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Seven Key
Approaches for
Attenuating Suicide
Risk in Oregon
Communities

Economic
Supports

Access to qualified
and competent

- physical/behavioral
healthcare

Identify and
support people at
risk (including
higher risk
populations)

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.



Approach #1.:

Not addressed in YSIPP
but poverty and
unemployment are
documented risk
factors for youth
suicide.

Metrics

* Track Oregon
poverty rate

* Track Oregon
unemployment rate

* Track Oregon
homeless statistics

* Track HSD housing
data

Strengthen
Stable housing Economic Food insecurity
Supports

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.



Objective 6.2 ]

Competency or
behavioral

Approach #2: health

i
Strengthen access and [ Objectives 6.1 & 7.2 workforce ]

Objective 6.3

delivery of physical/ I;fgfn:“: ) Competency of
behavioral health and policies and physical health
. . practices workforce
suicide care
Metrics:
* SB 48 data (starting Access to qualified
2019) Best practice anfj Compete'nt
.. risk physical/behavioral
e OHA 3009 crisis as§gzsme?tf, healthcare
Suiciae sarety
response rules Slans, lathal
means . .
.. ) Object 1.2,6.1,
Objectlvess;.l, 6.2, & nseling [ Je;'lzv,egst .2 ]

Insurance
coverage of
behavioral
health
conditions
including

Zero Suicide:
safer suicide
care

Objectives 6.2 & 7.1 Objective 7.3

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.



Objective 2.3, 6.1j, 7.2b,
& 9.1c-d

AeproaCh #3: System change Reduce

using trauma domestic
Create Protective informed violence

] practices
Environments.

[ Objective 1.1, 1.2a, 7.3i,
& 8.2 Impact

< . organizational
Metrics: policies and Reduce ACES
-Aces cultures
Foster H (including Zero Create
I-Dlgzeerrr\enczc;ne - Sironmen

environments

[ Objective 3.1, 3.2, ]

[ Objective 5.1 & 6.2b 6.2,7.2&8.2

Reduce access to
lethal means

Increase services
to families of
youth with
behavioral
health disorders

Objective 6.3, 7.3c-d,
8.1,8.2,&9.1

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.



Objective 4.2 & 6.1c ]

Initiate best practice
programs for peer

AeproaCh #4: norming, e.g.

Sources of Strength,
Promote Safe online spaces,

connectedness Youth Line

Promote
connectedness

Objective 6.1, 6.1a-k,
6.2a,6.2c-d, & 6.3

Objective 7.2b ]

Increase use of PBIS

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.



Approach #5:
Teach coping and
problem-solving skills

: Objective 4.2 & 4.2d ]
Best practice

programs to
promote positive
behaviors, e.g.
Good Behavior
Game

Teach coping and
problem-solving
skills

[ Objective 4.2d

Social and
emotional learning
in schools
recreation,
churches and child-
serving agencies,
etc.

Increase parenting
skills and family
relationship

programs

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.

Objective 4.2




Objective 1.1, 4.1, & 6.1 ]
Offer and
measure

[ Objective 7.4 & 10.1

Devel impact of
evelop atekeeper —
information gtrainings Objegtllve g-’; Z-3C‘d' ]
AﬂproaCh #6' systems to track Increase -1a, &9.2a
- suicidal patients funding for
Identify and su pport from emergency family and peer
. departments to support
peOple at risk outpatient care specialist
workforce
|dentify and
[ Objective 8.2 suppo rt Objective 6.1, 7.2b, &
9.1c

Increase use of
standardized
suicide risk
assessments and
safety planning

people at

Increase
access to
resiliency and
recovery
treatments

Increase access
to treatments
that reduce
suicide risk

[ Objective 5.1, 6.1k, 6.2b-c, 7.2, s

Objective 3.2, 4.2d, & ]
7.2a,7.3,7.3ib, 7.4, & 9.1

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.



[ Objective 4.1d, 9.1, & ]
Objective 2.3 9.2

AﬂproaCh #7: Fully implement

Lessen harms and prevent future Create safe SB 561

risk online spaces postvention

for youth protocols

Lessen harms and
prevent future
risk

Objective 6.1k & 9.2 ]

Evaluate
effectiveness of
Connect
postvention
program for

Objective 2.13, 2.3, &
9.2a

Promote safe
messaging/repo

rting guidelines
statewide
implementation

Objective 2.1a, 2.3, &
9.2a

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.



Developing Comprehensive Suicide
Protocols: A Toolkit for Oregon Schools

Liz Thorne, MPH
VP of Policy & Programs
Cairn Guidance



Impetus for the Toolkit

There are great resources out there BUT:
* Too long

* Not specific to Oregon

* | want examples/templates from a similar community
* Very limited or no dedicated staff capacity to develop protocols



http://www.cairnguidance.com/

Aim

Develop a Toolkit that:
* Draws from best practice resources and guidance.

e |s flexible.

* Provides modifiable samples, templates, language
communities can take and modify. (No re-creating wheels).

* Highlights the great work happening in Oregon.



http://www.cairnguidance.com/

What’s in the Toolkit?

Table of Contents

Introduction to the Toolkit
WWhat (s iN The ToO Kt ? ce.eieieiieiiieeireireeieeireirereisestessressestessssesessesessessenssassensesssssassnssnssenssassassesens 5

A. Comprehensive School Protocol Inventory

B. Evidence-based Trainings and Programs available/being piloted in Oregon

C. Sample Suicide Intervention Process (Adapted from Washington County School District
Template)

D. Sample Suicide Screening Form (Adapted from Washington County’s School District
Template)

E. Safety Plan Sample (Adapted from Washington County School District Template)
F. Guidelines for Making Effective Referrals

G. Referral and Follow-up Sample Form

H. Parental Involvement form samples

I. Re-Entry Procedures after a Suicide Attempt: .....ccciiiiiiiiiini s s s s 40
J. School Intervention Flowchart (adapted from Maine NAMI)

K. Postvention Procedures and SB 561

L. School Postvention Flowchart (from Maine NAMI)

M. Sample Death Notification Statement for Parents

N. Stories of Success in Oregon

O. Resources

P. Appendices




One story of success:
Strengthening partnerships between a school district
and community mental health providers in Jackson Co.



Questions?



Thank you!

Liz Thorne, MPH

VP of Policy & Programs
Liz@cairnguidance.com
503.593.2840



mailto:Liz@cairnguidance.com

CDC Technical Approaches Map
&
Connect Postvention Evaluation

Evaluative Update by John Seeley and Jon Rochelle



CDC Approaches and YSIPP Objectives

 Utilized the CDC Preventing Suicide
Technical Package to link CDC
evidence-based approaches and
strategies to YSIPP objectives and
action items.

Youth Suicide Intervention

and Prevention Plan

* Sought to determine where each
plan aligned and whether any
concerning existed.

Health




Seven Key CDC
Approaches for
Attenuating Suicide
Risk in Oregon
Communities

Economic
Supports

Access to qualified
and competent
physical/behavioral
healthcare

Lessen harms and
prevent future risk

Protective
Environments

Coping and
Problem Solving
NS

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.




Objective 6.2

Competency or
behavioral
health

workforce

Approach #2:

Strengthen access and NI Rpp)

Objective 6.3

delivery of physical/ ”I]fgfn:“: ) Competency of
behavioral health and policies and physical health

. workforce
practices

suicide care

SB 48 data (starting Access to qualified

2019) Best practice and competent

.. risk physical/behavioral
OHA 3009 crisis assessments, healthcare

suicide safety
response rules g

means B
Objectives 1.1,6.2, & [IS[fi¥= ObJe;t2/e§l ;i 6.1,
8.2 / 2,&8.

Insurance
coverage of

Zero Suicide: behavioral

o health
safer suicide "
conditions
care

includine
Objectives 6.2 & 7.1 EEAE  Opjective 7.3
suppu

Adapted for Oregon from “Preventing Suicide: A Technical
Package of Policy, Programs and Practices, Centers for Disease
Control and Prevention, 2017.



YSIPP Data Collection Update

* Datasets currently received:
* Oregon Healthy Teens
* Vital Statistics

* Datasets ready to be received:
 OR-NVDRS (expected in late October)

e Datasets that we have been unable to attain:
* ESSENCE
* Integrated Client Services (ICS) Data Warehouse



Connect Postvention Training

* Postvention training is a specific type of gatekeeper training program aimed at
reducing the risk of contagion after a suicide takes place.

* Coordinated response
» Safe messaging about suicide
* |dentification of community resources
* Design: Community wide intervention that trains educators, emergency medical

service providers, law enforcement, mental health providers, military personnel,
and social service providers.

e Structure: Training takes place over four-days (can be modified for two days)



Pilot Rationale

* Previous research on the Connect program has found promising results.

e Baber and Bean (2009) and Bean and Baber (2011) demonstrated that participants had
a significant increase in knowledge pertaining to suicide pre-test to post-test in a single
group design.

* Best-Practice by American Foundation for Suicide Prevention (AFSP) and the Suicide
Prevention Resource Center (SPRC), both of which are under contract with the
Substance Abuse Mental Health Services Administration (SAMHSA).

 However, is the program the right fit in Oregon?
e Conduct an initial pilot summative evaluation at five separate Oregon sites



Evaluation Overview

* Design: Single group design with pre-test, post-test, and follow-up measures.

 Sample: Currently, n = 98 participants across four sites. (Yamhill data not received yet)
* Follow-Up Sample: n = 33 participants from 2 sites (57% response rate)

 Sites: Malheur County, Umatilla County, Linn-Benton-Lincoln Counties, Madras City,
(Yamhill County).

* Measures
* Pre-test: Knowledge-based items and attitudes towards suicide
* Post-test: Pre-test measures with additional satisfaction and postvention inventory items.

* Follow-up: Pre-test measures with added implementation items.

» Evaluation objective: Evaluate the summative impact of the Connect Postvention
training to determine whether the program is a viable option for statewide scale up.



Connect Training Participants

e Participation across sites: Malheur (n = 34), Linn-Benton-Lincoln (n = 32), Umatilla
(n =24), and Madras (n = 8).

* Demographics:
* Collected in the train-the-trainer post survey (in process of obtaining from NAMI)
* Demographics were not collected in postvention training pre-post survey.

 Suicide experience: 42% of participants had responded to a suicide at one point.

* Prior Connect Training: 14% of participants had attended a Connect Postvention
training.



Results: Knowledge Scale Pre-Test to Post

* 8-item knowledge assessment Pre-Test to Post-Test Growth Across Sites
(True/False/Unsure)

 All four sites showed statistically significant
growth, both individually and combined.

e Cumulative across site growth was large in
effect (d =0.97, p <.001)

* Malheur’s pre-test scores were significantly
lower than the other three sites; however,
this difference was no longer detectable
upon post-test.

Paired Samples Statistics

Std. Error
M-:-an Std. Deviation Mean

Pa|r1 prefactcor 1.75252

N

postfactcor , ) 1.05757

LBL Umnitilla

Training Location




Results: Follow-Up (Malheur & Umatilla)

* Sample differences? Follow-up survey
responders (n = 33) vs non-responders had no
statistically significant differences on Pre- or
Post-Test.

Repeated measures ANOVA was used to
determine that participants had maintained
gains upon Follow-Up.

Pairwise Comparisons
Measure: Knowledge

95% Confidence Interval for

Mean Difference®

Difference (I-

*. The mean difference is significant atthe .05 level.

b. Adjustment for multiple comparisons: Least Significant Difference (equivalentto no
adjustments).

Knowledge Follow-Up

Malheur

1] prefactcor
[ postfactcor
I FUfactcor

LBEL Umatilla Macdras

Training Location




Percent of Individuals Answering Correctly

ndividual Knowledge Questions (Malheur)

10024

75%

50%

25%

0%%

Q7oL

KNOWLEDGE ITEMS

100%% 100%%

100%%

Q TFoL

81%

MNati onally, suidide is
the second leading
cause of death for

individuals age 15 to

34 pre (True)

Individuals who die by A permanent plaque Individuals who It is bestto be honest The grief process
suicide frequently at a school or personally know and factual about a never lasts more than
communicate their workplace would be someone who has suicide death without a year for those who

plans in advance an appropriate died by suicide are at providing specificor have had a loved one
(True) memorial for a young increased risk for graphic details (True) die by suicide (False)
person who died by suicide themselves
suicide (False) (True)

M Pre-Test

W Post-Test

Postwvention refers to
activities that take
place after a suicide
that prevent
additional suicides

(True)

It is more sensitive to
survivors of suicide
loss to say that their
loved one "died by
suicide" rather than
"successfully died by
suicide" (True)



Results: Attitudes — Self-Efficacy

Pre- to Post-

 Self-efficacy in response to suicide increased
significantly (d = 1.34, p < .001) across all four
sites pre- to post-test.

* At follow-up, Malheur and Umatilla responders
still maintained statistically significant gains )
from Pre-Test.

Follow-Up

Pairwise Comparisons
Measure: SelfEf
95% Confidence Interval for

Mean Difference®
Difference (I-

(I Time (J) Time

Based on estimated marginal means

* The mean differenc : significant atthe .05 level.

natills
Training Location

b. Adjustment for multiple comparisons: Least Significant Difference (equivalent to no
adjustments).




Results: Postvention Inventory

: Inventory of planned future activities by all participants
: Inventory of activities actually completed by follow-up responders

Formally publicize information about suicide prevention and mental health resources

Have informal conversations about suicide and suicide prevention/postvention with others

Identify individuals who might be at risk for suicide
Provide direct services to individuals at risk for suicide and/or their families

Train other staff members
Make referrals to mental health services for at risk individuals
Work with at-risk populations

Other

| have not used what | learned




Results: Training Satisfaction

* Satisfaction was measured on a 4-point Across-Site Training Satisfaction
Likert scale ( 1 = Strongly Disagree to 4 =
Strongly Agree)

* Participants were most satisfied with the
trainers’ knowledge of the postvention

"oRiey ---
+ The overall stisaction score for the n--

Your overall training experience?

* No significant site-to-site differences.




Results: Follow-Up Questions

* Prior gatekeeper training consisted Prior Experience

mainly of ASSIST and QPR. ---
ever attended a Connect training.
Already had postvention plan at organization ----
* A high number (n = 15) of participants

indicated that they Postvention Planning
after the training

_
* No significant site-to-site differences.

Created a postvention plan after training
[\ 4




Results: Follow-Up Community Level Questions

« Scores were calculated on a 5-point Likert _Sommunity Preparedness

scale (1= Strongly Disagreeto5 = | R P

St [0 ng Iy Ag ree) My community is prepared in the occurrence of an adolescent -..
suicide.

e Responses to community preparedness

Members of my community are informed on the issue of

and knowledge both bordered the adolescent suicide
neutral category (3.38, 3.17) with

. . . It would be useful to provide Connect training to other
relatively high variance (1.15, 1.20). commurnities statewide. ’

* Participants strongly agreed that the
Connect training would be useful to
communities statewide.



Conclusions and Recommendations

* Connect training was effective in increasing suicide general knowledge and
self-efficacy in suicide response.

* Participants were highly satisfied with the overall training and recommend
that the training be scaled up to all counties in Oregon.

* The process of targeting and inviting key stakeholders to the Connect
training should be prioritized.

* Followed up with retrospective network analysis.

* An implementation science framework should be utilized to ensure
postvention planning follow through (next slide).




Quality Implementation Framework

ﬁelf-Assessment Strategies \ N

= Conducting a Needs and Resources Assessment
= Conducting a Fit Assessment
« Conducting a Capacity/Readiness Assessment
Decisions about Adaptation
« Possibility for Adaptation
Capacity-Building Strategies
« Obtaining Explicit Buy-in from

Critical Stakeholders &

Fostering a Supportive Climate
* Building General/Organizational Capacity
« Staff recruitment/maintenance
KEﬂective Pre-Iinnovation Staff Training

« Learning from Experience

Structural Features for Implementation

* Creating Implementation Teams
» Developing an Implementation Plan

Ongoing Implementation Support

Strategies
« Technical Assistance/Coaching/

Supervision
* Process Evaluation
 Supportive Feedback Mechanism

(Meyers, Durlak & Wandersman, 2012)



Zero Suicide and CALM

Meghan Crane, MPH

Zero Suicide Program Coordinator
Injury and Violence Prevention Section
Public Health Division

Oregon Health Authority

Suicide Prevention Alliance

October 5, 2017
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Forbes
Magazine
2010, “The
Forgotten
Patient” -
Those at risk
of suicide
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”“| have attempted suicide

‘I never know what to say, e — seriously once in my life:

“ALL health care

If people are serious aboutt, providers should have

they will complete it, no matter training in suicide
what is done for them. yrevention.”
I don't know how “XaZE the Columbia

| . | to handle this topic,
ducation on this issue honestly.” —
= “I think suicide is in our

Zbout it!” communities, but | do NOT think we
_ p— should be spending tax dollars to do
“My sister killed herself just ANYTHING about it

yesterday” “| think about suicide
“This survey is somewhat naive.” everyday.”
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tis time for
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“This really is an innovative approach, but I'm afraid
we can't consider it. It's never been done before.”



| WEWILLACHIEVE

ZEROHARM

ZERO DEATHS

ZERO INJURIES TO THE PUBLIC
ZERO RUINED LIVES AMONG ALL OUR PEOPLE

ZERO

THE END OF PROSTATE CANCER

V GETTING TO

LERD

A SAN FRANCISCO

TARGET

ZERJ 4

Traffic Deaths

A goal we can
all live with

SHOULD BE ZERO

unicef &
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MORTALITY FROM MEDICAL CAUSES

Peak Current
1965-1995 2009-2012

Suicide

Stroke
(=20,000)

AIDS

(=30,000)

Heart Disease
(1.1 Million)

ALL (Leukemia)

(—6,000)

" Tom Insel, Former Director, NIMH
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Many, many more suicides can be prevented, but it
will require....

Healthcare systems
must work together

Utilize a systems Develop clinical
approach to quality pathways for direct

and within :
improvement care

communities

Health

Authority




2012 National Strategy for Suicide Prevention:
GOALS AND OBJECTIVES FOR ACTION

A report of the U.S. Surgeon General
and of the National Action Alliance for Suicide Prevention

GOAL &: Promote suicide prevention as a core component of
health care services.

GOAL 9. Promote and implement effective clinical and
professional practices for assessing and treating those at risk for
suicidal behaviors.



James Reason’s
“Swiss Cheese Model” of accidents
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Systematic Suicide Care
Plugs the Holes in Health Care

= Systematic Suicide Care Person
at Risk

Collaborative

Sgnous Safety Plan
RNy Of Put in Place
Death Screen,
Avoided Assess for
Suicidality
Continuity
of Caring:
Follow-up Treat Suicidality:
Calls after Suicide-Informed
ED, CBT,
Inpatient Groups/classes on

Inpatient, DBT,
CAMS
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Question 13. TRAINING (Behavioral Health)

| have the TRAINING | need to engage and assist
those with suicidal desire and/or intent.

- PN

40%

35%

35% T

30%

25%

20%

15%

°/"
10% = 2o

59 -— — —

0%
Completely agree Agree Don’t know Disagree Completely
disagree




IMPROVE

Health

Authority



A System-Wide Approach for Health
Care: Henry Ford Health System

Launch: Perfect Suicide Deaths/100k HMO Members
120 Depression Care

100 \
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Zero Suicide at Centerstone: Results

Annual Suicides per 10,000 Clients Seen (Rolling 12 months
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Zero Suicide Academy




Counseling on Access to Lethal Means

Objectives:

* Increase knowledge about the association between
access to lethal means and suicide, and the role of
means reduction in preventing suicide.

* |ncrease skills and confidence to work with clients
and their families to assess and reduce their access

to lethal means

Putting time and distance between a person thinking
about suicide and lethal means CAN save a life.



Counseling on Access to Lethal Means

* Fills a niche need to talk specifically about means
reduction, focused on firearms

* What CALM is and isn’t
— Specific, effective PART of Suicide Prevention
— Not suicide risk assessment
— Can be effective in our personal lives as well
— Not THE answer but should be included

Health




Counseling on Access to Lethal Means

Training includes:

 The problem: suicide and access to lethal means

* Negotiation of means reduction (video presentation)
 Conducting a family firearms assessment

* Role plays (in-person training)

Access training through the SPRC website:

http://www.sprc.org/resources-programs/calm-counseling-access-lethal-means

Health



http://www.sprc.org/resources-programs/calm-counseling-access-lethal-means

Partnerships with Gun Owner Groups
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You never
give up,
do you?

No way! There's
always something
worth chasing!

Meghan Crane

Zero Suicide Program Coordinator
Oregon Health Authority
971-673-1023
meghan.crane@state.or.us

H

Oregon

€a

lth

Authority
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Suicide Prevention Alliance
Continuity of Care Workgroup
Action Plan Updates
10-5-2017

Members of the Workgroup:

Mitch Kruska

Julie Magers, Co-Chair
Amy Baker, Co-Chair
Gary McConahay

Galli Murray

Jerry Gabay

Kristi Nix

Tanya Pritt

Martin Rafferty

Julie Scholz

Stephanie Willard

Supported by Ann Kirkwood and Cherryl Ramirez



1. Suggest EBPs (to ODE/ESDs/school districts) for mental health awareness and suicide
prevention training programs for staff and students.

a. Punt to School Workgroup to get lists of EBPs info from Ann, Kairos, with support
from Annette

b. Ann states getting the collections of EBPs is related to SB 48 with timeline of list due
to ( ) by Nov 1.

c. Suggested to check with Meghan Crane and Liz Thorne to see what they have in the

meantime.

2. Send samples of MOUs concerning transitions from acute care back to school to the ESDs.

a. Julie knows PPS MH has an agreement with Emanuel + PPS + families for ROI to

enable safe transitions back to school; Mult ESD also has a ROI;

As of last contact with Amy Ruona (PPS):

Emanuel asks the family to sign a release for their school as part of the intake process.
*this may have changed with Unity Center.

Next, the MESD teachers (either Ben White or Angela Turner) contact the school
counselor (or whomever the family identifies) to let them know that the student is
hospitalized; they begin a plan for what will happen upon discharge.

Once the school knows (and if the student is due to return to school), they hold a re-
engagement meeting and go over the hospital “safety plan,” which crosswalks nicely
with PPS safety plan (although not every student returning has a PPS safety plan). That
is also when the school talks about the family’s opportunity to access a sped eval (if the
student does not already have an IEP). The re-entry meeting is ideally a small group
from the school, including the school counselor and/or social worker and school
psychologist and/or anyone the family wants.

b. Kristi checked in with Youth Villages on their process for connecting to schools:

The first step before we contact schools or any additional contact/key players involved

with the youth or their family is to get a release of information (ROI)



e Next, we reach out to the school they attend to send copies of the assessment and
safety plan.

o For youth who are in the Bend-Lapine school district we have one point of
contact that then disseminates the information to School Psychologists,
Counselors, teachers, etc. (Denise Sevigny at the school district offices).

o For all other school districts, we reach out to each school individually.

e Contacting the school is a very important piece to what we do. We want to make sure
that everyone has the same information and focuses on identified safety concerns in the
most appropriate way. We also are able to attend IEP meetings, help families advocate
for additional services needed and help to start and increase communication between
parents, youth and the school.

e The intensity of involvement with the school system varies based on presenting issue of
youth and need of the family but we definitely work to make contact and recognize the

huge impact the school system plays in the life of the kids and families we work with.

Amy Gray MA, QMHP, Regional Supervisor, Youth Villages — Oregon
amy.gray@youthvillages.org | Office: 503-675-2250; Cell: 731-693-5609

c. Others?

e Corvallis SD (Benton Co) has an MOU with county mental health for information sharing.
(contact Chris Hawkins at SD)

e Anninquired about the PPS MOU and was told that at this point it’s a bit tentative.

e Should check with Danette Killinger in Linn County and with Lane county, both of which
have been doing school outreach for some time.

e Meghan Crane may be aware of what the GLS grantees are doing.


mailto:amy.gray@youthvillages.org
tel:%28503%29%20675-2250
tel:%28731%29%20693-5609

3. Review results of ED pilot projects through OHSU study findings after September and
recommend best practices.

OHSU has an outcomes study team working on a quality improvement initiative for
the ED Diversion Pilots, Crisis and Transition Services programs (8 sites)

Team is developing a proposed basic workflow to review with sites in order to create
some uniform framework for the intervention

Developing a Family Transition Inventory Tool to be used with family + program staff
to help everyone participate in a shared process of the framework

Study involves data collection and follow up calls to families (timeline is to go live
with data tool by Jan 1)

All sites coming together for face-to-face work session on Nov 1

More news to follow

4. Recruit hospital to implement a Caring Contact intervention pilot in a non-ED pilot
community.

a.

b.

C.

Needs to be further discussed.

Is it feasible to do this? The thought is that we identify a community that does not
have an ED pilot or a Connect post-vention, invite an ED to pilot a caring contacts
short intervention, provide guidance from all we’ve researched on the practice (lines
for life, Alliance, etc) to develop a project scope and tracking, and determine if a
budget needs to be attached. With information about outcomes and impacts of this
model alongside the other interventions that are still not universally available, we
gather more information for decision-making.

*note: CCis likely to be included in 3090 and or 3091 rules.

5. Alliance members will volunteer to participate in the RAC for HB 3090 and 3091
implementation.

a.

Jerry, Julie, Stephanie, Laura-Rose, Ajit, Ann, Cherryl, Galli are participating in one or

both RACS **Anyone | missed, please be acknowledged



Cherryl/Julie/Ann will give an overview of process and highlights, cautions and
concerns about ramifications of what is included and not included in rules,
continued opportunities around implementation and tracking/reporting ongoing

successes and barriers.



6. OHA/Suicide Prevention Alliance will schedule a meeting with the Hospital Association and
representatives of some hospitals to outline and discuss requests for standards of care for
people in behavioral health crisis who are discharged from hospitals and suicide risk
assessments.

a. What are hospitals’ protocols re: 2023, 2948, 33787

b. What are hospitals’ standards of care in-patient, emergency departments?

c. What is the EDD/C&TS standard of care? — as presented above, this is in
development as Ql initiative and outcomes study; findings and progress will be
shared

d. Get hospital representation on Alliance, ask Danielle Meyers, ask members of the

AKG workgroup
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