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BEGIN TRANSCRIPT:
(Slide)
LAURA GALBREATH: …the Center for Integrated Health Solutions and the Suicide Prevention Resources Webinar today on Suicide Prevention Tools for Primary Care. My name is Laura Galbreath, Director for CIHS, here at the National Council for Community Behavioral Healthcare, and I’ll be serving as your moderator for today’s webinar.
As you may know, the SAMHSA-HRSA Center for Integrated Health Solutions promotes the development of integrated primary and behavioral healthcare services to better address the needs of individuals with mental health and substance abuse conditions, whether seen in specialty behavioral health or primary care provider settings.
In addition to national webinars designed to help providers integrate care, the center is continuously posting practical tools and resources to the CIHS website, providing direct phone consultation to providers and other stakeholder groups, and directly working with SAMHSA primary and behavioral health integration grantees, and HRSA-funded safety net providers. [00:01:01]
(Slide)
Just a note of clarification that the statements, findings, and conclusions today are those of the presenters and may not necessarily reflect the views of SAMHSA, HRSA, or HHS.
Today’s slides, if you’d like to print them and be able to write notes on them as our presenters speak today, are available on the website. You can go to integration.samhsa.gov, find the webinar section, and the PF version of the slides are available there.
(Slide)
Throughout the day, today’s webinar is being recorded, and all participants will be in a listen-only mode. You can find the call-in information for the webinar on the right-hand side of your screen. Questions may be submitted throughout the webinar by typing your question into the dialog box on the right of your screen and sending it to myself as your moderator. We’ll be answering as many questions as time allows. And if at any point during the webinar you experience technical difficulties, please call Citrix technical support at 1-888-259-8414. [00:02:07]
(Slide)
With that, I’d like to introduce today’s speakers: Peggy West, who is a Senior Advisor at the Suicide Prevention Resource Center; Mimi McFaul, who’s the Director for the WICHE Mental Health Program; and Virna Little, the VP for Psychosocial Services and Community Affairs at The Institute of Family Health. We’re very excited to have the three of them today to share with you some very practical tools.
(Slide) 
As you may have seen from the webinar announcement, our goal today is really to highlight the resources that are available to primary care providers to address suicide prevention in primary care settings, to hear some very practical strategies and tools, as well as to hear what’s been done in terms of trainings with primary care audiences, specifically in the rural communities, and what are some of the lessons learned from one community health center who’s implemented suicide prevention protocols in their agency. 
Before we turn it over to our speaker, we do want to ask one poll question. We want to get a sense for who’s on the call today. 
(Slide)
And so if you work in a primary care setting, we ask that you vote and select what profession best represents yourself: If you work in primary care or you’re a physician; a mid-level clinical staff person, thinking about nurse, nurse practitioners. Are you a behavioralist working in a primary care setting? Are you representative of other clinical support staff? Or are you really some administrative and program-level staff who will really be implementing some of these resources in the day-to-day operations of your primary care organization? [00:03:48]
People are voting. We’ll give you just a moment more to keep the poll open, and then we’ll close it and turn off to Peggy West, who will kick-start our presentations for today. 
(Slide)
So we’re going to go ahead and close the poll with 71 percent of you selecting - just want to make sure I can share this on the screen here with you. Only two percent of you are physicians. Most likely, your physicians are seeing patients right now, and hopefully you can share this with them, and afterwards the recording will be available. [00:04:27]
Ten percent of you are mid-level clinical staff. The majority of you are behavioral health professionals, working in primary care settings, at 45 percent. Eleven represent other clinical staff, and the second largest group today on the webinar are administrative and program staff.
(Slide)
Thank you for completing that, and now I’m going to change the presenter and turn it over to Peggy West to get started. Peggy?
PEGGY WEST: Thank you very much, Laura, and thank you for including the Suicide Prevention Resource Center in this webinar. [00:05:07]
(Slide)
I want to begin just by pointing out a couple of things about suicide. Did you know that about the same number of people die each year from suicide as die from breast cancer? That’s over 38,000 people die of suicide and 39,000-plus die from breast cancer. 
Did you know that suicide is the number one cause of injury death? There are 6,000 more suicides every year than deaths in car crashes. 
Did you know that there are two-and-a-half times as many suicides as homicides each year? 
Did you know that there are nearly five times more suicide deaths than HIV deaths every year?
And did you know that 85 percent of those who die as a result of suicide are over 18 and not in school?
The reason I point these out is this has something to do with why primary care is so important as a partner in helping to identify and intervene with people at risk for suicide. The many people who are seen in primary care, this may be the only system of care where they go and the only opportunity to pick up the risk that they have for suicide.
(Slide)
What I want to share with you today briefly is some information about the resources we have at the Suicide Prevention Resource Center and who we are. I want to introduce you to the Suicide Prevention Toolkit for Rural Primary Care, which you can download from our website for free, and review ways that some resources in the toolkit can be used in a primary care setting. [00:07:05]
Well, what is the Suicide Prevention Resource Center? This resource center was established in 2002, and we’re funded through a cooperative agreement with the Substance Abuse and Mental Health Services Administration, SAMHSA, which is also a funder of the Center for Integrated Health Services. We provide a lot of information, resources, and knowledge that I’ll tell you a little bit about. We also are the only federally-funded resource center devoted to advancing the national strategies for suicide.
(Slide)
Who we serve; we serve the Garrett Lee Smith grantees that have been funded by SAMHSA, which reports suicide prevention work on some campuses, in states, and in some tribal community. We support the state suicide prevention coordinators and initiatives which are being undertaken in many states, including those that are no longer funded by suicide prevention grants from Garrett Lee Smith. [00:08:13]
We also have information that’s available for health and behavioral health providers who can play a role in identifying individuals at risk. And we provide a lot of information to a whole range of professionals in community organizations and anyone who has an interest in suicide and doing research, making policy, people who are survivors or having lost a loved one to suicide, 
et cetera. 
(Slide)
Some of the services and resources that are available from the Suicide Prevention Resource Center include technical assistance; that’s provided mainly to our grantees and to state suicide prevention coordinators, as well as to some, well, health providers and primary care and mental health providers. [00:09:11]
We also have a training institute, and you can see listed here a link to the training institute, where you can find out about courses that are available. Some of them are available online for free, such as CALM, which is Counseling on Access to Lethal Means, a very important set of information for knowing how to address talking about lethal means; the Assessing and Managing Suicide Risk, which is the training program aimed at mental health providers, which they’ll have a cost associated with it and has resources from SPRC to help set this up. We also have a number of webinars that are archived that include a focus on bullying, working with the LGBT communities and individuals, alcohol use, and self-injury. [00:10:05]
SPRC has a number of publications, and I’ll show you briefly a view of the SPARK, which is a weekly newsletter that’s electronic, you can sign up for, which is updated information about research and suicide prevention efforts locally, nationally, and internationally. They have customized information sheets, toolkits, and resources, such as what we’re talking about today. 
We maintain a Best Practice Registry in collaboration with the American Foundation for Suicide Prevention I’ll tell you a little bit about, and we also staff the National Action Alliance for Suicide Prevention, which is a public/private partnership and has recently released the National Strategy for Suicide Prevention updates since September of 2012. Here is a link below to this, the website of the action line. [00:11:04]
(Slide)
The Weekly Spark that I mentioned, this is what it looks like. If you sign up for it, you can receive this weekly in your e-mail, and it will give you updated information you might find very interesting.
(Slide)
Here’s a view of some of the products we have. We hope that you’ll go to our website and take a look at these and figure out if some of these might be helpful to you as you address the needs of the patients you serve. 
(Slide)
I mentioned the Best Practice Registry. This is a registry of both evidence-based and expert consensus statements and programs that have adherence to standards. It lists a hundred different resources that you may want to know about that are directly related to suicide. Some of these resources, they’re free. Some of them are available for purchase. People submit to the Best Practice Registry, and these are reviewed by experts for meeting the standards, and then information about them is posted in the Best Practice Registry. [00:12:23]
(Slide)
One important aspect about preventing suicide is knowing how to ask the question. In the Best Practice Registry, you can find a listing of a number of resources which helps to train individuals about how to ask the questions of suicide, and provide information to people to help them do that. These resources are described in the Best Practice Registry, and there are links to each of them here. These resources have a cost associated with them, so for each one they’re managed by a different organization. [00:13:08] 

(Slide)
So why primary care? Well, I already mentioned that it’s important because of the opportunity to reach people who are at risk who may not be reached any other way. Also, it is identified as a very important area in the national strategy for suicide prevention as a way to identify people at risk and reduce loss of life.
(Slide)
So what are some of the risk factors that might be seen in primary care that you are all probably familiar with? The risk factors depression, substance use disorders, PTSD and anxiety disorders, chronic pain. And it’s very important, as you probably already are experiencing, that these risk factors be picked up in primary care and appropriate treatment or referral be offered. Screening for risk of suicide when indicated and asking questions directly is very important when risk factors are present, and surveillance of warning signs is important in ongoing care, which primary care has an opportunity to be involved in. [00:14:32]
(Slide)
We know from one more search (ph) study that was done a little over ten years ago that of people who died by suicide, about 45 percent of them had been seen in a primary care setting prior to their death. It was up to 76 percent when it was with elder population. At the same time, we know that only 19 percent had been seen in the month prior in mental health, so this just reinforces why we’re focusing on this today and hoping that all of you are working in this regard to pick up people who come in who are at risk in your practices. [00:15:14]
(Slide)
Just a special note to say that in rural settings, which some of you may work in, that 65 percent of Americans in rural settings have the primary care provider be the mental health provider. Sometimes this is because nothing else was available. Sometimes it is because this is the place where people are the most comfortable going. There may be less stigma in going through a primary care office. I’ve heard in some instances that people don’t want their cars seen in the parking lot of a mental health setting, and rural areas everyone may identify whose vehicles are where. [00:16:05]
We also know from much of what’s been in the news lately that military and veterans are a population that may be at special risk for suicide and want to emphasize how important it is in your settings that people inquire about the veteran status and also of the injuries people may have had in their veteran training. We know that it’s not always obvious who’s a veteran, and veterans include people who look (ph) for not only in current military actions, but also people who have been veterans perhaps many years ago, where someone wouldn’t think that had been part of their situation but may have experienced something that puts them at an increased risk. [00:17:00]
We know that veterans, among veterans, issues with relationships, legal issues, and substance abuse, as well as depression, anxiety, and head trauma, are significant risk factors for suicide just as in the general population.
(Slide)
If you are interested in information about the link between suicide and special populations, here are some places you can go to further gather that information. I’m not going to dwell on this today, but wanted to give you some resources where you could find additional information should this be of interest.
(Slide)
One more reason why primary care is so important is we do know from research that about 60 percent of the psychotropic medications that are prescribed may be prescribed by primary care providers. So we know that primary care providers are identifying mental health issues and are providing treatment and follow-up for people who are experiencing these difficulties. So it’s important with all of these individuals that people be aware of and screen for risk of suicide. [00:18:25]
(Slide)
So what I want to tell you a little bit about today is the toolkit that the Suicide Prevention Resource Center has developed in collaboration with the Western Interstate Commission on Higher Education. We’ve been working on this for about the past three years to disseminate this and assist people in using it. Mimi McFaul, who you’ll hear from after me, will tell you something about the trainings that have been done focusing on materials in this toolkit, and what providers report they have learned and strengthened in themselves as a result of the training. [00:19:06]
(Slide)
I want to emphasize that this toolkit is available in two forms. You can get it in hard copies from the Western Interstate Commission on Higher Education, and I’ll show you in a minute their contact information. And you can get an electronic copy downloaded free from the SPRC website at the link listed here. 
The toolkit has six sections, and I’m going to briefly go through each of these. There’s not time today to go through them in any detail, but I’m going to try to touch briefly in each section and how this could be used in a practice. It’s important to realize that this toolkit is designed in a way that you can take anything from it that’s useful. It’s not something you have to use in entirety or take all parts of it for it to be helpful.
(Slide)
Here’s information about how to order the toolkit, and again about free online access. But WICHE sells the toolkit just for cost as a courtesy so that those who do not want to download it can purchase it. In many instances, we now know people have successfully downloaded it and the materials from it for their use. So I think that has worked for many people, and most people have copy machines that enable them to do this. [00:20:40]
(Slide)
Okay, so I want to quickly tell you about using the toolkit. It’s important to realize that this toolkit, again, is based on an office approach, not an individual practitioner approach. So it’s designed to help anyone who works in the office and to help the office have an overall approach. The materials can be used in practice by a number of individuals, depending on how the practice works. We suggest that each practice determines who in the team can best utilize various parts of it to help enhance what’s done for identifying people at risk of suicide and managing their care. [00:21:32]
(Slide)
It begins with a quick-start guide that walks through how the materials might be reviewed, utilized by various staff members in the clinical setting. 
(Slide)
Here’s a picture of a template that’s in the toolkit that gives a guide to a practice about - so if someone is identified, who’s going to be actually tearing out different parts of needs to be done. Having this done ahead of time can help make a smooth transition and probably is something that people in primary care settings are familiar with for many other health issues as well. [00:22:25]
(Slide)
The model that this toolkit is based on is, again, as I said, the fact that all staff would be a part of the plan, and that all staff would participate in having a vigilance about the warning signs and risk factors; that there would be information about the suicide help line in the clinic that everyone could direct patients or their families to, and also attention to keeping people safe and firearm storage. [00:23:06]
For the intervention portion, I’m going to go through some of the materials that we have developed that help with that and will help to identify what can be carried out in the primary care office.
(Slide)
The toolkit includes what we call a printer, which has some modules in it to educate clinicians and office staff about suicide and background information that people may not be aware of. This is something that can be turned to by anyone in the office and is fairly presented as resource material that could be used at any time.
(Slide)
The toolkit emphasizes the importance of developing mental health partnerships, as I see from the polling that almost 50 percent of you on the phone are behavioral health specialists, so this is something you’re probably already familiar with. And it’s important that there be links with mental health providers, both within the clinic and outside of the clinic. [00:24:24]
The SAFE-T Pocket Card that is included here is specifically designed for mental health experts to assist them in assessing and evaluating and triage for people at risk for suicide. This may be used in the clinic, as well as included with a letter that we have a template for, to reach out to the broader mental health community to make sure that they’re aware of your efforts to screen individuals at risk and make sure they have follow-up treatment. [00:25:00]
(Slide)
For patient management in the clinic, we’ve developed a pocket guide for the primary care professionals. It’s specifically designed for primary care providers, who may include physicians, nurse practitioners, physicians’ assistants, with the idea that people can train in the direct appointment for those who might be at risk beyond what’s done with, for example, the PHQ2 or PHQ9, and we’ll be able to identify who’s at low, moderate, or high risk. 
We also have a Safety Planning Guide which is used to develop a Safety Plan, a template that can be used by the clinic staff in collaboration with the patients, and a Crisis Support Plan that can be used with family members of the potentially suicidal patient, and a tracking log, and I’m going to show you briefly what those look like. [00:26:10]
This is - this, and the next several slides, are pictures of the Patient Management Pocket Guide. And this is an attempt to help the professional walk through questions to ask, as well as risk factors to be aware of. 
(Slide)
Here is some questions to ask that are samples to help the clinician get started with uncovering suicidality, assessing the intent, and assessing the ideation and plan, all important parts of knowing what to do with someone, as well as determining the level of risk.
(Slide)
This part - this is a foldout, and this part, which is in the middle of the pocket guide, shows what goes into determining low risk, moderate risk, and high risk, and suggestions of what might be done in the primary care setting to follow through with people who fall into each of these risk categories. [00:27:24]
(Slide)
For patient management, developing a Safety Plan is something that is being carried out in a number of settings. This was first developed for use by the V.A. and has been adapted for use in other settings. It’s much more comprehensive than doing a no-suicide contract, which today is not thought of as being a very effective means. 
The Safety Plan is a cooperative effort with the patient, and it includes a template that is in the tool kit, and this can be put in the patient’s chart as well as - and home with the patient, and also, with the patient’s permission, discussed with others in the patient’s support network. [00:28:21]
A Crisis Support Plan is part of figuring out what’s going to be done by the patient, as well as other people in their network, to help keep the person safe, and includes addressing and ensuring the safe environment and contacting professionals when needed.
(Slide)
This is what - on the last - what the Safety Planning Guide looks like; it’s actually a card. You can see this can be printed also from the toolkit directly or purchased as a separate card that comes - if you buy the hard copy, it comes in a little packet in the front. And here, on the right, there’s a sample Safety Plan to be worked out with the patient that helps to record what was done in the clinic setting. This certainly can help with liability, showing that, in fact, a plan was made, as well as knowing what others in the clinic can do when a call comes in from someone who’s been identified at risk. [00:29:35]
(Slide)
And this is a sample Crisis Support Plan. You’ll see that it includes ensuring a safe environment. Again, I can’t emphasize enough how important this is to ensure a safe environment, removing all things in the environment that could put a person at risk who has suicidal ideation and may be at risk [for an] (ph) attempt. [00:30:04]
(Slide)
There’s also a Patient Management Tracking Log with instructions, and this again is very important for liability, which I understand is a concern in all settings, showing that a person is being tracked when risk is identified. And it also can remind, across providers, what’s been done so that a person is aware of previous contact about suicide risk. 
(Slide)
The toolkit contains many both direct materials and also resources for patient educationists; it is the brochure on the left. The firearm locking device is something that can be downloaded and printed. It was developed in King County, Washington, by health providers for use with health providers. The suicide warning signs card on the right is available free from SAMHSA. It can be printed from the toolkit or ordered directly from SAMHSA. It’s very helpful to people who are working with individuals who might be at risk for suicides, to remind them of warning signs. [00:31:29]
(Slide)
So that’s, in brief, what I wanted to share with you today. And I just wanted to also add that, in the toolkit, two things I haven’t mentioned are a guide for helping to get information about state laws for voluntary and involuntary commitment. There’s a form that helps walk through how to get this. As you may know, these procedures are very different from state to state, and it’s important that the clinic would have information about this should they need it. [00:32:06]
And also the toolkit contains a section on tips for billing that would give some ideas about how to increase the likelihood of reimbursement for intervening and follow-up with a person by the primary care provider where the person might be at risk for suicide. 
LAURA GALBREATH: Great, thanks.
PEGGY WEST: I want to thank you again for this opportunity. I know this has been a quick run-through, but I hope you’ll take time to look at these materials and see how they might be of use to you in your setting. Thank you. 
LAURA GALBREATH: Peggy, thank you so much. We’re very excited of all the great work that’s been done on this toolkit and really getting it into the hands of providers. We’re going to ask two quick questions, and then I’ll see some of the other questions that people typed in for the end so that we can move on with our presenter. [00:33:07]
I did want to ask specifically about - we had a question about are there Safety Plan templates available in other languages. 
PEGGY WEST: The plan that’s in the toolkit is now just available in English. I don’t know if the V.A. has done anything to add (ph) the language of…
LAURA GALBREATH: Another question is whether or not the toolkit - how appropriate are the different pieces for nonclinical staff? And if it is not appropriate for them, do you have a similar toolkit or pieces for nonclinical staff?
PEGGY WEST: Many of the materials in the toolkit are available for nonclinical staff. We have suggested that any clinic who is considering use of material from the toolkit sit down and look through the materials and decide who in the staff is best suited to carry them out. And these materials, while designed for use in the clinic, were not designed with only a specific staff person in mind for their use. [00:34:20]
LAURA GALBREATH: Thank you. And the last question before we go to our next presenter is for licensed professionals who have statutory duty to warn requirement, if a person is thought to be at high risk, is there information on the website and in the toolkit about how to both work with the client and satisfy that requirement?
PEGGY WEST: That’s not something that’s included in the toolkit, so there aren’t materials about that included. 
LAURA GALBREATH: No problem. Thank you, and maybe our other presenters can speak to that as well. With that, we’re going to go ahead and turn it over to Mimi McFaul from WICHE who’s going to talk about some of the work they’ve done training with providers on this toolkit. Mimi? [00:35:13]
MIMI McFAUL: Hi, everyone. Mimi McFaul, sitting her in Colorado today, and it’s good to be with you. Peggy and I have been working for years together on this toolkit, and so it’s fun to be able to bring some of the results from our training over the last couple years. I should mention that those trainings were funded by the Center for Integrated Health Solutions.
(Slide)
And initially - next slide, Peggy - the toolkit, which you’ll see the cover of here in a minute, right there, was initially funded by a HRSA rural health center grant, so this project was a product of that particular research project and grant. We did that, coordinated with Peggy and another colleague at the Suicide Prevention Resource Center. [00:36:07]
So you’ll see the cover of the toolkit. We initially created this toolkit and the training for rural audiences, rural primary care practices; however, we’ve done them in both rural and urban settings. Since the content is not particular to rural settings, it was more just the identified need for training in rural settings where suicide rates are higher. And you’ll see that’s just the updated picture of the pocket card, which come with the toolkit. Every time we do a training, we bring copies of the toolkit and the cards for each participant. Next slide, please. 
(Slide)
So you can go ahead and show all the bullets. Just keep pushing - thank you. So I just wanted to give you an idea, we have some more formal learning objectives for our training. And what we’ve learned over the last couple of years is really trying to figure out how we operationalize those through the training. We try to talk about the toolkit components that Peggy mentioned in ways where people can see how they would operationalize them within the office and talk about different ways that makes some the most sense for clinics and which staff could be involved and those kinds of things in identifying people at risk for suicide. [00:37:45]
So part of that is really trying to - over the last few years - is trying to build kind of the tools, you know, ancillary tools in addition to the ones that we provide in the toolkit, to really make them come to life in practice. Next slide, please. [00:38:03]
(Slide)
One of the things we addressed in the training is just the realities of suicide prevention in primary care, just kind of get some of the realities out there explicitly in terms of concerns about time, how will we add another screening when we screen for all these other chronic conditions. And some of just kind of how we conceptualize suicide prevention in the trainings is within a chronic care model and trying to just kind of demystify some of, you know, the myths and fear around suicide, and also kind of just put it in through a lens, a chronic care lens, that primary care providers are comfortable with. 
And we also talked just a little bit about, you know, the realities of primary care in terms of, you know, what they get paid for, and the time that they spend, and understanding kind of those limitations at times. Next slide, please. [00:39:08]
A little delay there. I’ll talk about the trainings and hopefully it will pop up. So to give you an idea over the last  - 

LAURA GALBREATH: Mimi, I’m sorry to interject. This is Laurie here. Peggy, you just need to double-click on the slide, and that should advance it. Thank you. 
PEGGY WEST: It’s not. 
LAURA GALBREATH: Okay.
PEGGY WEST: Sorry.
(Slide)
LAURA GALBREATH: Thank you.
MIMI McFAUL: I’m just going to talk about some data from the eight trainings that we collected data from. We have done trainings in eight states that you’ll see listed there, and recently some trainings in Guam, so a number of webinars over the years and presentations at conferences. We provide a flexible format within as little as one hour at a clinic, and up to six hours, and we’ve also done them in person, and we’ve done a couple via distance. We’ve trained a total of 463 people, and that’s in person. We don’t have the numbers of how many have been on webinars or distance trainings. And audiences have primarily been small, rural clinics, FQs, family medicine residency programs, rural track medical school students, and some other behavioral health providers. Next slide, please. [00:40:49]
(Slide)
So the training structure usually follows this kind of agenda. We do a pre-test at the beginning, and that’s from the data I’ll share with you, and we go over the modules in the toolkit. And as I said, you saw kind of how we try to operationalize the tools within each section. We do that within each section as we go through the training. [00:41:15]
We’ve also just really tried to adapt the training to the unique needs of the practice of the audience, trying to find out kind of what level of integration they have, what primary care and behavioral health, if any, what kind of referral base they have, what’s their level of knowledge about resources in the community, those kinds of things, and adapt our training from there. 
We also have added just some other ancillary components to kind of make the training come to life in a different way, explaining, you know, Joiner’s model of suicide, adding a video, doing some case vignettes, and kind of walking the audience through a suicide assessment. And then we do a post-test at the end, and this is the data that I will share with you now, our results of these pre- and post-test results. [00:42:08]
(Slide)
So of the people who trained me had data for 283 participants, and it’s a pre- and post-test competency survey to identify changes in knowledge, skills, and perceptions of competence. Those 17 multiple choice questions are around three areas of interest: Preparedness to screen for suicidal risk, knowledge of suicidal behavior, and opinions about working with suicidal patients. 
We recently have added specific demographic questions, so we’re hoping, as our trainings expand, we will be able to report more on the audience in terms of the kind of the mix of physicians and nurses, social workers, and other categories across the clinic sites. Next slide. [00:42:56]
(Slide)
Good. So this data is from the pre-test practice survey, so this is just asking people about their experience in the past three months in their practice. Seventy-nine percent believed the patient’s behavior might indicate significant distress or depression, which probably doesn’t surprise you too much. Fifty-eight believe the patient’s behavior might indicate suicidality. Fifty-five percent had a patient where he or she - where they had asked the patient whether he or she was considering suicide, which was higher I guess than we anticipated. It’s interesting, because when people kind of talk about - you know, they usually say they’ve asked the person about suicidal thinking. But there is some level of discomfort kind of around what to do next and options for people at kind of the mild and more moderate risk rather than kind of a person at the more acute level. And 20 percent had asked six or more patients whether he or she was considering suicide in the past three months. Next slide. [00:44:06]
(Slide)
So 65 percent did not believe they had adequate knowledge of referral resource.
(Slide)
But then you’ll see in the next bullet 44 percent had referred at least one patient to mental health outpatient care due to a suicidal concern, and 23 percent referred more than one. 
There is a consistent kind of theme through some of our trainings, kind of despite whether they were urban or rural, around kind of a really good sense of the mental health and behavioral health resources in the community.
(Slide)
If they had a behavioral person onsite, there was a tendency to kind of send those referrals as quickly as possible to the behavioral health person within the clinic site. So we, in our trainings, tried to talk about dispersing some of that responsibility and kind of giving people ideas for what kinds of roles they could play in the suicide prevention approach in their practices. Thirty percent referred at least one patient for an immediate psychiatric evaluation due to a suicidal concern, so usually to the ER. Next slide. [00:45:23] 

(Slide)
So I’m just going to talk about the three domains really quickly. I’m going to go through these next slides pretty quickly, but the first one is on preparedness. Forty percent felt more prepared after the training. Providers reported the most gain on performing a suicide risk assessment after the training. So we have had a lot of feedback on that particular portion and really getting into the details and walking people through kind of different ways people might respond, you know, just some suggestions for some of the words to use, and those type of things that seem to be very helpful. [00:46:02]
The increase in feeling prepared is significant, and there’s a meaningful gain in effect size with the medium effect size. And we have all the data if you’re interested in more of the numbers. You can contact us after the webinar. 
(Slide)
The second domain was knowledge. Knowledge increased from 68 to 79 percent of correct responses, which is also statistically significant with a small to medium effect size. They seemed to be pretty knowledgeable overall to begin according to their responses in the pre- and post-test, but the increase in knowledge was still significant. 
And the last area is just on their opinions. Providers lean toward the positive end of the scale at the pre-test, in general, which was good, but prior to the training they were least positive about having sufficient training and showed the most change on this area with a 33 percent increase. There was a 20 percent gain in positive opinions, and overall that was statistically significant as well with a medium - or small to medium effect size. And the next slide. [00:47:19]
(Slide)
So our ideas for some of the next stages of development for training, we know the limitations of the number of trainers across kind of SPRC and WICHE here, so we’re hoping to develop a Web-based training that people can interact with, and also potentially develop a self-guided train-the-trainer manual that would allow people to kind of see kind of how we operationalize the toolkit and what kind of ancillary, you know, videos and other materials we use to add to the content already in the toolkit. [00:48:00]
We’re also going be just expanding kind of the role plays that we do in primary care settings, hopefully through video or maybe even, some day, a mobile app. And just more kind of ancillary materials for people on the - bipropamatic (ph) side, people at suicide prevention coalitions, at state offices of primary care and public health, to help them understand how they can use the toolkit and educate people about it, you know, maybe even developing some slides, the talking points for them to use when they’re trying to disseminate the information in their state.
LAURA GALBREATH: Great. Thank you so much, Mimi. That was very helpful. Folks were asking about whether - who to contact about the trainings, and I would imagine that at the end of the slide deck we have contact information for all the presenters. Mimi, can they just contact you directly? 
MIMI McFAUL: Yes.
LAURA GALBREATH: That’s correct. 
MIMI McFAUL: Can you hear me? 
LAURA GALBREATH: Okay, great. And then also the folks had asked if the pre- and post-test is available as part of the toolkit.
MIMI McFAUL: It’s not. It’s something that we developed after, but that’s actually a good idea. When we were talking to Peggy and the SPRC about just kind of getting more tools online, I think that’s something that we could discuss about having it uploaded with the other, you know, Web-based tools that are on the SPRC website. So it’s definitely something that we’d be willing to share. [00:49:34]
(Slide)
LAURA GALBREATH: Wonderful, thank you. As we transition to our third presenter, Virna Little, who’s going to be talking about how they’ve kind of implemented suicide prevention in their community health centers, we do have one more poll question.
(Slide)
LAURA GALBREATH: We want to get a sense for those primary care practices that are on the webinar today. Give us a sense of are you, you know, just starting out on your integration of behavioral health? Are you already doing some work in terms of screening for depression, using tools like the PHQ2 or 9, or have you taken it one step further along and you’re doing depression screening, but you’re also doing some suicide risk assessment and work with clients? Just to help our next presenter get a better sense for kind of where you’re at on the continuum to integrating behavioral health into your primary care setting. [00:50:26]
As the poll is continuing, I just want to remind you to please continue to post your questions. Virna will be speaking, and then we’ll have an open dialog about questions you can ask the three presenters, but also share with us your challenges or struggles in trying to do this work in your practice, and we’ll have a discussion about some of those topics. So we want to make this as engaging as possible.
So I’m going to go ahead and close the poll and share the results with you on the screen.
(Slide)
Most of you at 44 percent are doing screening for depression and some suicide risk, and maybe you’re willing to take it to the next step to do more in terms of working with clients on their plans. Thirty percent of you are screened for depression, and about 26 percent of you are currently doing none of the above and are just kind of taking their first step. [00:51:22]
So thank you so much for participating in that poll, and with that I’m going to start the presentation here for Virna Little from the Institute for Family Health. Virna?
VIRNA LITTLE: Yes, hi. Good afternoon, everyone. I’m joining you today from New Paltz, New York, so hello, and I’ll give Laura a minute to pull the presentation up so we can continue. 
LAURA GALBREATH: Do you see my presentation now, or see your presentation up? 
VIRNA LITTLE: I do not. We still have the poll up.
LAURA GALBREATH: Okay, well…
(Slide)
VIRNA LITTLE: Ah.
LAURA GALBREATH: There we go. 

VIRNA LITTLE: Great. Okay, thank you. I wanted to start off today by welcoming all of you. I really appreciate the opportunity to share some of the work that we’ve done around suicide identification and prevention a little bit. [00:52:17]
So about us, just to start off, the Institute for Family Health is a federally-qualified health center network in New York. We’re the largest health center network in New York, and we have medical, dental, and mental health services that span all the way through New York City and then up through some of the upstate counties, Dutchess and Ulster Counties. We do a lot of education and training, a lot of work in the community. We have quite a few special populations that we serve, HIV and homeless, and we have really spent a good part of the last decade working on developing technology, and particularly our electronic health record. [00:53:00]
So what I’m hoping to do is to try to give information that will apply to all of you out there doing primary care work, and particularly working with some of the special populations, and let you know that what I’m going to talk to you about today we’ve actually done across our entire system, including some of our community programs. Go ahead. 
(Slide)
So very diverse patient panel, as I’m sure most of you see in your practices. We serve about 85,000 patients a year for about 400,000 visits. Go ahead.
(Slide)
This is just a pretty little picture of New York so you can get a sense that we do some very rural and some urban practices. Go ahead.
(Slide)
So why did we start to do this work? There’s a couple. First, and some of the reasons were talked about earlier in the presentation, the research is really staggering on the number of patients who touched primary care settings and then had a completed suicide. And for our providers, both behavioral health and primary care across the system, that was a real motivator and eye-opener that we really wanted to try to address, and, you know, particularly in our own system. [00:54:20]
Also, sadly, we had several patients with completed suicides, particularly in 2010 in our upstate regions, and there was a real desire to be able to not only change and educate our current providers in our system, but we do run large family practice training programs. We have also work students, externs, some psychology and psychiatry trainees, and so we really wanted to try to do something that would change how those providers practiced when they went out in the field and into the communities. 
The institute also has an interest, as most of you do have close collaborations with partners in the community, and a real interest in addressing public health issues, and we really are very interested in trying to use technology to try to address some of the public and patient health issues and have worked with our electronic health record to try to really address some of the public health issues. [00:55:23]
(Slide)
So where did we start? The first thing we did was we made it mandatory for all agency staff, regardless of their position, to participate in two trainings; the first is safeTALK and ASIST. Both are evidence-based trainings, and we actually worked with our local Office of Mental Health representatives to do these trainings for our staff. And there was a lot of discussion around this, because as you know, any time you make a decision to take particularly billable providers, primary care providers, behavioral health providers, out of the practices and out of patient care, there’s not only a cost in terms of service delivery, but there are financial implications as well. [00:56:13]
And so one of the things we did was we really looked, and we decided as an organization that we were going to make the decision, and that this was important enough to pull people out of care for. And so we really wanted to try to just improve the comfort level across the board, improve the skill level across the board, for addressing patients at risk. Go ahead.
(Slide)
So we worked with our local Office of Mental Health folks and we used both safeTALK and ASIST. And what we did was we actually put our behavioral health providers, some of our community program providers, our WIC, our community health worker programs, healthy families and healthy start home visiting programs, through the two-day intensive evidence-based practice called ASIST, Applied Suicide Intervention Skills Training. And then our medical providers, our office staff, you know, billing, human resources, some of the other business office functions, actually participated in safeTALK, the Suicide Alertness for Everyone, which was really to give people an added education on suicide, to teach staff how to really talk to someone to recognize suicide risk signs, and be able to connect people who are at risk with appropriate resources. And so we offered those trainings on site for all of our staff across the board, and we’ve continued to offer them now for a couple of years. And I think at the last count we’ve trained just over 800 of our staff members. Go ahead. [00:57:55]
(Slide)
So what we wanted to try to do with technology and using our electronic health record, you know, as many of you are starting to do now or have been doing with the electronic health record, is that you start to ask the question, “How can I solve this problem using the system or using technology?” And so we went onto the electronic health record in about 2003, and so we’ve really tried to figure out how to use the system to help us identify patients who are at risk throughout our system. Go ahead. [00:58:32] 

(Slide)
And we do use EPIC as our electronic health record system. And what I’ve tried to do is give you some screen shots and some things that are actually from our system, which is EPIC. But most of the - in fact all of the electronic health record systems have very similar features in them. They all may be called something different, but the functionality is there, so that many of the things that we’re going to be talking about or showing can actually be replicated in other electronic health record systems. [00:59:06]
(Slide)
So to start, we’ve actually been using the PHQ tool for about ten years now, maybe a little bit more. It’s used across our health centers. What’s really nice - and I noticed through the survey that some of you were not using a tool or hadn’t yet started doing some of the depression work - so the nice thing about the PHQ is not only that it’s the most widely used tool and recognized by a lot of the payers, but it allows providers, behavioral health, or primary care to really speak the same language. You know what - a score of 22 on the PHQ9 means the same to me as it does to the nutritionist, as the primary care provider, as the community health worker, as the nurse, and so it’s really helped us to advance some of the work that we do.
The other is that question nine on the PHQ9, most of you are familiar, is the question that addresses suicide risk. What I’ve done through the years is I’ve actually hyphenated or used a decimal point for question nine in the PHQ in our system so that the suicide risk would be flagged. So regardless of what somebody scored on the PHQ9, it would draw attention to somebody that had a suicide risk, so somebody might be a 21.2. And also many times patients may score lower that wouldn’t necessarily be flagged but answer “yes” to question nine. And so somebody could score a 5.1 and that would alert us to the fact that they might be at risk. [01:00:46]
And so using the PHQ9, and particularly paying attention to question nine, actually started us along this work. Years ago, when we first started doing this, we put the PHQ9 in as a lab value, and anything, any answer that was positive to question nine, would actually come back as an abnormal lab value, as would anyone with a score over ten. Go ahead. [01:01:10]
(Slide)
So this is what the PHQ9 looks like in our system as we’ve gone through the years. And many of you now know, because you probably do this in your own systems, that the electronic health record system has allowed us to enter the PHQ9 much better than we used to do years ago and now actually track the questions individually. So rather than just enter the form as a narrative, we can actually put it in the system and track scores to question nine, but to any of the questions both over a period of enough time and across our entire population of patients. And so for those of you who are going forward and really trying to figure out how to do this, your ability to put the PHQ9 in, in some way where you can report off all of the questions, is probably going to be the most helpful, but particularly for question nine. Go ahead. [01:02:07]
(Slide)
Now, I think one of the most significant changes that we’ve made, and it actually was very simple but it didn’t come to us right away, believe it or not, was to put suicide risk on the problem list. And this has really helped us, because anyone who opens the chart for any reason sees that somebody could potentially be at risk for suicide. It also blows into all encounters, so any time I open an encounter to see a patient, regardless of what discipline I am, it actually will come into the encounter, and that draws attention to it. 
It’s also able to report it on, so that I can run a report across my whole system to find out how many patients have suicide on the problem list, and then also I can run reports to tell me how many of those haven’t been seen in a week or a month or whatever the case may be, and you could potentially even set those reports to run regularly. Go ahead. [01:03:09]
(Slide)
And this is just an example of what that might look like. So when I open a chart in the electronic health record system, you can see that suicide risk is on the problem list, and this allows people to really notice it right away. We put it on the top of the problem list, and you see it right there above diabetes and HIV. Go ahead.
(Slide)
The other thing that we’ve done is use decision support tools. So decision support is kind of a fancy word for reminders in your electronic health record system. And it’s been a huge opportunity for us to be able to use the decision supports to help remind providers so that if somebody comes in and a patient is at risk, something will pop up that reminds them to do a Safety Planner to address the patient’s risk. It allows somebody to really click on that reminder box and get to where they need to go, to a Safety Plan or to a PHQ. [01:04:20] 

The other thing that you can do is that you can run reports and find out providers who aren’t paying attention to those decision supports, so that if you have a provider who’s seeing a patient who has suicide risk and they’re not doing a Safety Plan or they’re ignoring the decision support, then you can go back and reeducate and address those providers and try to work with them on changing that practice.
The other thing you could do - and we don’t do this, but you could do - is that if someone didn’t pay attention to this decision support, i.e., to do a safety assessment or a Safety Plan, that they wouldn’t be able to close that encounter until they had actually completed that function, or it could be what they call a hard stop in the system. Go ahead. [01:05:10]
(Slide)
And this is just an example of what a decision support would look like, so you see it’s in red there. And essentially what it does is asks the provider to open what we call a smart set and to do an assessment for that patient. And we have assessments built into the system that are both for providers, behavioral health providers, and also for primary care providers. Go ahead.
(Slide)
So the other piece that you can do and that we’ve done is what’s called FYI or flagging, and most systems have the ability to do this, so an FYI is what you see here. So that any time a provider or anyone opens the patient’s chart, there’s actually something that pops up and says, you know, patient is at risk and the patient needs to be evaluated, so then the provider is aware that that’s something that they’re going to need to do during that particular visit. We have the ability, as do many of the EHRs, to flag who can see these highlights. And so this is a clinical flag for patients who are getting either clinical or behavioral health or primary care services. [01:06:32]
The other thing is called flagging. And what flagging does is if you flag a patient in the system, any time they touch the system, somebody could be notified. So you might have a behavioral health person in the practice, and any time that patient comes into the practice, a message would go to that behavioral health provider to let them know so that they could find the patient and just touch base with them while they were in the practice. So you could use one or both of these tools in the system. We have a tendency to use both of them. Go ahead. [01:07:04]
(Slide)
So we have spent a lot of time on safety planning, and you’ve heard a lot about Safety Plan and got some really great ideas and resources today for safety planning in the earlier, you know, part of the presentation, and we’ve worked very hard to make this an interdisciplinary effort. Using the EHR, we actually developed a Safety Plan with our local Office of Mental Health and built it into our electronic health record. And what it does is it allows for the Safety Plan information to be stored and available to all of the providers at any time. And anybody could modify it with the patient, so maybe a primary care provider would modify it or behavioral health provider or a nurse. 
The patients can actually access it through our patient portal, and I’ll talk a little bit about our two portals: Our patient and our community portal. We also encourage providers to print it out for patients so that they can take it with them and maybe post it or carry it with them, and that we have it signed by the patient and the provider regardless of discipline for that provider. Go ahead. [01:08:18]
(Slide)
And this is just a little bit what would appear in the system. And so that you would be able to go and click on the Safety Plan, and the Safety Plan would open up in the system and allow you to review it with the patient, to modify it, and then to print it out. Go ahead.
(Slide)
So many electronic - actually most electronic health records have a patient portal, which is a feature in the electronic health records for patients to be able to go in, have access to their health records, and be able to communicate with their providers. For EPIC, it’s called My Chart; it has other names for, you know, other electronic health record systems, but most of them have the functionality. And a lot of organizations are, you know, starting to have this feature available for the patients - go ahead - especially around the primary care homework. [01:09:19] 
(Slide)
This is just a little bit about what the patient portal looks like. But essentially what we’re hopefully going to be doing is, at some point in the near future, patients will be able to do their PHQ9’s on line and be able to send those results back to the providers when a PHQ9 is due. But right now patients can go in, they can see their problem list, their medications. They can click on a diagnosis or information and be taken to reliable sources of information and education and access their Safety Plan and their notes. They can also communicate with their providers, both behavioral health and primary care. Go ahead. [01:10:03]
(Slide)
So in addition to the patient portals - and we’ve found over the time that patients really like to be able to go in and e-mail their provider that they, you know, referred back to a Safety Plan or where they might have had some difficulties. And we’ve also found over the past couple of years that having community providers have access through a physician or community portal has also been really helpful for patients at risk. And essentially it allows substance abuse providers, emergency rooms, community-based organizations, day treatment programs, foster care, food pantries, to be able to have access to our electronic health record and be able to see a patient’s problem list, medication list, and be able to communicate with providers. Go ahead. 
(Slide)
So what this allows us to do is to actually coordinate with people in the community for patients that are at risk, particularly if, you know, a patient is in a food pantry but we haven’t seen them, or if they go into a food pantry and they’re working with that provider and that food pantry provider goes into the electronic health record to talk to the patient about, you know, the nutrition plan or about what their diagnosis is and what foods might be best for them. They would then also see that the patient was at risk and be able to review that patient’s safety plan with them. [01:11:34]
And as you can see here, unfortunately, actually the suicide risk was cut off, but the community providers would actually see here what diagnoses the patient, including the fact that they had a risk for suicide. Go ahead.
(Slide)
So that actually finishes for today, and that’s just a little bit about how we’ve used the electronic health record in our practice across the disciplines. Thank you. [01:12:05]
(Slide)
LAURA GALBREATH: Thank you, Virna. We really appreciate all of our speakers for sponsoring this webinar with the Suicide Prevention Resource Center. I think in the beginning you heard of some very practical tools that you can download via the toolkit. You learned that training works and is available to help support providers, and heard from an organization that it can be done with the will and support of the team. 

(Slide)
Before we go to questions and answers, just want to remind you to take a moment to provide feedback at the end of today’s webinar on the survey. We do use that information to inform the development of our webinars. 
(Slide)
With that, I’ll go back to the slide. You can see here how to ask a question, and we have lots of questions lined up here, so I’m going to go ahead and get started. Virna, some of them are for you, and then I’d also like Peggy or Mimi, if there are specific tools related to it, to let us know that as well. [01:13:03]
So I’m sorry, I’m going to scroll up here for just a moment. 
Was the suicidal ideation a standard option in your problem list and ethic, or did you have to have your I.T. team build it in?
VIRNA LITTLE: We built it in. There are some diagnoses actually that were in there. There are - I think it’s e-codes that were in there already, but we actually modified it to say, you know, suicide ideation and suicide risk. We didn’t use the ones that were preprogrammed in.
LAURA GALBREATH: Was there a cost to embed the PHQ9 in your EPIC system?
VIRNA LITTLE: It’s actually there already, and now to actually build it in is what’s called the doc flow sheet. The information is available on the user boards, but I mean we’d be glad to share with anybody, you know, all of that build work, who wanted it. [01:14:03]
LAURA GALBREATH: Great, thank you. We’ve had several questions, and I think all of our speakers can speak to this, around some of these tools, specifically for children and adolescents. So if you could speak maybe first, Peggy, about what tools you may or may not have available for this specific youth audience. And then, Virna, if you can share if there’s anything unique that you do for children, adolescents, or other specific populations. 
VIRNA LITTLE: Sure, absolutely.
PEGGY WEST: This is Peggy. At our website, SPRC, on the Best Practice Registry, there are many tools available specifically aimed at adolescents, and these tools include information that can be carried out in schools and other settings, as well as health settings. We also have a school-based toolkit that was developed that’s on SAMHSA’s website that’s a toolkit for school suicide prevention programs. [01:15:11]
And we also have a postvention toolkit that’s on our website that can be used after there has been a suicide in a school or with an adolescent. And we’ve heard from some health providers that this toolkit is very helpful when they get a request from a school what to do with - in the school where there’s been a suicide and of course the health provider isn’t free to go out and spend a lot of time in the school but can direct the school to this toolkit. And this sometimes comes up where a patient in a health setting goes to the school and people are concerned about them. [01:16:00]
VIRNA LITTLE: So we actually have expanded our depression screening effort sometime back to 12 and up routinely and build the PHQA into the system to use in our pediatric providers, and that’s actually the decision support that comes up for patients who are 12 to 17. 
LAURA GALBREATH: Thank you both. Next question is for Virna. How long does suicide risk stay on the patient’s problem list?
VIRNA LITTLE: It stays until somebody takes it off. So a licensed provider, behavioral health, primary care, that assesses the patient and determines that they are currently not a risk for suicide, then that can actually be removed from the problem list. It will stay, not on the active problem list, but if somebody went back and looked at historical problem list, then they would see it there, and at any point it could be reactivated or added back to the active problem list. [01:17:05]
LAURA GALBREATH: Another one for Virna. On the automatic forcing of clinicians to fill out a Safety Plan, is there an override in the event the client is someone who regularly is attention-seeking and may be aware of the form and how to draw out their session purposely? Interesting question.
VIRNA LITTLE: Yeah, there is actually a feature on the decision support. And what we want to know is we want to know providers who addressed it but may not have filled it out, which is two very different things. So somebody could actually, you know, bypass it at any point. We do encourage providers to document it then, you know, in terms of why it wasn’t completed at that or reviewed at that particular session.
LAURA GALBREATH: Thank you. Next question is what is the best way to proceed with risk assessment? I think we touched on some of that. I’m going to go to the next one here. A couple of questions about confidentiality, and so I thought maybe we can start with Virna, but then I think Peggy, I mean if you have any resources or thoughts about confidentiality… We, as CIHS, have had different webinars and pieces of information and tools about confidentiality. So I think it’s something that you need to address, but it is not a barrier to doing this work. But Virna, can you talk about how you guys address that? [01:18:38]
VIRNA LITTLE: Yeah, I think in a couple of different ways. People might be asking about our portals in particularly (ph), because that’s where people generally have the most questions about confidentiality, particularly with a community-based organization. So there is a consent process for the patient from the community organization side that’s kept on file there to allow that provider to access the electronic health record information and so patients know that we’re a team and that there’s some care planning that’s happening across systems for them. [01:19:13]
And then internally, our records are integrated between primary care and behavioral health so that the suicide, on the problem list, you know, would accompany any mental health diagnosis that they had that might also be or that would also be on the problem list; then patients are aware that, you know, we’re an integrated system and that the information is shared across providers. 
And for the patient portal, we elected very early on to not exclude any diagnoses from the problem list that would be viewable to patients. We felt if they were being treated for it, then they should, you know, see it. But presumably they would, you know, know about their diagnosis that they would see when they signed into the patient portal.
LAURA GALBREATH: Great, thank you. Peggy or Mimi, you want to speak anything about resources in the toolkit, or otherwise about confidentiality? [01:20:11]
(Slide)
MIMI McFAUL: This is Mimi. We all have specific resources around confidentiality in the toolkit. It does come up sometimes in our trainings and in some of the ways that Virna mentioned, just in terms of how the electronic health record works and who has access and those kinds of things. 
But usually, you know, we also talk about just in the context of, you know, how kind of serious their risk is, and talking about, you know, that higher, more acute risk, and some of that confidentiality goes out the door. And talking just about, you know, the importance of having other family members, obviously, you know, with the patient’s consent, involved in care and treatment as much as possible, and that that’s shown to have more positive outcomes in the long term. [01:21:06]
So we talk about it kind of in that context, but I imagine the question was kind of more to kind of - with Virna, what you were talking about with the portal kind of issues and who has access and those kinds of things. And we don’t get into that too much, because a lot of the clinics that we’ve done training at either have some level of integration, or we talk to them just kind of about how to, you know, communicate with behavioral health providers around a particular patient, whether or not they have a provider in the community and those kinds of issues. 
LAURA GALBREATH: Um-hmm. Great, thank you. There’s really a comment here from a - I’m sorry, go ahead, Peggy.
PEGGY WEST: One more area that confidentiality and talking about it is really important is means restriction. And that talking with the patient about whatever is in the Safety Plan about restricting means and bringing other family members into that is really important, because that may involve their cooperation. And specifically, the patient knowing that that’s going to happen and to be a part of that is important to make sure it actually gets carried out. [01:22:24]
LAURA GALBREATH: Great, thank you. Everyone can see here I’m adjusting the slide so that you can see the full link at the bottom of that slide; folks were asking for that. 
Virna, do you have any kind of outcome data that you’ve noticed in terms of reduced suicide rates or referral rates? I mean what are you looking at in terms of some of the outcomes from the investment that you’ve put into suicide training and prevention in your agencies?
VIRNA LITTLE: Because of, you know, a lot of where our practices are located, sometimes it’s hard to track, you know, what happens externally, and sometimes you don’t hear immediately, you know, when a patient makes a decision to take their life. [01:23:15]
What we’ve really focused on initially is internal, so how many referrals, you know, to mental health, how many primary care providers are adding, you know, suicide to the problem list and completing Safety Plans, which wasn’t something that they traditionally did as part of a primary care session, and so we’re really looking at those numbers. And I don’t have them handy, but we’re actually really watching, and it’s been really encouraging to see how many primary care providers are actually addressing and reviewing Safety Plans in primary care visits, which I think is something, even though we’ve had an integrated system for some time, that people weren’t doing, and so I think that’s been a huge, positive outcome for us. [01:24:02] 

LAURA GALBREATH: Thank you. Mimi, folks were asking about whether the train-the-trainer primary - if there’s going to be a train-the-trainer for the primary care toolkit, and I believe you said that that is something that’s coming soon.
(Slide)
MIMI McFAUL: Yes. We’re trying to work on that in conjunction with SPRC and tried to build some of the materials. We’re already kind of working on that right now, on the train-the-trainer, the self-guided manual. And so hopefully there will be both training options that people can access through the Web and also train-the-trainer options either on the Web or in person. Some of those are - we’re pending, trying to find some funding for different components of that. But that’s the idea, just those that we can disseminate, you know, faster and more broadly, since it’s just a few of us that have done kind of some training up here and at SPRC, and so we just kind of want to get that more accessible for people. So that’s kind of the next steps. [01:25:07]
LAURA GALBREATH: Great, thank you. The last question really is a comment, and I think it speaks to these - obviously to these tools, and how to make them applicable in your community and the populations you serve. And the comment was that newly resettled Bhutanese population in the U.S. have problem in the adjustment. We’ve had 25 suicides so far within the last couple of years. We don’t have the prevention tools, manpower, or education to prevent these suicides. 
I really think it speaks to the need, but I just want to see if any of our presenters have a comment to share in terms of using these tools and adapting them for, again, your individual community. 
MIMI McFAUL: And Laura, did you mention a specific population at the beginning of that comment? I couldn’t catch that.
(Slide)
LAURA GALBREATH: And I may be saying this incorrectly, but Bhutanese, 
B-H-U-T-A-N-E-S-E, so resettlement population. [01:26:06]
MIMI McFAUL: Okay, right, refugee resettlement populations, right. You know, we talked a little bit just in the trainings about, you know, what patient populations, you know, that that clinic has either particular, you know, affinity with or actually some barriers in connecting. I mean I think about the prevention, you know, field in general. I’ll just say that this is across all the populations, special populations included. I mean I think a lot of us in mental health and behavioral health, you know, weren’t taught about kind of how to do prevention in general. At least I’m speaking from a psychology perspective in our training programs and with healthcare reform and that prevention is potentially funded in a different way. [01:27:03]
It is an opportunity for us to kind of learn what prevention is, what it looks like. And that’s some of what we try to do in the trainings is even educate people about, you know - really, you know, even posting the lifeline number. If that’s all, you know, the clinic is ready and kind of willing to do at that point, that is a prevention effort. Asking a suicide question is a prevention effort. 
(Slide)
So it doesn’t have to be kind of some large coordinated suicide prevention effort, you know, to really kind of make some difference in the prevention realm. But I think there’s a lot of education even within the behavioral health field around what is included in kind of that prevention box and what does it look like. And then when you get into special populations, you know, then it gets a little bit more complicated and needs to be more targeted, I would say, with the messaging and just the interaction in terms of kind of the prevention techniques or approaches. [01:28:06]
PEGGY WEST: This is Peggy. One other approach is, wherever people are having training in their community, to invite, to any suicide prevention training that a clinic is doing, the people who come as translators, from the various sources that translators come from in that community, to be part of the training. They can be very helpful beyond language in picking up other queues if they know what to watch for and how to be a partner in this effort. 
LAURA GALBREATH: Thank you. Anything, Virna, you’d like to share? 

VIRNA LITTLE: No. I think they did a wonderful job of covering that question. 
LAURA GALBREATH: Thank you. That is all the time we have today. You know, once again, a recording as well as a transcription of today’s webinar will be available on the CIHS website within the next 24 hours. I’d like to give a special thank you to all our presenters, to all of you for taking the time to join us today, and especially those that have joined us via quote captioning, which is a new service that we’ve recently offered through CIHS. 
Once you exit the webinar, you will be asked to complete a brief survey, and again, that is very important and gives us important feedback that we use for the development of teacher webinars. Thank you, and have a wonderful afternoon. [01:29:38]
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