered at the county level with oversight by the State. Wisconsin has over 400 school districts and 12 Cooperative Educational Services Agencies (CESAs) providing education, training and support to these districts. Throughout all these systems, while certain basic requirements are dictated to local entities, many of the specific features of how programs are implemented are left to the discretion of the local entity within broad parameters. The WSPS therefore recognizes that “effective suicide prevention efforts have to take place at the local level, where local needs and resources are best understood.”
 The WSPS goes on to define its purpose:

The Strategy is not a mandate for services or a state directive. Rather, it is offered as a guide for developing public/private partnerships that consist of multiple organizations, agencies, and interested others. It promotes the coordination of culturally appropriate resources and services that link science and practice for the prevention of suicide.

The challenge for Wisconsin is to promote local suicide prevention activities while respecting the local control and initiative dictated by the political environment and the WSPS itself.

Development of the WSPS grew out of a group of individuals who attended the Reno Conference, sponsored by the Substance Abuse and Mental Health Services Administration (SAMHSA) as part of the development of the NSSP. Adding additional members, the group became formalized as the Suicide Prevention Initiative (SPI) and was instrumental in the development of the WSPS, which was released in May 2002 by DHFS.

The SPI steering committee will be the oversight committee for this project. Key members of the committee who have a particular interest in youth suicide and their roles with this project are identified in Table 2. The MHA has been part of this committee since shortly after its inception in 2001. The recent Suicide Prevention Resource Center conference and this grant opportunity have provided occasions for us to involve a number of new partners in the SPI.

	Table 2: Suicide Prevention Initiative (SPI) Members and Roles

	Name/Entity
	Role/Responsibility

	Linda Hale, Chair; Claude Gilmore; Division of Public Health*, DHFS
	Coordination with other suicide prevention and public health efforts. Expert consultation on working with public health programs on suicide prevention activities.

	George Hulick, Susan Endres; Clinical Consultants; Linda Russell, D/HOH Consultant;  Bureau of Mental Health and Substance Abuse Services*, DHFS
	Provision of expert consultation on development of crisis programs, implementation of 1-800-SUICIDE, best practices in suicide prevention for MH and substance abuse providers, screening programs and liason with juvenile justice and corrections. Expert consultation on D/HOH issues.

	John Humphries; Psychology Consultant; Department of Public Instruction*
	Provision of expert consultation on school-based youth suicide prevention policies and programs. Training for schools. 

	Sue Opheim; President; Helping Others Prevent and Educate About Suicide (H.O.P.E.S.)*
	Represents statewide suicide survivors group. Provision of mentor services. Expert consultation on QPR, effective community-based suicide prevention activities.



	Pamela Eitland, Department of Corrections; Division of Juvenile Corrections
	Expert consultation on juvenile justice polices and working with juvenile justice agencies.

	Mark Campbell; Division of Children and Family Services
	Expert consultation on child welfare policies and practices and working with local child welfare agencies.

	Jackie Baldwin; Family Advocate; Wisconsin Family Ties*
	Expert consultation on working with families who have children with serious emotional disorders. Participation in training events to represent parent perspective. Support in recruiting family members to participate in local coalitions.

	Carmen Cerna; Technical Assistance Coordinator; Grassroots Empowerment Project*
	Brings mental health consumer perspective. Coordination with Wisconsin Council on Mental Health. Support in recruiting adult consumers to participate in local coalitions. Interest in stigma reduction.

	Casey Crump; Indian Health Service*
	Coordination with Indian Health Services. Consultation on Native American cultural issues.

	Rob Rudiger, Interim Director, Burnett County Health and Human Services. Denny Luster, Rock County Human Services, Jeff Lewis, Marathon County.
	Coordination and communication with county human services. Development of effective suicide prevention in rural areas. Development of regional approaches to suicide prevention.

	Michelle Cornette, Asst. Professor, Dept. of Psychiatry and Behavioral Health, Medical College of WI.
	Expert consultation based on her research experience in suicide risk and prevention. Member of American Association of Suicidology.


*Letters of support/commitment from these agencies can be found in Appendix 1.

The SPI meets monthly and its members have promoted youth suicide efforts by:

· Presentations at various state level conferences such as the Crisis Intervention Conference, the State Prevention Conference, the Wisconsin Coalition Against Sexual Assault Conference and the Emergency Medical Services for Children and Injury Prevention annual conference.

· Presentations to local schools and school districts on components of a comprehensive youth suicide prevention initiative.

· Development of improved crisis response practices throughout Wisconsin through the Crisis Network.

· Presentations to primary care providers on depression and suicide risk assessment.

· Training and consultation with local communities interested in developing youth suicide prevention initiatives.

· Development of a mini-grant program to provide funds to schools and communities for youth suicide prevention activities.

· Response to requests for assistance to communities in crisis following a suicide.

As a result of these activities Wisconsin has the pieces needed for a strong, comprehensive youth suicide prevention initiative: a clear vision and leadership at the state level, a strong public/private partnership committed to youth suicide prevention, the organizational experience and competence to manage the initiative, a cadre of talented consultants and the interest of local communities. The funding available through this grant is timely in that it will allow Wisconsin to pull these pieces together to create an infrastructure that will support the development of local youth suicide prevention activities in accordance with the WSPS during the course of this three year grant and beyond. 

4. Selection of Pilot Sites and Numbers Served. A number of factors dictate that Wisconsin is best served by building its youth suicide initiative at local pilot sites:

· The critical role of local initiatives in Wisconsin is reflected in the WSPS and described above.

·  The complexity of suicide prevention and the need to look at a variety of local factors such as concentrations of cultural groups with known risk, socio-economic conditions and mental health infrastructure for response. 

· The local administrative control of most child-serving systems.

Therefore, while there will be concurrent state-level and regional activities, the primary focus of our activities will be implementation of comprehensive youth suicide prevention initiatives in 10 project sites across Wisconsin. Concurrent with the development of this proposal, the MHA sent out a Request for Letters of Interest (LOI) to a wide variety of local entities, including counties, school districts, CESAs, mental health agencies and others, to solicit interest in participating in this project. The MHA received LOI from 55 entities, including 18 schools, 9 human services departments, 4 CESAs, 4 tribes and a wide variety of private entities. The MHA will conduct a competitive application during the summer in order to select project sites by October 1. A variety of criteria will assure that the project sites will be suited to meet the requirements of the RFA. 

· The county-level data on suicide rates and risks described above will be utilized to ensure that projects are targeted to areas with the greatest demonstrated risk. We will give priority to applications from tribes and also to the WSD. Additionally, our mentoring approach will ensure that communities are educated about sub-populations who may be at higher risk (for instance, Native Americans, Gay, Lesbian, Bisexual, Transgender {GLBT} youth) and could be targets for local efforts.

· Demonstration (through letters of commitment, involvement on local coalitions) that the variety of systems serving youth are involved with the project.

· Willingness to implement the local version of the Youth Risk Behavior Survey (YRBS) to assist with project evaluation (see Sec. D.1. for additional information on YRBS and evaluation).

· Geographic diversity in sites. Given the increased risk among rural populations we anticipate a number of rural sites, but are interested in working in some urban areas to identify adaptations required and also to address needs of cultural groups found mostly in these areas.

· Diversity in identified target populations (e.g., our goal will be to serve a variety of cultural groups through this initiative to maximize our learnings about working with different groups).

· Ability to meet other requirements identified in RFA.

Because project sites will develop their own workplans, the number of individuals to be served will be highly dependent upon the sites selected, the type of projects undertaken by the sites and the reach of these projects. We can offer some estimates based on the experiences of the MHA’s 2004 mini-grantees. 

	Table 3: Number of People to be Impacted

	Type of Activity
	Target Population
	Number Served 

	Year One

	Training and Education
	Service System Staff (law enforcement, juvenile justice, schools, etc.)
	200-300 per site

	Peer Mentor Training
	Youth
	50-100 per site

	Public Education
	General Public
	Thousands

	Year Two

	Programs to educate youth about help-seeking (Yellow Ribbon, SOS)
	Youth
	600-1200 per site

	Screening Programs (TeenScreen)
	Youth
	150 per site

	Year Three

	Regional Sharing Sessions
	Interested individuals from non-pilot project communities
	100 per session/400 total

	Toolkit
	Interested individuals/agencies statewide
	1000

	State Conference
	Interested individuals statewide
	350


5. System Needs. The primary needs of the child-serving systems are to develop competence related to suicide risk identification and prevention activities and improve local collaboration in working with youth at-risk. The State models this by inclusion of representatives of all these systems on the SPI (see Table 2, Sec. A.2.). The SPI will advise the MHA on key policy and practice issues related to their system as well as providing guidance for local sites on how best to coordinate activities across the systems. Local entities will be required to identify representatives from each of these systems to serve as part of their local planning group as a condition of receiving a grant. One of the first activities that local sites will undertake is a system infrastructure survey (see Sec. D.1. and Appendix 2). This will identify the knowledge and attitudes within each of the service systems as well as current policies and practices that relate to suicide risk identification and intervention. It will also identify current local structures for collaborating across systems. This survey will, in part, form the basis for the local workplan by identifying needs and gaps within the system that will be the targets of education and training activities.
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