
































Similarly, the state of Colorado launched a statewide number (544-493-TALK),e which also,

utilizing the Lifeline crisis center Rocky Mountain Crisis Partners, serves as a hub for several

coordinated crisis services, including the ability to use the call center to provide telephonic

follow up to suicidal persons leaving multiple Colorado emergency rooms. This effort has used

a model that has been shown to result in significant reductions in suicidal behavior in two

controlled studies (Miller, et. al., 2017 and Stanley, Brown et. al., 2018). The launch of the

statewide number has also been associated with an increase in the total statewide crisis call

volume. Colorado has also been building on this crisis center hub model to discourage the use of

jails for mental health treatment and support transporting people to a crisis center rather than an

emergency department.

One intemational experience may be instructive. In England, the move to 1l 1 as the National

Health Service urgent care number has been reported to be associated with a steady increase in

demand over time (Pope, Turnbull, Jones, et. al., z}fi).

Potential Impact of a New N11 Number on the National Suicide

Prevention Lifeline
The language of the Act does not explicitly state what the precise relationship of an Nl 1 number

to the Lifeline should be. For example, the Lifeline could be separate from a new Nl 1 suicide

prevention number; a new Nl l number could become the new Lifeline number; or an Nl l

number and the existing Lifeline number could both be portals into one unified system. Much of

the dialog surrounding the Act, including feedback that SAMHSA received from the expert

stakeholder meeting held in November 2018, has referenced the option of a new N11 number

becoming the new number for the Lifeline. Federal and state experience with other legacy

numbers suggests that if new numbers are developed, legacy numbers must be maintained. For

example, SAMHSA's experience with 1-800-SUICIDE, as well as the experience with other

legacy numbers in Georgia is that it can take many years, for call volume on no longer promoted

hotline numbers to dwindle to the point where shutting them offwould not be a threat to the

public safety. SAMHSA committed to continuing support of the l-8OO-SUICIDE number even

though we were promoting l-800-273-8255 (TALK) as the national suicide prevention number.

e This number was utilized to build on consistency with the National Suicide Prevention Lifeline 1-800-273-8255

(TALK)number.
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Although SAMHSA has not promoted l-800-SUICIDE since 2007,the Lifeline still receives an

average of 178,864 calls annually that are routed from 1-800-SUICIDE. The increased exposure

of the Lifeline number, l-800-273-8255 (TALK), online and through social media, which greatly

exceeds the previous internet presence of l-800-SUICIDE, indicates that 1-800-273-8255

(TALK) will likely continue to be a vital suicide prevention hotline number. If an Nl I number

was disconnected from the Lifeline, this would needlessly divide the nation's efforts to improve

crisis response. The best option would be the value added to the existing Lifeline efforts by the

establishment of an Nl1 number that would also be a portal into the Lifeline network. In our

judgment, this would have the potential for reaching significantly more people at risk for suicide

and to significantly enhance crisis services.

glL,z!!,and 6l-1 Significance for the National Suicide Prevention

Lifeline
In discussions at SAMHSA's November 2018 expert stakeholder meeting, it was clear that in the

mental health and suicide prevention communities 911 is viewed as the gold standard for crisis

response. Even among mental health providers and programs the statement "If this is an

emergency, call 9l l" is commonly the recorded message most will hear if unable to reach a

provider. A "911 for the brain" model could potentially have many advantages. As described by

the Office of Emergency Services in the National Highway Transportation Administration, over

the past 40 years a national vision of comprehensive, evidence-based emergency medical

services and 911 systems that is inherently safe, effective, integrated, seamless, and socially

equitable has driven positive change. Yet, even after 40 years of progress, the 911 system while

pervasive across America, does not exist in every county. While 911 is not perfect, no one

would seriously argue about returning to a time before 911 and its pivotal role in a national effort

to dramatically improve emergency medical services. A crucial observation here is that while

assignment by the FCC of 9l I as a national emergency number did not in and of itself create an

evolving and improving emergency medical response system, the 911 number has undoubtedly

played a critical role in catalyzingthe development of these services, in the same way that the

statewide numbers in Georgia and Colorado have played a pivotal role in improving crisis

services in those states.
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The rapid dispatching of ambulance and EMTs through 911 is vitally important when someone

has made a suicide attempt. The capacity of 911 centers to utilize geolocation technology to

identifu the physical location of an individual who has made a suicide attempt is a significant

advantage that9ll centers have over the current Lifeline, particularly in a time when cell phones

are so common. Though contacting 911 to dispatch police or ambulance may be necessary in
some circumstances where there is a high imminent risk of suicide, many calls related to suicidal

ideation are able to be addressed with talk alone and without the dispatching of a first responder.

The ability of the Lifeline crisis center to provide telephonic crisis intervention, referral, and

follow up may be sufficient to avoid ambulance and police dispatch and transport to

overcrowded emergency departments. For example, collaborations such as the Harris Center in
Houston's colocation with 911 services allows many 911 callers to be seamlessly responded to

by a Lifeline call center. Similarly, the backup system of crisis centers that currently exists

within the Lifeline is an advantage that 911 centers do not have. While 911 might not be a

perfect model for suicide prevention, there are likely many lessons that can be adapted from the

emergency medical services experiences that could improve crisis intervention and suicide

prevention in the United States.

In addition to 911, 211, which is the national information and referral number, has also been

suggested as a potential model for suicide prevention. Forty of the 163 Lifeline crisis centers are

currently blended 2l l/crisis centers, meaning those centers have both information and referral

and crisis response capacity. Suicidal callers frequently need an array of community services.

So this connection has numerous advantages in making community connections. However, not

all2ll centers have crisis capacity and the number 211 is associated with information and

referral, which, while valuable, does not communicate that this number is a number that suicidal

people or their families can call at any time of the day or night for immediate crisis intervention.

In other words, the numbers 211 do not communicate a crisis or emergency service in the way

that 911 does. In addition, using 2ll asthe national suicide prevention number would involve

combining two different functions, one urgent or emergent and the other not. A crisis number

needs to have unique characteristics, including availability 24 hours a day, seven days a week,

365 days ayeat. In addition, calling the number should result in rapid response and the number

should be widely recognized as a crisis number, these are not typically characteristics associated

with 211 as a number.
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In SAMHSA's experience, utilizing one number for a dual purpose has not been successful.

Specifically, in the wake of Hurricane Katrina, which was prior to the establishment of
SAMHSA's National Disaster Distress Helpline, the Lifeline number was also used for disaster

mental health crisis. Many individuals in post disaster distress did not understand why they were

being encouraged to call a suicide hotline, but to have taken the word suicide out of the

Lifeline's recorded message would have been to risk compromising its basic function.

Numerous participants at SAMHSA's November 2018 expert stakeholder meeting proposed 6l I
as the most likely and potentially available Nl1 number. The establishment of 6l l or an

alternative N1l number for suicide prevention and crisis intervention would also have the

potential, because it would be designated for urgent or emergent crisis situations, to be utilized as

an altemative to 911 by primary care offices or other health providers. Such providers might

otherwise contact 911 anytime they encounter a person expressing suicidal ideation. Because

such an Nll number would not be linked to near automatic dispatch of ambulance or police there

could be a reduction in unnecessary emergency department use.

In summary, the establishment of an Nl 1 national suicide prevention number may be a critical

catalyst in the transformation of the nation's psychiatric emergency and crisis system in the same

way that the establishment of 9l I has led to an ongoing transformation of the nation's

emergency medical system. The establishment of an Nl l phone number has the potential to

significantly increase the number of people in suicidal crisis who are helped and assist crisis

centers to become the central hub for an improved community crisis system. To make this vision

a reality would require more than an Nl l number. It would require a coordinated effort between

the federal govemment, states, the health care system, and many others to fill the gaps in our

current systems and help halt the tragic rise in suicide across the country. It would also require

careful analysis by states, potentially in consultation with SAMHSA, of the necessary crisis

center capacity to answer current and projected call volume safely and effectively, as well as a

commitment to ongoing, data driven quality improvement efforts.
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Recommendations for Improving the Lifeline
Increased public education and awareness

If an Nl 1 number is assigned by the FCC, a public education and awareness campaign to

publicize the new number would be instrumental in encouraging the use of the new number.

Implementation of such a campaign should be done in coordination with ramped up capacity to

respond to these calls. An example of this approach that is instructive was New York City's

simultaneous public awareness campaign with the upscaling of the LifeNet Crisis Center. The

reach of the campaign could be tracked by looking at call volume data in the targeted areas.

Regardless of whether an Nl1 number is assigned, public education regarding when to call 911

versus when to call the Lifeline could potentially be of benefit in increasing access while

decreasing emergency department utilization.

Education focused on state and local policy makers to correct the misunderstanding that the

Lifeline is a centrally located federally funded large crisis center, rather than a decentralized

system that relies on community crisis center capacity and local resources, would also be

important. Greater recognition that the Lifeline rests on the shoulders of 163 local crisis centers

could lead to gteater support and increased capacity for these crisis centers who comprise the

nation's safety net for suicidal persons.

Improved infrastructure and operations

As previously described, the major challenge regarding Lifeline's infrastructure and operations is

the need to expand Lifeline's community crisis center capacity, either by adding more crisis

centers to the network or by resourcing existing crisis centers to expand their coverage areas.

States such as Colorado and Utah invested in their crisis systems and provide support to have

Lifeline calls answered and as a result have most of their Lifeline calls answered in state. Some

changes to the Lifeline infrastructure were suggested at the November meeting convened by

SAMHSA. For example, one suggestion was funding 1-3 large crisis centers to answer calls in a

manner similar to what the VA has done in establishing 3 large crisis centers to answer VCL

calls. This would require a very significant expansion of SAMHSA funding and would lose the

connection to local emergency and mental health resources that exists in the current system.

Others at the meeting have pointed to the consolidation of poison control centers in the U.S. as a
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model which led to better funding and greater capacity. This Poison Control model has

advantages that could benefit the Lifeline if adapted, such as, the shared use of specialized

professionals, such as toxicologists, and the close links to emergency departments and other

health care facilities. Closer linkages between the Lifeline crisis centers with the health and

mental health systems would be a great advantage. While currently some centers are deeply

embedded in their state's health care system (e.g. Georgia, Colorado, Arizona), other centers are

much more detached. Connections to advanced data systems and technologies as called for in

the Crisis Now model would also be significant, including enhanced telehealth capacities

(National Action Alliance for Suicide Prevention: Crisis Services Task Force,2016l. Adding

geolocation capacities would also be a significant improvement to better enable locating acutely

suicidal individuals who have made suicide attempts or who are at imminent risk of doing so.

Continued attention to data driven improvement efforts, such as those that led to the

development of the Lifeline's Standards for Suicide Risk Assessment and the Guidelines for

Callers at Imminent Risk, are important, but can also be expanded to more effectively follow up

with suicidal individuals who currently become lost between the fragmented components of our

systems. Making Lifeline centers the hub of more coordinated crisis systems with what the

Crisis Now model calls Air Traffic Control Capacity - the ability to track and not lose suicidal

people during acute care transitions - could ideally become a crucial performance improvement

metric, as vitally important as call abandonment rates or call response time.

Finally, it is noted that 911 and the emergency medical services system has a federal home and

locus for envisioning and driving forward improvements across the nation, in a way that

currently does not exist for psychiatric emergency and crisis services. SAMHSA's efforts with

its Lifeline Steering Committee is probably the closest effort currently. A federal effort modeled

on the Office of Emergency Medical Services (housed in the Department of Transportation)

could serve a key role in helping to achieve the kind of transformative impact for which 911 is

the exemplar.

Cost Considerations

In addition to the costs that will be evaluated by the FCC, such as the costs of translation

changes, cell site analysis, and reprogramming by wireless carriers, there are other very relevant
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cost considerations associated with responding to increased volume of crisis calls. The Lifeline

estimated that the cost for a high performing crisis center to respond to a crisis call would be

approximately $25 per call (National Suicide Prevention Lifeline, 2018). Based on this estimate,

if the ease of use of an Nl l number led to a 100 percent increase in the number of crisis calls (or

approximately an additional two million calls), the additional cost for this capacity would be $50

million. If each suicidal caller were to receive telephonic follow up until connected to care, a

study estimated that there would be a2 to I return on investment because of reduced emergency

department and hospitalization costs (Richardson, Mark, McKeon, 20141. Similarly another

recent study showed that telephonic follow up of suicidal people leaving emergency departments

was cost effective compared to usual care for these same reasons at a cost of $4300 per life year

saved annually (Denchev, Pearson, Allen, et.al, 2018). Increasing funding by about $50 million

would enable the current system to increase capacity to manage anticipated call volume and is

likely to be associated with cost offset or savings through reduced emergency department visits

and avoidable hospitalizations.
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Appendix 1,: National Suicide Prevention Lifeline In-State Answer

Rate

In-State Answer Rate by Originating State, 71112018 to9l30l20l8

Alabama 64

Alaska 68Y"
i;d*"

Arkansas 570h

California
Colorado

Connecticut

870h

i 8+:%
880

Delaware
Distrig] of Qolgrylia

Florida l

g7o/o

5:6oh

77o/o

22o/"

Hawaii 900

Idaho 76Vo

Illinois 27"h
570h
660/0

63V.

73o/"

Mqlylan{ 90o/o

In-StateState

29',h

94o/o

Massachusetts 650/0

36
Minnesota

Missouri- Monia"i:

20

80o/o

87(,h
g20h

Nebraska 720h

Nevada
NgrrHappshirg

New lgrsey
New Mexico

54o/o

700/"
83Yo

83o/o
I

I

New York
North Carolina
North Dakota

Ohio

400h
88(,h

70o/"
790/0,, :

I

I790h

24

Oklahoma



370h
Rhode Island

South Carolina
South Dakota

170h

%
950h

Tennessee 680h
Texas
Utah

Vermont

24'/"
950
Sl,h

57o/o

w
West Virginia

Wisconsin

780h
700
300

Wyoming 0o/o
a These percentages exclude callers who "press l" to be connected to the Veterans Crisis line.
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Appendix}:21't Century Cures Act - Section 9005: National Suicide

Prevention Lifeline Program
SEC. 9005. NATIONAL SUICIDE PREVENTION LIFELINE PROGRAM. SUbPATt 3 Of PATI B

of title V ofthe Public Health Service Act(42U.S.C. 290bb-31 et seq.) is amended by inserting

after section520E-2(42 U.S.C. 29}bb-36b) the following: "SEC.520E-3. NATIONAL

SUICIDE PREVENTION LIFELINE PROGRAM. "(a) IN GENERAL.-Tho Secretary, acting

through the Assistant Secretary, shall maintain the National Suicide Prevention Lifeline program

(referred to in this section as the 'program'), authorized under section 520A and in effect prior to

the date of enactment of the Helping Families in Mental Health Crisis Reform Act of 2016. "(b)

ACTIVITIES.-In maintaining the program, the activities of the Secretary shall include- "(l)
coordinating a network of crisis centers across the United States for providing suicide prevention

and crisis intervention services to individuals seeking help at any time, day or night; "(2)

maintaining a suicide prevention hotline to link callers to local emergency, mental health, and

social services resources; and "(3) consulting with the Secretary of Veterans Affairs to ensure

that veterans calling the suicide prevention hotline have access to a specializedveterans' suicide

prevention hotline. "(c) AUTHORIZATION OF APPROPRIATIONS.-To carry out this

section, there are authorized to be dppropriated $7,198,000 for each offiscal years 201 8 through

2022."
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Appendix 3: National Suicide Hotline Improvement Act Expert

Stakeholder Meeting Participant List

National Suicide Hotline Improvement Act Meeting

November 29-30,2A18

PARTICIPANT'S LIST

ATTENDEES

Michael Allen
Rocky Mountain Crisis Center
michael.allen(@ucdenver.edu

Jennifer Battle
Harris Center

i ennifer.battle (Pthehaniscenter. or g

Sam Brinton
The Trevor Project
sam.brinton@ thetrevorproj ect.org

Colleen Carr
Education Development Center, Inc.
ccarr@.edc.ors

David Covington
RI International
david. covington(@riinternational. com

Colleen Creighton
American Association of Suicidology
ccrei qhton@suicidolo gy. org

Kita Curry
Didi Hirsh Mental Health Services

kcunv@didihirsch.org

Jeffrey Davis
American College of Emergency Physicians

idavis@acep.org

Michelle Dirst
American Psychiatric Association
rndirst@psych.org

Ashby Dodge
Vibrant Emotional Health

adodge(@vibrant.org

John Draper
Vibrant Emotional Health
JohnD@vibrant.org

Katherine Elkins
National Highway Traffic SafetY

Administration
katherine.elkins(ddot. gov

Pam End of Hom
Indian Health Service
pamela. endofhorn@ihs. eov

Lynda Gargan
National Federation of Families for
Children's Mental Health
lgarean@ffcmh.ore

Madelyn Gould
New York State Psychiatric Institute
madelvn. eould@nyspi. columbia. edu
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Tristan Gonindo
American Psychiatric Association
tgorrindo@psych.org

Deborah Hobbs
American Psychiatric Nurses Association
dhobbs(Oapna.org

Dwight Holton
Lines for Life
dwi ghth@,linesforlife. org

Roshni Janakiraman
Florida State University

i anakiraman@psy. f'su.edu

Connor Jobes

American Foundation for Suicide Prevention

cjobes@afsp.ore

Marilyn Jones

Federal Communications Commission
rnarilyn j one s (4)fcc. gov

Savannah Kalman
SAMHSA
savannah. kalman(D,s amhs a. hhs. go v

Stephen Kaminski
American Association of Poison Control
Centers
kaminski@aapcc.org

Tracy Kennedy
Real Crisis Services
tskepnedy@ embarq mail. com

Angela Kimball
National Alliance on Mental Illness -

ISMICC
akimball(@nami.org

David Koosis
Vibrant Emotional Health
dkoosis@vibrant.org

Kristin Kroeger
American Psychiatric Association
kkroeger@psych.ors

Celia Lewis
Federal Communications Commission
celia.lewis(@lcc.qov

John Madigan
American Foundation for Suicide Prevention

imadisan({Pafsp.ore

Christy Malik
National Association of State Mental Health
Program Diectors
chri sty. mali k(rDnasmhpd. org

Richard McKeon
SAMHSA
richard.mckeon(@ sarnhsa.hhs. gov

Matthew Miller
Veterans Crisis Line
matthew.millerS @va. gov

Kimberly Mullen
Veterans Crisis Line
Kimberly.Mullen2@va. gov

MonicaNemec
Centerstone America
Monica.Nemec@centerstone. or g

Craig Obey
American Psychiatric Association
cobev(Dosvch.ors
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Jane Pearson
NIMH
j pearson@rnail.nih. gov

Matt Taylor
Vibrant Emotional Health
rntaylor@vibranl.org

Rajeev Ramchand
Cohen Vetems Network
raj eev.ram chand@ cohenveteransnetwork.or
(,
E

Caitlin Thompson
Cohen Veterans Network
Caitlin. thomn son(rDcohenveteransnetwork. or
g

Jerry Reed
Education Development Center, Inc.
jreed@,gdc.org

James Wright
Veterans Crisis Line
James.wriqht(Ova.gov

Brie Reimann
National Council for Behavioral Health
communications((0thenationalcouncil. org

Catherine Reynolds
Mental Health America
creynolds@rnentalhealthamerica.net

Loren Rives
American College of Emergency Physicians
lrives(Eaceo.ore

Jack Rozel
American Association for Emergency
Psychiatry
rozeli .edu

Sandra Schneider
American College of Emergency Physicians
sschneider@acep.orq

Michelle Sclater
Federal Communications Commission
michelle. sclater@.fcc. gov

Shari Sinwelski
Vibrant Emotional Health
ssinwelski@vibrant. or g

29


