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PREF A CE FRO M THE SURG E O N G ENERAL :

Su icide exacts an enormous to ll from the American peop le. Our Nat ion
loses 30,000 lives to th is tragedy each year, another 650,000 receive
emergency care after attempting to take their own lives. The devastating
trauma , loss, and suffering is mu lt ip lied in the lives of fam ily members
and friends. Th is document , National Strategy for Suicide Prevention
– Goals and Objectives for Action, lays the foundat ion of our Nat ion's
strategy to confront th is serious pub lic health prob lem .

At th is document's source are count less ded icated ind ividuals repre-
sent ing every facet of our Nat ion's commun it ies. They include represen-
tat ives to a 1993 Un ited Nat ions/World Health Organ izat ion Conference
who p layed key ro les in estab lish ing gu idelines for nat ional su icide pre-
vent ion strateg ies. They include the passionate grassroots act ivists whose
work st imu lated Congressional Reso lut ions declaring su icide prevent ion
a nat ional priority and calling for our own nat ional strategy. They include
ded icated pub lic servants and private ind ividua ls who jo int ly organ ized
and part icipated in the first Nat ional Suicide Prevent ion Conference in
1998 to conso lidate a scient ific base for th is crit ical endeavor. These peo-
p le and their efforts led d irect ly to pub licat ion of the Surgeon General's
Call to Action to Prevent Suicide - 1999 w ith its most important rec-
ommendat ion , the comp let ion of the National Strategy for Suicide
Prevention.

After listen ing to the concerns of the American peop le, Government
leaders helped bring stakeho lders together in a sh in ing examp le of pub-
lic-private co llaborat ion to ach ieve th is major m ilestone in pub lic health .
Those who have invested their hearts and m inds in th is effort believe it
effect ively po ints the way for organ izat ions and ind ividua ls to curta il the
tragedy of su icide and su icidal behavior. Though it does not specify all
the deta ils, it provides essent ia l gu idance and suggests the fundamenta l
act ivit ies that must fo llow–act ivit ies based on the best availab le science.

Nearly ha lf of the States are engaged in su icide prevent ion and many
have a lready comm it ted sign ificant resources to imp lement programs.
Their leadersh ip in eva luat ing the effect iveness of these programs w ill
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help guide the efforts of States that follow in their paths. Most of these
p lans recogn ize that much of the work of su icide prevent ion must occur
at the commun ity level, where human relat ionsh ips breathe life into pub-
lic po licy. American commun it ies are also home to scores of faith-based
and secu lar in it iat ives that help reduce risk factors and promote protec-
t ive factors associated w ith many of our most pressing social prob lems,
includ ing su icide.

As you read further, keep in m ind that the National Strategy for
Suicide Prevention is not the Surgeon Genera l's strategy or the Federa l
government's strategy; rather, it is the strategy of the American peop le
for improving their hea lth and well-being through the prevent ion of su i-
cide. I congratulate each person who p layed a role in bring ing it to com-
p letion . You have served your fellow Americans well.

Sincerely yours,

David Satcher, M .D., Ph.D.
Surgeon Genera l
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FRO M THE N ATIO N AL CO U N CIL FOR SUICID E PREVENTIO N

Dear Surgeon General Satcher:

The members of the Nat iona l Council for Su icide Prevent ion are writ-
ing to express strong support for th is landmark document -- the first ever
National Strategy for Suicide Prevention (National Strategy) .

We are part icu larly gratefu l to you for bring ing needed attent ion to
the prob lem of su icide in our country, and for your ro le in the pub lic/pri-
vate effort that has led to the National Strategy. Further, we app laud
the fact that th is strategy has been created from the expert ise and expe-
rience of menta l hea lth clin icians, research scient ists, su icide survivors,
persons who have attempted su icide, prevent ion advocates and other
concerned ind ividua ls.

The enormous amount of t ime and effort that went into the develop-
ment of the National Strategy is reflected in its clarity of purpose and
its comprehensiveness. From our perspect ive, the goa ls and ob ject ives, as
articulated and well documented in the strategy, provide a focus for the
suicide prevent ion work of all groups at nat ional, State and local levels.

W ith this broad agreement on what must be done to prevent suicide,
we now face a new challenge, which is how to achieve, to the fullest
extent possib le, the goals and ob ject ives presented in the strategy and to
ensure that it reaches a ll Americans.

As a council of nat ional not-for-profit organ izat ions whose primary
focus is the prevent ion of su icide, we are ded icated to working w ith each
other and w ith our co lleagues in government and the private sector to
do what we can to ensure the t imely imp lementat ion of the National
Strategy. Together, we can and w ill do more to prevent loss of life from
suicide.
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Respectfu lly subm it ted ,

A lan L. Berman , Ph .D .
American Associat ion of Su icido logy

Clark Flatt
The Jason Foundat ion 

Iris Bolton
The Link Counseling Center's Nat iona l Resource Center for Su icide
Prevent ion and Aftercare 

James Clemons
Organ izat ion for Attempters and Survivors of Su icide in Interfaith
Services 

Jackie Casey
Su icide Awareness\Vo ices of Educat ion 

Robert Gebb ia
American Foundat ion for Suicide Prevent ion 

Reese Butler
Krist in Brooks Hope Center

Donna Holland Barnes
National Organization for Peop le of Color Against Suicide

Mary Jean Coleman
Samaritans, Inc.

Jerry Weyrauch
Su icide Prevent ion Advocacy Network 

Da le Emme
Yellow Ribbon Su icide Prevent ion Program
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N A TI O N A L STR A TE G Y F O R SUIC I D E  PRE V E N TI O N
G O A L S  A N D  O B J E C T I V E S  F O R  A C T I O N

TA BLE O F C O NTE NTS

F OREW ORD :

Pub lic efforts lead ing to the Goals and Objectives for Action
The National Strategy concept
Benefits of a National Strategy
About the Goals and Objectives for Action

INTRO D UCTIO N :

What is the U.S. National Strategy for Suicide Prevention?
A Plan for Su icide Prevent ion: Goa ls, Ob ject ives and Act ivit ies
The pub lic health approach as app lied to su icide prevent ion 
The internat iona l experience bu ild ing su icide prevent ion strateg ies

CH APTERS 1-11 , GO ALS A N D O BJECTIVES F OR ACTIO N :

Why th is goa l is important to the National Strategy
Background informat ion and current status
How w ill the ob jectives facilitate achievement of the goal?
Discussion of ind ividual ob ject ives

1. Promote awareness that su icide is a pub lic hea lth prob lem that is
preventab le

2. Develop broad-based support for su icide prevent ion
3. Develop and imp lement strateg ies to reduce the st igma associat-

ed w ith being a consumer of menta l hea lth , substance abuse and
su icide prevent ion services

4. Develop and imp lement commun ity-based su icide prevent ion
programs

5. Promote efforts to reduce access to letha l means and methods of
self-harm
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6. Imp lement tra in ing for recogn it ion of at-risk behavior and deliv-
ery of effect ive treatment

7. Develop and promote effect ive clin ica l and professiona l pract ices
8. Increase access to and commun ity linkages w ith menta l hea lth

and substance abuse services
9. Improve report ing and portrayals of su icidal behavior, mental ill-

ness and substance abuse in the enterta inment and news med ia
10. Promote and support research on suicide and suicide prevention
11. Improve and expand surveillance systems

C H APTER 1 2 : LO O KIN G A HE A D

Investment and co llaborat ion
Cha llenges to overcome
Next steps

REFERENCES

A PPEN DICES :

A: NSSP Goals and Objectives for Action: Summary list
B. Eva luat ion of su icide prevent ion programs 
C. Su icide prevent ion efforts in process of evaluat ion
D . NSSP Federa l Steering Group Agency descript ions
E . G lossary
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F ORE W ORD

PUBLIC EFF ORTS LE A DIN G TO TH E G O A LS A N D O BJECTIVES F O R A CTIO N

Su icide has sto len lives around the world and across the centuries.
Mean ings attributed to su icide and not ions of what to do about it have
varied w ith t ime and p lace, but su icide has cont inued to exact a relent-
less toll. Only recent ly have the know ledge and tools become availab le to
approach su icide as a preventab le prob lem w ith realist ic opportun it ies to
save many lives. The goals and ob ject ives presented here, a cornerstone
of our Nat ion's strategy to prevent su icide, are framed upon these

To most of those who have experienced it , the horror of depression
is so overwhe lm ing as to be qu ite beyond expression , hence the frus-
trated sense of inadequacy found in the work of even the greatest
art ists....If our lives had no other conf igurat ion but th is, we shou ld
want , and perhaps deserve , to perish ; if depression had no termina-
tion , then su icide wou ld , indeed , be the on ly remedy. But one need
not sound the fa lse or insp irat iona l note to stress the truth that
depression is not the sou l’s ann ih ilation ; men and women who have
recovered from the d isease – and they are countless – bear w itness
to what is probab ly its on ly saving grace :  it is conquerab le .

W illiam Styron

Su icide is a part icu larly awfu l way to d ie :  the menta l suffering lead-
ing up to it is usually pro longed , intense , and unpalliated . There is no
morph ine equ iva lent to ease the acute pa in , and death not uncom-
mon ly is vio lent and grisly. The suffering of the su icidal is private and
inexpressib le , leaving fam ily members, friends, and co lleagues to
deal w ith an almost unfathomab le kind of loss, as we ll as gu ilt .
Su icide carries in its aftermath a leve l of confusion and devastat ion
that is, for the most part , beyond descript ion .

Kay Redfield Jam ison
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advances in science and pub lic hea lth . Su icide is a serious pub lic hea lth
prob lem .

The French socia l scient ist , Em ile Durkheim (1858-1917) developed a
method of study that became the foundat ion for scient ific inqu iry about
su icide. Instead of basing h is conclusions on ly upon commona lit ies
among peop le known to have d ied by su icide, Durkheim orig inated the
scient ific exp lorat ion of risk factors for su icide by comparing one group
w ith another (Durkheim , 1897/1951). To Durkheim , the d ifferences in
rates of su icide cou ld be attributed to d ist ingu ish ing socio log ica l charac-
terist ics among those popu lat ion groups. Comparing those who are su i-
cida l w ith those who are not , or groups having h igh rates of su icide w ith
those having low rates is the incrementa l process by wh ich risk and pro-
tect ive factors for su icide have been unveiled .

In the Un ited States, large-sca le efforts to prevent su icide began in
1958 through funds from the U .S. Pub lic Hea lth Service to estab lish the
first su icide prevent ion center. Based in Los Angeles, Edw in Shneidman ,
Norman Farberow , and Robert Litman stud ied suicide in the context of
provid ing commun ity service and crisis intervent ion (Shneidman and
Farberow , 1965). Other crisis intervent ion centers were founded across
the country to rep licate the Los Angeles Su icide Prevent ion Center's serv-
ice component.

A more direct Federal role in suicide prevention began in 1966 when the
Center for Studies of Suicide Prevention was established at the National
Institute of Mental Health (NIMH). In time, this unit became the Suicide
Research Unit (no longer existing) that championed the risk factor
approach to suicide prevention, a central tenet in the public health model
of prevention embodied in this National Strategy for Suicide Prevention
(National Strategy or NSSP). During the next two decades, the American
Association of Suicidology and then the American Foundation for Suicide
Prevention were established. Among their activities these professional and
private voluntary organizations worked to increase the scientific under-
standing of suicide as a base for effective prevention activities.
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In 1983, the Centers for Disease Contro l and Prevent ion (CDC) estab-
lished a vio lence prevent ion un it that brought to pub lic attent ion a d is-
turb ing increase in youth su icide rates. In response, the Secretary of
Health and Human Services estab lished the mu lt i-year pub lic/private
Secretary's Task Force on Youth Suicide to review what was known about
risk factors for youth su icide and prom ising intervent ions. These reviews
and the Task Force's prevention recommendations were pub lished in
1989 (ADAMHA , 1989).

Short ly thereafter an internat iona l effort cu lm inated in the Un ited
Nat ions/World Hea lth Organ izat ion 's 1996 summary, Prevent ion of
Su icide: Gu idelines for the Formu lat ion and Imp lementat ion of Nat ional
Strateg ies (UN/WHO , 1996). In the U.S., the Su icide Prevent ion Advocacy
Network (SPAN USA), a grassroots advocacy organ izat ion includ ing su i-
cide survivors (persons close to someone who comp leted su icide), su icide
attempt survivors, and commun ity act ivists champ ioned these gu idelines
as a way to encourage development of a nat ional su icide prevent ion
strategy for the Un ited States. Their work to marsha l socia l w ill for su i-
cide prevent ion generated Congressiona l Reso lut ions recogn izing su icide
as a national prob lem and suicide prevention as a national priority. These
reso lut ions provided further impetus to develop a nat ional su icide pre-
vention strategy.

SPAN propelled the creat ion of an innovat ive pub lic/private partner-
sh ip to jo int ly sponsor a Nat iona l Su icide Prevent ion Conference con-
vened in Reno , Nevada , in October 1998 (Reno Conference). Part icipat ing
agencies w ith in the U .S. Department of Hea lth and Human Services were
the Centers for Disease Contro l and Prevent ion , the Nat iona l Inst itutes of
Health , the Office of the Surgeon General, the Substance Abuse and
Mental Health Services Adm in istrat ion , the Health Resources and Services
Adm in istrat ion , the Ind ian Hea lth Service and the Pub lic Hea lth Service
Reg iona l Hea lth Adm in istrators. Conference part icipants, includ ing
researchers, hea lth , menta l hea lth and substance abuse clin icians, po licy
makers, su icide survivors, consumers of menta l hea lth services, and com-
mun ity act ivists and leaders d iscussed eight background papers that
were comm issioned to summarize the evidence base for su icide preven-
tion (Silverman , Davidson , and Potter, 2001). Working in reg ional, multi-
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d iscip linary groups, part icipants at the Reno Conference offered many
recommendat ions for act ion that were shaped into a list of 81 by an
expert panel.

Moving forward w ith the work of the Reno Conference, the Surgeon
Genera l issued h is Call to Action to Prevent Suicide in Ju ly 1999,
emphasizing su icide as a serious pub lic health prob lem . (USPHS, 1999)
The Surgeon General's Call introduced a b lueprint for addressing suicide
prevent ion through Awareness, Intervent ion , and Methodo logy (AIM),
wh ich describes 15 broad recommendat ions, contain ing goal state-
ments, broad ob ject ives, and recommendat ions for imp lementat ion ,
consistent w ith a pub lic hea lth approach to su icide prevent ion . AIM rep-
resents a consolidat ion of the highest-ranked of the 81 Reno Conference
recommendat ions accord ing to their scient ific evidence, feasib ility, and
commun ity support .

Cont inu ing attent ion to su icide prevent ion issues and the sign ificant
ro le of menta l hea lth and substance abuse services in su icide prevent ion
is reflected in the landmark Mental Health: A Report of the Surgeon
General (DHHS, 1999) and in the nat ion's pub lic health agenda , Healthy
People 2010, (see Ob ject ives 18-1 and 18-2)(DHHS, 2000). The effect ive
imp lementat ion of the National Strategy w ill p lay a crit ica l ro le in reach-
ing the su icide prevent ion goa ls out lined in Healthy People 2010 . In
early 2000, the Secretary of Hea lth and Human Services officia lly estab-
lished the National Strategy Federa l Steering Group (FSG) to , "...ensure
resources ident if ied ...for the purpose of comp let ing the National
[Su icide Prevent ion] Strategy are coord inated to speed its progress." The
FSG carefu lly reviewed the recommendat ions of both the Reno meet ing
and the Call to Action w ith a view to develop ing a comprehensive p lan
out lin ing nat iona l goa ls and ob ject ives that wou ld st imu late the subse-
quent development of defined act ivit ies for local, State and Federal part-
ners.

The National Strategy Leadersh ip Consu l tan ts (see
Acknow ledgments) met to ident ify the scope and priorit ies for these
Goals and Objectives for Action. The Leadersh ip Consu ltants have con-
t inued to refine the goa ls and ob ject ives as part of a broad ly inclusive



GOALS AND OBJECTIVES FOR ACTIONF ORE W ORD 2 1

NATIONAL STRATEGY FOR SUICIDE PREVENTION

process wh ich has invited crit ical exam inat ion by scient ific, clin ical, and
government leaders; other professionals; and the general pub lic. Revised
draft goals and ob ject ives were also posted on the World W ide Web invit-
ing comment . During 2000, pub lic hearings on Goals and Objectives
for Action were held in Atlanta, Boston , Kansas City, and Portland to
provide a face-to-face forum for add it ional input and clarificat ion .

Working in collaboration to develop the National Strategy has been
a process that has promoted investment in the goal of su icide prevent ion
and promoted broad co llaborat ion in prevent ion act ivit ies. Th is vo lume,
the National Strategy for Suicide Prevention: Goals and Objectives
for Action , represents a sign ificant m ilestone and cont inu ing progress
towards all of the elements in a p lanned national strategy.

THE N ATIO N AL STRATEG Y CO N CEPT

A nat iona l strategy to prevent su icide is a comprehensive and inte-
grated approach to reducing the loss and suffering from su icide and su i-
cidal behaviors across the life course. It encompasses the promot ion ,
coord ination , and support of activities that w ill be imp lemented across
the country as cu lturally appropriate, integrated programs for su icide
prevent ion among Americans at nat ional, reg ional, tribal, and commun i-
ty levels.

A broad pub lic/private partnersh ip is essent ial for develop ing and
imp lement ing a nat ional strategy. Interwoven w ith in a nat ional strategy
are three key ingred ients for act ion to improve su icide prevent ion: a
know ledge base, the pub lic w ill to support change and generate
resources, and a social strategy to accomp lish change. Develop ing a
nat ional strategy provides an opportun ity to convene pub lic and private
partners across many sectors of society – government , pub lic health ,
educat ion , human services, relig ion , voluntary organizat ions, advocacy,
and business – to susta in a true, nat iona l effort .



GOALS AND OBJECTIVES FOR ACTION F ORE W ORD2 2

NATIONAL STRATEGY FOR SUICIDE PREVENTION

BE N EFITS O F A N ATIO N AL STRATEGY

A nat ional strategy for su icide prevent ion can raise awareness and help
make su icide prevent ion a nat ional priority. Th is can help d irect resources
of a ll kinds to the issue.

A nat iona l strategy provides an opportun ity to use pub lic-private part-
nersh ips and the energy of survivors to engage those who may not have
considered suicide prevent ion w ithin their purview . It supports collabo-
rat ion across a broad spectrum of agencies, inst itut ions, groups, and
commun ity leaders as imp lementat ion partners.

A nat ional strategy can link informat ion from many prevent ion pro-
grams to avo id un intent iona l dup licat ion and d issem inate informat ion
about successfu l prevent ion intervent ions.

A nat ional strategy can d irect attent ion to measures that benefit the
who le popu lat ion and , by that means, reduce the likelihood of su icide
before vulnerable individuals reach the point of danger.

Su icide is an outcome of comp lex interact ions among neurob io log ica l,
genet ic, psycho log ica l, socia l, cu ltura l, and environmenta l risk and pro-
tect ive factors. Mu lt ip le risk and protect ive factors interact in su icide pre-
vent ion . Development of a nat ional strategy can bring together mu lt ip le
d iscip lines and perspect ives to create an integrated system of interven-
t ions across mult ip le levels, such as the fam ily, the ind ividual, schools, the
commun ity, and the health care system .

Co llaborat ing in a nat ional strategy can help develop priorit ies in an
equitab le way. Resources are always finite and priorit ies d irect resources
to pro jects that are likely to address the greatest needs and ach ieve the
greatest benefits. Some types of expert ise are not availab le across all
commun it ies. A nat iona l strategy can provide techn ica l assistance w ith
va luab le types of expert ise to strengthen commun ity programs.

An evidence-based nat ional strategy can maxim ize success when rec-
ommendations are imp lemented locally. Sound evaluation of community
programs, in turn , bu ilds the evidence base.
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KEY ELE M E NTS O F A  PL A N N E D N A TIO N A L STRA TE G Y

A nat ional strategy for the prevent ion of su icide has many interre-
lated elements contribut ing to success in reducing the to ll from su i-
cide .

n A means of engag ing a broad and d iverse group of partners to
develop and imp lement the nat ional strategy w ith the support of
pub lic and private social policies

n A sustainab le and funct ional operat ing structure for partners
w ith authority, fund ing , responsib ility, and accountab ility for
nat ional strategy development and imp lementat ion

n Agreements among Federal agencies and institutions outlining
and coord inat ing their appropriate segments of the nat ional
strategy

n A summary of the scope of the prob lem and consensus on pre-
vention priorities; for examp le, The Surgeon General's Call to
Action to Prevent Suicide 1999 (USPHS, 1999).

n Specified national strategy aims, goals, and measurab le ob jec-
tives integrated into a conceptual framework for suicide preven-
tion

n Appropriate and evaluab le act ivit ies for pract it ioners, po licy mak-
ers, service providers, communities, fam ilies, agencies, and other
partners 

n A data collection and evaluation system to track information on
su icide prevent ion and benchmarks for nat iona l strategy progress
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A B O UT THE G O ALS A N D OBJECTIVES FOR A CTIO N

The Goa ls and Ob ject ives for Act ion represents a synthesis of perspec-
t ives from researchers and scient ists, pract it ioners, leaders of non-
governmenta l organ izat ions and groups, Federa l agencies, survivors, and
commun ity leaders. Because Goa ls and Ob ject ives for Act ion is meant to
be usefu l for app licat ions outside the t ight ly contro lled research envi-
ronment , it bu ilds on and extrapo lates from the lim ited rea lm of scien-
tific evidence in suicide prevention . While goals and ob jectives must be
consistent w ith ava ilab le scient ific evidence and support the expansion of
the scient ific know ledge base, they are a lso intended for use in other
environments: pub lic po licy and commun ity act ion .

Goa ls and ob ject ives are among many elements needed for a nat iona l
strategy, not the entire strategy. The b lend of evidence represented in the
Goals and Ob ject ives for Act ion helps gu ide an informed select ion of
act ivit ies for su icide prevent ion across the spectrum of the nat ion . The
nat iona l d ia logue to determ ine specific act ivit ies to accomp lish each
ob ject ive w ill be an extension of the consensus reached on these h igher
order goa ls and ob ject ives. In that subsequent step , responsib ility and
accountab ility for carrying out act ivit ies w ill be accorded in the deta ils of
how each act ivity should be accomp lished , by whom , and w ith what
resources.

Development of specific act ivit ies provides the opportun ity to address
the part icu lar needs of subgroups at h igh risk for su icide and part icu lar
cu ltural/ethn ic/social contexts for imp lementat ion . For instance, the
ob ject ive to "increase the proport ion of fam ily, youth , and commun ity
service organ izat ions and providers w ith evidence based su icide preven-
t ion programs" can be ach ieved by d ifferent prevent ion act ivit ies appro-
priate for younger African-American ma les, the elderly, gay and lesb ian
youth , persons w ith ma jor menta l illnesses, or American Ind ians and
A laskan Nat ives.

Severa l broad themes for the National Strategy for Suicide
Prevention are interwoven throughout the specific goa ls and ob ject ives
in th is vo lume. These themes are valuab le considerat ions as groups and
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ind ividua ls across the country move forward in design ing and strength-
en ing su icide prevent ion act ivit ies. The ma jor themes are:

l Draw attent ion to a w ide range of act ions so that specific act ivi-
t ies can be developed to fit the resources and areas of interest
of peop le in everyday commun ity life as well as professiona ls,
groups, and pub lic agencies. As the eighth lead ing cause (see
Figure 1) of death among Americans, su icide affects fam ilies
and commun it ies everywhere across the Nat ion . Su icide preven-
tion is everyone's business.

l Seek to integrate su icide prevent ion into exist ing hea lth , menta l
hea lth , substance abuse, educat ion , and human services act ivi-
t ies. Sett ings that provide related services, such as schoo ls,
workp laces, clin ics, med ica l offices, correct iona l and detent ion
centers, eldercare facilit ies, faith-based inst itut ions, and commu-
n ity centers are a ll important venues for seam less su icide pre-
vent ion act ivit ies.

l Guide the development of activities that w ill be tailored to the
cu ltural contexts in wh ich they are offered . Wh ile un iversal inter-
vent ions are app licab le w ithout regard to risk status, un iversa l
does not mean that one size fits a ll. The cu ltura l and develop-
menta l appropriateness of su icide prevent ion act ivit ies derived
from these goa ls and ob ject ives is a vita l design and imp lemen-
tation criteria.

l Seek to elim inate d isparit ies that erode suicide prevent ion act ivi-
t ies. Th is is an important comm itment in the National Strategy.
Hea lth care d isparit ies are attributab le to d ifferences such as
race or ethnicity, gender, education or income, d isab ility, age,
stigma, sexual orientation , or geographic location .

l Emphasize early intervent ions to reduce risk factors for suicide
and promote protect ive factors. As important as it is to recog-
n ize and help su icida l ind ividua ls, progress depends on meas-
ures that address prob lems early and promote strengths so that
fewer peop le become suicidal.
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l Seek to bu ild the Nat ion's capacity to conduct integrated act ivi-
t ies to reduce su icida l behaviors and prevent su icide. Capacity
bu ild ing w ill ensure the ava ilab ility of the resources, experience,
skills, tra in ing , co llaborat ion , eva luat ion , and mon itoring neces-
sary for success.

Moving forward w ith these Goals and Objectives for Action can
bring su icide prevent ion into the forefront of the Nat ion's pub lic com-
m itment to hea lth and well-being . Working together in a coord inated
and systemat ic way towards appropriate act ivit ies for each ob ject ive w ill
lead to measurab le progress.

FIG URE 1 :
SUICID E A M O N G LE A D I N G C A USES O F D E A THS BY A GE GR O UP - 1998
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INTRO D UCTIO N

WHAT IS THE U .S. N ATIO N AL STRATEG Y F OR SUICIDE PREVE NTIO N?

The National Strategy for Suicide Prevention (National Strategy or
NSSP) is designed to be a catalyst for social change w ith the power to
transform attitudes, policies, and services. Representing the combined
work of advocates, clinicians, researchers and survivors, the National
Strategy lays out a framework for action and guides development of an
array of services and programs yet to be set in motion. It strives to promote
and provide direction to efforts to modify the social infrastructure in ways
that w ill affect the most basic attitudes about suicide and its prevention,
and that w ill also change judicial, educational, and health care systems.

As conceived, the Strategy requires a variety of organizations and indi-
viduals to become involved in suicide prevention and emphasizes coordi-
nation of resources and culturally appropriate services at all levels of gov-
ernment–Federal, State, tribal and community. The NSSP represents the
first attempt in the United States to prevent suicide through a coordinated
approach by both the public and private sectors.

This document, Goals and Objectives for Action, is a key element in the
National Strategy. Its clear articulation of a set of goals and objectives
provides a roadmap for action. The next step w ill be to develop a detailed
plan that includes specific activities corresponding to each objective. The
Strategy, as represented here, is highly ambitious because the devastation
wrought by suicide demands the strongest possible response.

The NSSP is based on existing know ledge about suicidal behavior and
suicide prevention. It employs the public health approach, which has
helped the nation effectively address problems as diverse as tuberculosis,
heart disease, and unintentional injury. This Introduction to Goals and
Objectives for Action outlines the components of a comprehensive suicide
prevention plan, describes the public health approach as it relates to sui-
cide, and summarizes the know ledge gained from the experience of suicide
prevention initiatives in other nations.
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A  PL A N F OR SUICIDE PREVENTIO N :  G O ALS ,  OBJECTIVES A N D A CTIVITIES

This document presents the 11 goals and 68 objectives of this compo-
nent of the National Strategy.

A set of activities w ill be developed for each objective in the next phase
of the NSSP. Goals, objectives and activities are defined as follows:

G O AL: A goal is a broad and high-level statement of general purpose to
guide planning around an issue. It is focused on the end result of the work.

OBJECTIVE: An objective narrows the goal by specifying the who, what,
when and where associated w ith obtaining the goal or clarifies by how
much, how many, or how often. Ideally, an objective offers measurable
milestones or targets and is very specific–it clearly identifies what is to be
achieved. The objectives that appear in the Goals and Objectives for
Action should be considered "developmental" until all these requisites are
established. Until then, the target date of 2005 is used as a place holder
on most Objectives to convey a sense of urgency, while considering the
time needed for government and private-sector organizations to make
progress toward the goal (see also Chapter 12 for the discussion on bench-
marks).

AIMS O F THE N ATIO N AL STRATEG Y

n Prevent premature deaths due to suicide across the life span
n Reduce the rates of other suicidal behaviors
n Reduce the harmful after-effects associated with suicidal behav-

iors and the traumatic impact of suicide on family and friends
n Promote opportunities and settings to enhance resiliency,

resourcefulness, respect, and interconnectedness for individuals,
families, and communities
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A CTIVITIES: Act ivit ies specify how ob ject ives w ill be reached . They are
the “ th ings that w ill be done” to ensure that the goals and ob ject ives are
met . A small select ion of act ivit ies are suggested w ith in “Ideas for
Action” boxes that are p laced throughout th is document . These are
designed primarily to be illustrat ive of the types of act ivit ies that w ill be
developed in the next phase of the NSSP, and their presence in the Goals
and Objectives for Action is not meant as proof of their effect iveness,
but rather as a st imu lus to creat ive th inking in develop ing su icide pre-
vent ion act ivit ies. The fina l set of act ivit ies for the National Strategy w ill
occur through a national consensus process designed to fully engage the
Nat ion and assure maximum invo lvement in its imp lementat ion .

THE PUBLIC HE ALTH A PPRO A CH

The pub l ic hea l th
approach to su icide pre-
vent ion , reflected in the
National Strategy, repre-
sents a rat ional and organ-
ized way to marshal pre-
vent ion efforts and ensure
that they are effect ive. In
contrast w ith the clin ica l
med ica l approach , wh ich
exp lores the history and
hea l th cond i t ions tha t
cou ld lead to su icide in a
sing le ind ividua l, the pub-
lic hea lth approach focus-
es on ident ifying patterns
of su icide and su icida l
behavior throughout a
group or populat ion . Its
five basic steps are shown
in (Figure 2): 

FIG URE 2 :
THE PUBLIC HE ALTH A PPRO A CH TO PRE V E NTIO N
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These steps may occur sequent ially, but they also somet imes overlap .
For examp le, the techn iques used to define the prob lem , such as deter-
m in ing the frequency w ith wh ich a part icu lar prob lem arises in a com-
mun ity, may be used in assessing the overall effect iveness of prevent ion
programs. Informat ion ga ined from eva luat ions may lead to new and
prom ising intervent ions.

TH E PUBLIC HE ALTH A PPRO A CH AS APPLIED T O SUICIDE PREVE NTIO N

CLEARLY DEFINE THE PROBLEM

Co llect ing informat ion about the rates of su icide and su icida l behavior
is known as surveillance. Surveillance may also include co llect ion of infor-
mat ion on the characterist ics of ind ividuals who d ie by su icide, the cir-
cumstances surround ing these incidents, possib le precip itat ing events,
and the adequacy of social support and health services. Somet imes data

FIG URE 3 :
U NITED STATES SUICID E R ATES, 1933–1998

YE AR

S o u r c e : N a t i o n a l  C e n t e r  f o r  H e a l t h  S t a t i s t i c s
A g e - a d j u s t e d  t o  1940  U . S .  P o p u l a t i o n
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are collected on the cost of injuries related to suicidal behavior.
Surveillance helps to define the prob lem for a community. It documents
the extent to wh ich su icide is a burden to a commun ity and how su icide
rates vary by t ime (see Figure 3) geograph ic reg ions, age groups, or spe-
cia l popu lat ions (see Figure 4).

FIG URE 4 :
SUICID E RATES VA RY BY G E O GR A PHIC RE GIO N

A G E-A DJUSTE D SUICID E R ATES BY STATE

U NITE D STATES , 1998

RATE P E R

1 0 0 , 0 0 0  P O P.

S o u r c e : N a t i o n a l  C e n t e r  f o r  H e a l t h  S t a t i s t i c s
A g e - a d j u s t e d  t o  1 9 4 0  U . S .  P o p u l a t i o n
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Wh ile data on su icides are ava ilab le, data on attempted su icides, par-
t icu larly among adu lts, are much less comp lete. Su icide rates vary by age,
gender, and ethn ic groups, as shown in the accompanying charts (see
Figures 5 and 6).

It is generally agreed that not all deaths that are suicides are reported as
such. Deaths may be misclassified as homicides or accidents where indi-
viduals have intended suicide by putting themselves in harm's way and lack
of evidence does not allow for classifying the death as suicide. Other sui-
cides may be m isclassified as accidental or undeterm ined deaths in defer-
ence to community or family. Many studies suggest that the actual suicide
rate is considerably higher than recorded. (Clark et al., 1992; Gibbs et al.,
1988; O 'Carroll, 1989).

FIG URE 5 :
SUICID E RATES BY A GE G RO UP A N D SEX

UNITED STATES, 1998

A GE G RO UP I N YE ARS

S o u r c e : N a t i o n a l  C e n t e r  f o r  H e a l t h  S t a t i s t i c s
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Suicide rates have changed over time, especially among certain sub-
groups. For example, from 1980 to 1996, the rate of suicide among chil-
dren aged 10-14 increased by 100 percent, and among African-American
males aged 15-19, the rate increased by 105 percent (Peters et al., 1998).

While no national data base of attempted suicide exists, the Youth Risk
Behavior Survey, conducted by the CDC biennially, provides important
information on young people (CDC, 1999). This survey consistently finds
that a large number of youth in grades 9-12 consider or attempt suicide
(Brener, Krug, & Simon, 2000).

Suicide is very costly to the Nation. In addition to the emotional suffer-
ing experienced by family members of those who have died by suicide and
the physical pain endured by those who have attempted suicide, there are

FIG URE 6 :
SUICID E RATES BY RA C E,  ETH NICITY A N D A GE

U NITED STATES, 1995–1998
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financial costs. However, attempts to compute such costs on a national
basis are based on incomplete data (e.g., underreporting of suicides and
an absence of reliable data on suicide attempts); in addition, such esti-
mates, like economic analyses of other health problems, are of necessity
based on certain assumptions, and the accuracy of these cannot always be
assured. Consequently, there is no firm consensus on the true dollar costs
of suicide. One economic analysis, however, estimated the total economic
burden of suicide in the U.S. in 1995 to be $111.3 billion; this includes
medical expenses of $3.7 billion, work-related losses of $27.4 billion, and
quality of life costs of $80.2 billion (M iller et al., 1999).

While national data provide an overall view of the problem , State and
local suicide rates vary considerably from these national rates. Local data
are key to effective prevention efforts. It is important to note, however,
that local suicide rates, due to the significant fluctuations that occur in
small populations, are often not useful in evaluating the effectiveness of
suicide prevention programs in the short-run. "Proxy" measures may work
better, including changes in risk and protective factors.

IDENTIFY RISK A N D PROTECTIVE FACTORS

Risk factors may be thought of as leading to or being associated w ith
suicide; that is, people "possessing" the risk factor are at greater potential
for suicidal behavior. Protective factors, on the other hand, reduce the like-
lihood of suicide. They enhance resilience and may serve to counterbalance
risk factors. Risk and protective factors may be biopsychosocial, environ-
mental, or sociocultural in nature. Although this division is somewhat arbi-
trary, it provides the opportunity to consider these factors from different
perspectives.

Understanding the interactive relationship between risk and protective
factors in suicidal behavior and how this interaction can be modified are
challenges to suicide prevention (Móscicki, 1997). Unfortunately, the sci-
entific studies that demonstrate the suicide prevention effect of altering
specific risk or protective factors remain limited in number (see Appendix
C).
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However, the impact of some risk factors can clearly be reduced by cer-
tain interventions such as providing lithium for manic depressive illness or
strengthening social support in a community (Baldessarini, Tando, Hennen,
1999). Risk factors that cannot be changed (such as a previous suicide
attempt) can alert others to the heightened risk of suicide during periods
of the recurrence of a mental or substance abuse disorder or follow ing a
significant stressful life event (Oquendo et al., 1999). Protective factors are
quite varied and include an individual's attitudinal and behavioral charac-
teristics, as well as attributes of the environment and culture (Plutchik &
Van Praag, 1994). Some of the most important risk and protective factors
are outlined below .

Measures that enhance protective factors play an essential role in pre-
venting suicide. However, positive resistance to suicide is not permanent,
so programs that support and maintain protection against suicide should
be ongoing.

PROTECTIV E F A CTORS F OR SUICID E

n Effective clinical care for mental, physical, and substance use 
disorders 

n Easy access to a variety of clinical interventions and support for
help-seeking 

n Restricted access to highly lethal means of suicide
n Strong connections to family and community support
n Support through ongoing medical and mental health care 

relationships
n Skills in problem solving, conflict resolution, and nonviolent 

handling of disputes
n Cultural and religious beliefs that discourage suicide and support

self-preservation
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RISK F A CTORS F OR SUICID E
BIOPSYCHOSOCIAL RISK FACTORS

n Mental disorders, particularly mood disorders, schizophrenia,
anxiety disorders and certain personality disorders

n Alcohol and other substance use disorders
n Hopelessness
n Impulsive and/or aggressive tendencies
n History of trauma or abuse
n Some major physical illnesses
n Previous suicide attempt
n Family history of suicide

ENVIRONMENTAL RISK FACTORS

n Job or financial loss
n Relational or social loss
n Easy access to lethal means 
n Local clusters of suicide that have a contagious influence

SOCIOCULTURAL RISK FACTORS

n Lack of social support and sense of isolation
n Stigma associated with help-seeking behavior
n Barriers to accessing health care, especially mental health and

substance abuse treatment
n Certain cultural and religious beliefs (for instance, the belief that

suicide is a noble resolution of a personal dilemma)
n Exposure to, including through the media, and influence of 

others who have died by suicide
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Information about risk and protective factors for attempted suicide is
more limited than that on suicide. One problem in studying nonlethal sui-
cidal behaviors is a lack of consensus about what actually constitutes sui-
cidal behavior (O'Carroll et al., 1996). Should self-injurious behavior in
which there is no intent to die be classified as suicidal behavior? If intent
defines suicidal behavior, how is it possible to quantify a person's intent to
die? The lack of agreement on such issues makes valid research difficult to
conduct. As a result, it is not yet possible to say w ith certainty that risk and
protective factors for suicide and non-lethal forms of self-injury are the
same. Some authors argue that they are, whereas others accentuate dif-
ferences (Duberstein et al., 2000; Linehan, 1986).

DEVELOP A N D TEST INTERVENTIO NS

Suicide prevention interventions reduce risk or enhance protective fac-
tors; some address both. Interventions, like risk and protective factors, may
be characterized along biopsychosocial, environmental, and sociocultural
dimensions. An intervention might attempt to influence some combination
of psychological state, physical environment, or the cultural/subcultural
conditions. Alternatively, suicide prevention efforts have been classified as
either universal, selective, or indicated: a universal approach is designed for
everyone in a defined population regardless of their risk for suicide, such
as a health care system , or a county, or a school district; a selective
approach is for subgroups at increased risk, for example, due to age, gen-
der, ethnicity or family history of suicide; and an indicated approach is
designed for individuals who, on exam ination, have a risk factor or condi-
tion that puts them at very high risk, for example, a recent suicide attempt
(Gordon, 1983). The intersections of these dimensions in a matrix shows
the intended mechanisms of action and the level of population addressed
by interventions. The matrix can identify gaps for development of addi-
tional suicide prevention approaches and help match intervention evalua-
tions to the intended outcomes and mechanisms of action.

Rigorous scientific testing of interventions, prior to large scale imple-
mentation, is important to ensure that interventions are safe, ethical, and
feasible. This testing usually undergoes several stages including small scale,
or pilot studies, of efficacy and effectiveness. Efficacy studies test whether
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a preventive or treatment intervention works under ideal conditions. The
application of the intervention is monitored closely and the question, "Can
it work?" is addressed. Only if the answer is "yes" are effectiveness studies
undertaken in real world settings. A different question is answered here: "If
you do this in the real world, does it prevent suicide?" When interventions
have been documented as safe, ethical and feasible, further testing w ith
larger groups can also lead to refinements and enhancements based on
important differences among age, gender, geographic, and cultural
groups. It is frequently difficult to conduct efficacy studies, although in the
absence of such studies, if an intervention does not work, there is no way
to know if that is because the program idea was flawed or because the
implementation was flawed.

In actuality, defin it ive p ilot stud ies are frequent ly m issing for many
types of socia l and menta l hea lth intervent ions, includ ing those designed
to prevent su icide. By defau lt , program p lanners may incorporate "prom-
ising" intervent ions into commun ity su icide prevent ion p lans before the
evidence base is fu lly developed . Th is makes carefu l eva luat ion of loca l
outcomes especially important .

IMPLEMENT INTERVENTIO NS

State and loca l organ izat ions w ill often develop su icide prevent ion
programs that consist of a broad m ix of intervent ions. By select ing inter-
vent ions from several cells in the "Matrix of Intervent ions for Su icide
Preven t ion ," a more com prehensive program can be deve loped .
Considerat ions for select ing the elements of a program , i.e., the m ix of
intervent ions that w ill be imp lemented , include loca l needs (based on a
specific assessment of the prob lem of su icide in the commun ity) and an
ana lysis of cost vs. potent ia l effect iveness of d ifferent intervent ions.
Moreover, program p lanners w ill need to consider ways to integrate
intervent ions into exist ing programs and to strengthen co llaborat ion .

Such comprehensive su icide prevent ion programs are believed to have
a greater likelihood of reducing the su icide rate than are intervent ions
that address only one risk or protective factor, particularly if the program
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incorporates a range of services and providers w ithin a community.
Comprehensive programs engage commun ity leaders through coalit ions
that cut across trad it ionally separate sectors, such as health and mental
health care, pub lic health , just ice and law enforcement , educat ion and
social services. The coalit ions involve a range of groups, includ ing faith
commun it ies, civic groups, and business. Su icide prevent ion programs
need to support and reflect the experience of survivors, bu ild on com-
mun ity va lues and standards, and integrate loca l cu ltura l and ethn ic per-
spect ives (U.S. Department of Health and Human Services, 1999). For
examp le, cu ltura l proh ib it ions on ta lking about su icide may have to be
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taken into account in the development of certa in types of programs.
Evaluat ion can help determ ine if community intervent ions are having the
desired effect for a ll groups.

EV ALU ATE EFFECTIVE N ESS

It is important to note that most intervent ions that are assumed to
prevent su icide, includ ing some that have been w idely imp lemented ,
have yet to be evaluated . An ideal, "evidence-based" intervent ion is one
that has been evaluated and found to be safe, eth ical, and feasib le, as
well as effect ive. Determ inat ion of cost effect iveness is another impor-
tant aspect of eva luat ion . Eva luat ion can help determ ine for whom a par-
t icu lar su icide prevent ion strategy is best fit ted or how it shou ld be mod-
ified in order to be maxima lly effect ive. Append ix B provides add it iona l
informat ion on eva luat ion .

TH E INTERN ATIO N AL EXPERIEN CE B UILDIN G SUICID E PREVENTIO N

STRATEGIES

Through the NSSP, the Un ited States has jo ined the sma ll number of
nat ions that have created a nat ional strategy for the prevent ion of sui-
cide that is both comprehensive and mu lt ifaceted and in wh ich there is
a p lanned integrat ion among d ifferent prevent ion components (Taylor et
a l., 1997). The U.S. strategy bu ilds on the experience of other nat ions and
a lso incorporates the recommendat ions o f the 1996 pub licat ion
Prevention of Suicide: Guidelines for the Formulation and
Implementation of National Strategies , pub lished by the Un ited
Nat ions/World Hea lth Organ izat ion (Un ited Nat ions, 1996).

The first nat iona l su icide prevent ion strategy was in it iated in Fin land in
1986; the Finn ish in it iat ive has provided tremendous amounts of infor-
mat ion that have been helpfu l in the creat ion of the nat iona l su icide pre-
vent ion strateg ies of other countries, includ ing the U.S. The U.S. strategy
also benefits from the nat ional suicide prevent ion efforts of Norway,
Sweden , New Zealand , Australia , the Un ited Kingdom , The Netherlands,
Estonia, and France.
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Nat iona l strateg ies for su icide pre-
vent ion share a number of common
elements. These include a focus on
educat ional sett ings as a site of inter-
vent ion; attempts to change the por-
traya l of su icida l behavior and menta l
i l lness in the med ia; ef forts to
increase the detect ion and treatment
of depression and other menta l ill-
nesses, includ ing alcoho l and sub-
stance use d isorders; an emphasis on
reducing the st igma associated w ith
being a consumer of mental health or
substance abuse services; strateg ies
designed to improve access to servic-
es; promot ion of effect ive clin ica l
pract ices; and ef forts to reduce
access to letha l means of su icide. Not
every country w ith a national suicide
prevent ion stra tegy, ho wever,
includes a ll of these elements in its
strategy, although all current strate-
g ies do include p lans for increasing
research on su icide and su icide pre-
vention (IASP, 1999).

Even when nations address the same issue in their strateg ies, they fre-
quent ly do so in d ifferent ways. For instance, intervent ions after a su icide
has occurred (called postvent ion) aimed at reducing the impact of su icide
on surviving friends and relat ives have been proposed by all countries.
However, approaches to postvent ion vary across countries. For examp le,
Norway has proposed outreach services to relat ives and friends of those
who d ied by su icide in the commun ity, wh ile other countries that have
focused on youth su icide prevent ion , such as New Zealand , suggest spe-
cific postvent ion efforts to m in im ize su icide contag ion in schoo l sett ings.

EFFECTIV E SUICID E 
PRE V E NTIO N PRO GRA MS:

n Clearly identify the population
that will benefit from each inter-
vention and from the program as
a whole;

n Specify the outcomes to be
achieved;

n Are comprised of interventions
known to effect a particular out-
come;

n Coordinate and organize the
community to focus on the issue;
and

n Are based on a clear plan with
goals, objectives and implemen-
tation steps.
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One important d ifference among nat ions w ith respect to their nat ion-
a l strateg ies is the extent to wh ich the commun ity is invo lved in the cre-
at ion and imp lementat ion of the in it iat ive. The UN/WHO gu idelines rec-
ommend that no sing le agency, organizat ion , or governmental body
have so le responsib ility for su icide prevent ion (Ramsey & Tanney, 1996).
In th is regard , a part icu lar strength of the Finn ish strategy has been
strong commun ity invo lvement in the process of develop ing and imp le-
ment ing its strategy. Other countries w ith d ifferent resources, have
needed to rely heavily on government agencies to imp lement their strate-
g ies. The development of the National Strategy in the U.S. has been led
by the Federa l government , but in co llaborat ion w ith numerous non-gov-
ernmental organ izat ions and w ith advice from hundreds of interested ,
ind ividua l cit izens.

Nat iona l su icide prevent ion strateg ies vary in terms of their target
aud iences. The National Strategy is aimed at the ent ire popu lat ion of
the U.S. and in th is respect is sim ilar to the strateg ies of Norway, Sweden ,
and Fin land . In contrast , New Zea land and Austra lia focus exclusively on
youth su icide. Fin land has a lso targeted young men for specia l attent ion ,
g iven their increasing rate of su icide in that country.

The UN/WHO gu idelines recommend that su icide prevent ion programs
be coherent in their approach . Nat ions take d ifferent approaches to
ensuring such coherence. For examp le, the Finn ish in it iat ive commenced
w ith a nat iona l research study on su icide, using the psycho log ica l autop-
sy method . Data derived from th is research were used to help in the
development and imp lementat ion of su icide prevent ion programs. In
contrast , the New Zea land strategy was gu ided by a literature review
born out of a workshop that included representat ion from both govern-
menta l and non-governmenta l organ iza t ions, inc lud ing advocacy
groups. The development of the U .S. strategy has been based on the
pub lic health model, wh ich has proven so effect ive for approach ing other
hea lth prob lems.

The extent to wh ich eva luat ion is a centra l component of a nat ion's
su icide prevent ion strategy varies considerab ly. The Finn ish government
comm issioned both an interna l and externa l eva luat ion to assess the out-
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come of the strategy (Upanne, 1999). Norway has p lans for an externa l
evaluation of its strategy, and Australia requires evaluation for all fund-
ed demonstrat ion projects. New Zealand agencies are self-monitoring; in
add it ion , a small steering group convenes annually and reports to the
M inisters of Health and Youth Affairs on the progress of the strategy. As
recommended by the UN/WHO gu idelines, the U.S. strategy includes spe-
cific ob ject ives w ith the potent ial for measurement . Provision is also
made for the evaluat ion of specific prevent ive intervent ions.

SU M M ARY

Su icide is a ma jor cause of death in the U .S. and a lso
contributes–through su icide attempts–to d isab ility and suffering . Su icide
is a serious pub lic hea lth prob lem . Persons who experience the loss of
someone close as a resu lt of su icide experience tremendous emot iona l
trauma . Su icide is a special burden for certain age, gender, and ethn ic
groups, as well as part icu lar geograph ic reg ions. The pub lic health
approach provides a framework for a nat iona l strategy to address th is
serious nat iona l prob lem . The Goals and Objectives for Action that fol-
low are designed to provide d irect ion to the Nat ion on ways to prevent
suicide and suicidal behavior.
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G O A L 1
PRO M OTE A W ARE N ESS TH AT SUICID E IS A PUBLIC HE A LTH

PRO BLE M TH AT IS PRE V E NT A BLE

W H Y IS THIS G O A L IMPORTA NT T O THE N ATIO N AL STRATEG Y?

In a democrat ic society, the stronger and broader the support for a
pub lic hea lth in it iat ive, the greater its chance for success. The socia l and
po lit ical w ill can be mob ilized when it is believed that su icide is prevent-
ab le. If the genera l pub lic understands that su icide and su icida l behav-
iors can be prevented , and peop le are made aware of the ro les ind ividu-
a ls and groups can p lay in prevent ion , many lives can be saved .

In order to mob ilize socia l and po lit ica l w ill, it is important to first d is-
pel the myths that surround su icide. Many of these myths relate to the
causes of su icide, the reasons for su icide, the types of ind ividua ls who
contemp late su icide, and the consequences associated w ith su icida l
ideat ion and attempts. Better awareness that su icide is a serious pub lic
hea lth prob lem resu lts in know ledge change, wh ich then influences
beliefs and behaviors (Satcher, 1999). Increased awareness coup led w ith
the d ispelling of myths about su icide and su icide prevent ion w ill resu lt in
a decrease in the st igma associated w ith su icide and life-threaten ing
behaviors. An informed pub lic awareness coup led w ith a socia l strategy
and focused pub lic w ill lead to a change in the pub lic po licy about the
importance of invest ing in su icide prevent ion efforts at the loca l, State,
reg iona l, and nat iona l level (Mrazek & Haggerty, 1994).

B A CK GRO U N D IN F ORM ATIO N A N D CURRE NT STATUS

The factors that contribute to the development , maintenance, and
exacerbat ion of su icida l behaviors are now better understood from a
pub lic hea lth perspect ive (Silverman & Maris, 1995). A pub lic hea lth
approach a llows su icide to be seen as a preventab le prob lem , because it
offers a way of understand ing pathways to self-in jury that lend them-
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selves to the development of testab le prevent ive intervent ions (Gordon ,
1983; Potter, Powell & Kachur, 1995). A lthough some have criticized the
pub lic hea lth mode l of su icide as
being too d isease-oriented , it does, in
fact , take into account psycho log ical,
emot iona l, cogn it ive, and socia l fac-
tors that have been shown to con-
tribute to suicidal behaviors (Potter,
Rosenberg , & Hammond , 1998).

Suicide is a major pub lic health prob lem . It is one of the top ten lead ing
causes of death in the Un ited States, ranking 8th or 9th for the last few
decades. For the approximately 31,000 su icide deaths per year, there are
an est imated 200,000 add it iona l ind ividua ls who w ill be affected by the
loss of a loved one or acqua intance by su icide. The econom ic and emo-
tional toll on the Nation is profound (Palmer, Revicki, Halpern , &
Hatziandreu , 1995).

H O W WILL THE O BJECTIVES F A CILITATE A CHIEVE M E NT O F THE G O AL?

The ob ject ives estab lished for th is goal are focused on increasing the
degree of cooperat ion and co llaborat ion between and among pub lic and
private ent it ies that have made a comm itment to pub lic awareness of
su icide and su icide prevent ion . To accomp lish th is goal, support for inno-
vat ive techn iques and approaches is needed to get the message out , as
well as support for the organizat ions and inst itut ions involved .

Objective 1.1: By 2005, increase the number of States in which 
public information campaigns designed to increase
public knowledge of suicide prevention reach at least
50 percent of the State's population.

Suicide has been designated as a serious public health problem by the
U.S. Surgeon General, and the 105th U.S. Congress has recognized that this
problem deserves increased attention [U.S. Senate Resolution 84 (5/6/97)

DID Y O U K N O W?

In the 10 years 1989-1998, 307,973
peop le d ied as a resu lt of su icide .
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and U.S. House Resolution 212 (10/9/98)]. They recognize suicide as a
national problem and declare suicide prevention as a national priority,
encouraging the development of an effective national strategy for the pre-
vention of suicide. Public and private organizations have developed infor-

mation campaigns to educate the
public that suicide is preventable, as
it can be a consequence of other
treatable disorders such as depres-
sion, schizophrenia, bipolar illness,
alcohol and drug abuse, and certain
med ica l cond it ions. Campa igns
alert professional, community, and
lay groups about the common signs
and symptoms associated w ith sui-
cidal behavior. Some organizations
w ith existing campaigns include the

American Association of Suicidology (AAS), the American Foundation for
Suicide Prevention (AFSP), the Suicide Awareness\Voices of Education
(SA\VE), the Suicide Prevention Advocacy Network (SPAN USA), and Yellow
Ribbon Suicide Prevention Program.

Public information campaigns can take many forms. No single slogan or
message works for everyone. For example, the primary purpose of the
annual National Depression Screening Day is to identify, in a variety of set-
tings, individuals w ith symptoms of depression and refer them for treat -
ment (Jacobs, 1999b). However, such a screening program performed at
primary care centers, mental health and substance abuse treatment cen-
ters, colleges, universities, and places of employment can play an important
role in raising awareness and educating large groups of individuals about
this mental disorder and its association w ith suicidal behaviors. Because no
one is immune to suicide the challenge is to develop a variety of messages
targeting the young and the old, various racial and ethnic populations,
individuals of various faiths, those of different sexual orientations, and peo-
ple from diverse socioeconomic groups and geographical regions.

IDE AS F OR A CTIO N

Work w ith loca l med ia to deve lop and
d issem inate pub lic service announce-
ments describ ing a safe and effective
message about su icide and its preven-
tion.
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Objective 1.2: By 2005, establish regular national congresses on 
suicide prevention designed to foster collaboration
with stakeholders on prevention strategies across 
disciplines and with the public.

Broad-based part icipat ion and invo lvement is needed to ensure
progress in reducing the to ll of su icide. Open d iscussion and assessment
of suicide prevention programs can only lead to their refinement and
better chances for success.

The techn iques and too ls to create and imp lement prevent ion in it ia-
t ives can be taught and demonstrated . Learn ing how to develop and d is-
sem inate pub lic health messages and to mount pub lic health campaigns
is crit ica l to imp lement ing su icide prevent ion efforts.

A number of organ izat ions have convened annual, nat ional meet ings
devoted to su icide prevent ion . Current ly, such meet ings are sponsored by
AAS, AFSP, and b ienn ia lly by the
Internat iona l Associat ion for Su icide
Prevent ion (IASP). The estab lishment of
regu lar nat iona l congresses on su icide pre-
vent ion , co l labora t ive ly sponsored by
more than one organ izat ion , w ill ma inta in
interest and focus on th is issue. Ideally,
these nat ional congresses shou ld be spon-
sored by pub lic/private partnersh ips (see
Ob ject ive 2.2), and focus on needs and
p lans for coord inat ing effect ive su icide
prevent ion efforts.

IDE AS F OR A CTIO N

Identify foundations and other
stakeholders to contribute to the
support of nat iona l congresses
on su icide prevent ion . 
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Objective 1.3: By 2005, convene national forums to focus on issues
likely to strongly influence the effectiveness of suicide
prevention messages.

Nat iona l forums increase awareness of the prob lem of su icide and
serve to mob ilize socia l w ill. Such meet ings keep the sub ject in the fore-
front of attent ion and ra ise concerns to the nat iona l level. Such act ivit ies
increase connectedness between and among key stakeho lders, and serve
to bring support , consensus and co llaborat ion to su icide prevent ion
efforts.

Focusing on factors that influence
the effect iveness of su icide prevent ion
in it iat ives is crit ical to an overall strat-
egy. National forums are opportuni-
ties to focus on specific issues that
affect a ll efforts to mount su icide pre-
vent ion in it iat ives. By h igh light ing
specif ic areas, consensus can be
reached on how best to incorporate
elements into a su icide prevent ion
p lan and how best to eva luate effec-
t iveness.

Objective 1.4: By 2005, increase the number of both public and 
private institutions active in suicide prevention that
are involved in collaborative, complementary dissem-
ination of information on the World Wide Web.

The World W ide Web offers an unpara lleled opportun ity to bring pub-
lic health informat ion to a much broader aud ience because it can be
accessed at home, at work, at schoo ls, at commun ity centers, at libraries,
or at any other locat ion where there is access to the Internet . Not on ly
does the World W ide Web offer excit ing possib ilit ies for the delivery of
pub lic hea lth messages (includ ing promot ing awareness and referra l

IDE AS F OR A CTIO N

Incorporate su icide a w areness and
prevention messages into emp loyee
assistance program activities in busi-
nesses w ith greater than 500 emp loy-
ees. 
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sources for those in need), but it offers an opportun ity to develop pre-
ventive interventions as well.

For examp le, the World W ide Web
offers the potential for interactive d ia -
logue and exchange of accurate infor-
mation. Clear, concise, and culturally
sensit ive pub lic hea lth messages are
key to assist ing ind ividua ls to eva luate
their at-risk status accurately and to
know where and how to get help . It
therefore is important that both pub lic and private inst itut ions comm it-
ted to su icide prevent ion act ivit ies co llaborate and cooperate to deliver
informat ion that is consistent , comparab le, comp lementary, and not
compet it ive. In add it ion to several Federal websites (see Append ix D),
some of the key nat iona l organ izat ions current ly d issem inat ing su icide
prevention information on the World W ide Web include AAS, AFSP, IASP,
SPAN USA , and the American Academy of Ped iatrics.

DI D YO U K N O W?

Su icide is the e ighth lead ing cause of
death for a ll Americans.
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G O A L 2
DEVELOP BRO A D-B ASE D SUPP ORT F OR SUICID E PREVE NTIO N

W H Y IS THIS G O A L IMPORTA NT T O THE N ATIO N AL STRATEG Y?

Because there are many paths to su icide, prevent ion must address psy-
cho log ica l, b io log ica l, and socia l factors if it is to be effect ive .
Co llaborat ion across a broad spectrum of agencies, inst itut ions, and
groups–from schoo ls to fa ith-based organ izat ions to hea lth care associ-
at ions–is a way to ensure that prevent ion efforts are comprehensive.
Such co llaborat ion can a lso generate greater and more effect ive atten-
t ion to su icide prevent ion than can these groups working a lone.
Pub l ic/private partnersh ips tha t evo lve from co l labora t ion b lend
resources and bu ild upon each group's strengths. Broad-based support
for su icide prevent ion may also lead to add it ional fund ing , through gov-
ernmenta l programs as well as private ph ilanthropy and to the incorpo-
rat ion of su icide prevent ion act ivit ies into the m ission of organ izat ions
that have not previously addressed it . In 1993, the Un ited Nat ions/World
Hea lth Organ izat ion ident ified broad-based co llaborat ive support as a
key element in develop ing and imp lement ing nat iona l su icide prevent ion
strateg ies (UN/WHO , 1996).

B A CK GRO U N D IN F ORM ATIO N A N D CURRE NT STATUS

In the last five years, a new co llaborat ive effort has been forged in the
fight against su icide. The 1998 Nat ional Su icide Prevent ion Conference
brought severa l Federa l agencies together w ith private groups to focus
attent ion on su icide prevent ion . Th is conference engendered renewed
enthusiasm for su icide prevent ion and increased co llaborat ion among
pub lic hea lth and menta l hea lth agencies on su icide prevent ion act ivit ies
(see Foreword, Public efforts leading to the Goals and Objectives for
Action).

An indication that the Nation has begun to recognize the severity of the
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problem of suicide is an increase in the numbers of Members of Congress
who have begun to focus attention on the topic. Another is the expansion
or formation of organizations focused solely on suicide prevention. For
example, the American Association of Suicidology has broadened its mem-
bership considerably and now has approximately 900 members. In 1996,
the Suicide Prevention Advocacy Network was formed, a grassroots organ-
ization made up of survivors of suicide, attempters of suicide, community
activists, and health and mental health clinicians. The American Foundation
for Suicide Prevention, established in 1987, is a private organization that
supports research on suicide prevention and disseminates information on
effective strategies. In 2000, the National Council for Suicide Prevention
was formed, representing a total of 12 advocacy, survivor and research
organizations, each w ith a primary focus on suicide prevention. In short,
support for suicide prevention is grow ing, but much work still remains to
be done to engage the public fully.

H O W WILL THE O BJECTIVES F A CILITATE A CHIEVE M E NT O F THE G O AL?

The objectives established for this goal are focused on developing col-
lective leadership and on increasing the number of groups working to pre-
vent suicide. They w ill help ensure that suicide prevention is better under-
stood and that organizational support exists for implementing prevention
activities. The objectives also provide a management structure for the
NSSP, a key factor in its success.

Objective 2.1: By 2001, expand the Federal Steering Group to appro-
priate Federal agencies to improve Federal coordina-
tion on suicide prevention, to help implement the
National Strategy for Suicide Prevention, and to coor-
dinate future revisions of the National Strategy.

The Federa l government has a ma jor ro le to p lay in su icide prevent ion ,
and several Federal agencies have responsib ilit ies related to su icide pre-
vent ion , su icidal behavior, and response to su icide attempts, as described
in Append ix D .
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Wh ile severa l Federa l agencies are act ive in su icide prevent ion efforts,
improved p lann ing and coord inat ion can ensure that resources are used
most effect ively. Know ledge and resources can a lso enhance the preven-

t ion efforts of each agency. W ith Federal
agencies working together, the goals
of the National Strategy can be
embedded in their ongo ing work and
su icide prevent ion efforts can become
integrated into the spectrum of an
agency's mandates and activities. The
NSSP Federa l Steering Group , estab-

lished in 2000 by the Secretary of
Hea lth and Human Services, is a lready facilitat ing such coord inat ion , and
thus th is ob ject ive is to some degree already met . In add it ion to the
Office of the Surgeon Genera l and the U .S. Pub lic Hea lth Service Reg iona l
Health Adm in istrators, its membersh ip includes several agencies of the
Department of Hea lth and Human Services–the Centers for Disease
Contro l and Prevent ion , the Hea l th Resources and Services
Adm in istrat ion , the Ind ian Hea lth Service, the Nat iona l Inst itutes of
Hea l th , and the Substance Abuse and Menta l Hea l th Services
Adm in istrat ion . Th is membersh ip is augmented by lia isons from eleven
other Federa l agencies (see Appendix D).

Objective 2.2: By 2002, establish a public/private partnership(s) (e.g.,
a national coordinating body) with the purpose of
advancing and coordinating the implementation of
the National Strategy.

Leadership and collaboration are the keys to success of the National
Strategy. The estab lishment of a pub lic/private coord inat ing body w ill
st imu late the requ isite nat iona l at tent ion to the issue. Such a body w ill
help to ensure that su icide prevent ion is perceived as a nat iona l prob lem
and the NSSP as a nat ional p lan . The partnersh ip w ill help estab lish
momentum for the p lan and w ill provide cont inu ity over t ime and leg it-
imacy through the invo lvement of key groups. And fina lly, the coord i-
nat ing body w ill oversee the imp lementat ion of the National Strategy.

DID Y O U K N O W?

There are now tw ice as many deaths due
to su icide than due to HIV/AIDS
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Objective 2.3: By 2005, increase the number of national profession-
al, voluntary, and other groups that integrate suicide
prevention activities into their ongoing programs and
activities.

To make su icide prevent ion
efforts more effective and to lever-
age resources, suicide prevent ion
must be integrated into programs
and act ivit ies that a lready exist and
included in the agendas of commu-
n it ies and nat ional groups. Some
nat iona l advocacy groups and
some com mun i t ies a t tempt to
address many prob lems simu ltane-
ously, but have not considered or included su icide among these issues. It
is often possib le to target severa l hea lth or socia l prob lems w ith one
intervent ion , part icu larly since some risk factors put popu lat ion groups at
risk for more than one prob lem at the same t ime. Therefore, an inter-
vent ion that targets one or more risk or protect ive factors has the poten-
t ial to effect change in more than one ident ified prob lem . For examp le,
the suicide rate has risen steep ly over the last two decades for African-
American youth , a group w ith a h igh risk for other health and social
prob lems. Programs focused on enhancing educat iona l and occupat ion-
a l opportun it ies for African-American youth may contribute to feelings of
hope and self-assurance, and as a by-product reduce suicide. However,
by consciously integrat ing program elements that address su icide pre-
vent ion more d irect ly (for examp le, encourag ing help-seeking for emo-
t iona l d istress), a program may be even more effect ive overa ll.

IDE AS F OR A CTIO N

Encourage organ izations to consider
ways that they cou ld integrate su icide
prevent ion into the ir ongo ing work .
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Objective 2.4: By 2005, increase the number of nationally organized
faith communities adopting institutional policies pro-
moting suicide prevention.

Wh ile many faith groups have already taken strong stands on su icide
prevent ion , others have not . And yet the statements and posit ions of
fa ith groups are often key to influencing pub lic op in ion . By adopt ing
inst itut ional policies on suicide, faith groups can help to de-st igmat ize
mental illness and alcoho l and substance use prob lems and change the
perception of suicide from something that is shameful to a prob lem that
can be prevented . Faith groups can also assist in su icide prevent ion by
help ing their members ident ify risk factors, encourag ing treatment for
depression , susta in ing protect ive factors and offering support and gu id-
ance to ind ividuals during stressfu l t imes. For instance, faith-based
organ izat ions are well posit ioned to provide commun ity gu idance on
ways to support fam ily members who survive the loss of a loved one to
su icide, wh ile avo id ing the excessive memoria lizing of those who have
d ied by su icide that may lead to su icide contag ion . A few fa ith groups
have developed statements or "messages" on su icide prevent ion , wh ich
provide gu idance to members on the scope of su icide and on how ind i-
viduals can help prevent it (Evangelical Lutheran Church in America ,
1999).

ID E A S F OR A CTIO N

Encourage local faith-based groups to include su icide prevention
as a top ic of analysis and d iscussion .
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G O A L 3
DEVELOP A N D IMPLEMENT STRATEGIES TO REDUCE THE STIG M A

A SSOCIATED WITH BEIN G A CO NSUMER OF MENTAL HE ALTH,
SUBSTA NCE A BUSE, A N D SUICIDE PREVENTIO N SERVICES

WH Y IS THIS G O AL IMPORTA NT T O THE N ATIO N AL STRATEGY?

Su icide is closely linked to mental illness and substance abuse and
effect ive treatments exist for both . In fact , 60 to 90 percent of all su ici-
dal behaviors are associated w ith some form of mental illness and/or
substance use d isorder (Harris & Barraclough , 1997). Desp ite the fact
that effect ive treatments exist for these d isorders and cond it ions, the
st igma of mental illness and substance abuse prevents many persons
from seeking assistance; they fear prejud ice and d iscrim inat ion . About
two thirds of peop le w ith mental d isorders do not seek treatment
(Kessler et a l.,1996). The st igma of su icide, wh ile deterring some from
attempt ing su icide, is also a barrier to treatment for many persons who
have su icida l thoughts or who have attempted su icide.

Peop le who have a substance use d isorder also face st igma , because
many peop le believe that abuse and add ict ion are moral failings and that
ind ividuals are fully capab le of controlling these behaviors (Murphy,
1992). Rather, many mental health professionals, consider mental d isor-
ders, alcohol abuse, and drug abuse d isorders not as signs of weakness,
but as d isorders that requ ire professional assessment and clin ically
appropriate treatment (U.S. Department of Health and Human Services,
1999).

While the stigma attached to mental illness and add iction prevents
persons at risk of su icide from seeking help for treatab le prob lems, the
st igma of su icide itself may also reduce the number of peop le who seek
help , wh ile add ing to emot iona l burdens. Fam ily members of su icide
attempters often h ide the behavior from friends and relat ives, since they
may believe that it reflects bad ly on their own relat ionsh ip w ith the su i-
cide attempter or that su icidal behavior itself is shamefu l or sinfu l.
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Persons who attempt su icide may have many of these same feelings.
Those who have survived the suicide of a loved one suffer not only the
grief of loss, but the pain of iso lat ion from a commun ity that may be per-
p lexed and uninformed about suicide and its risk factors.

Historically, the st igma associated w ith mental illness, substance use
d isorders and su icide has contributed to the inadequate fund ing ava il-
ab le for prevent ive services and to low insurance reimbursements for
treatments. Unt il the st igma is reduced , treatab le substance use and
menta l hea lth prob lems–includ ing those strong ly correlated w ith su i-
cide–w ill cont inue to go untreated , and services tailored to persons in cri-
sis w ill cont inue to be lim ited . As a resu lt , the number of ind ividua ls at
risk for suicide and suicidal behavior w ill remain unnecessarily high .

B A CK GRO U N D IN F ORM ATIO N A N D CURRE NT STATUS

St igma has been ident ified as the most form idab le obstacle to future
progress in the arena of mental health (U.S. Dept . of Health and Human
Services, 1999). It is a key reason that certa in ethn ic groups are part icu-
larly d isinclined to seek treatment for mental illness or substance abuse
(Sussman et al., 1987; Uba , 1994). St igma is intense in rural areas (Hoyt
et al., 1997) and it is imp licated in the low percentages of youth and the
elderly w ith menta l d isorders–both groups at h igh risk for su icida l behav-
ior–who receive menta l hea lth services (Kazd in et a l., 1997; U .S.
Department of Hea lth and Human Services, 1999).

Over the past 25 years, a principal goal shared by mental health con-
sumer and fam ily advocacy groups is to overcome the st igma of menta l
illness. These groups include the Nat iona l A lliance for the Menta lly Ill and
the Nat iona l Menta l Hea lth Associat ion . Other menta l hea lth advocates,
such as the American Psycholog ical Association and the American
Psychiatric Associat ion , have also worked to reduce st igma . The pub lica -
tion of Mental Health :  A Report of the Surgeon General represents a
m ilestone in the Federa l government's effort to reduce st igma by d is-
pelling myths about menta l illness and by provid ing accurate know ledge.
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H O W WILL THE O BJECTIVES F A CILITATE A CHIEVE M E NT O F THE G O AL?

The ob ject ives estab lished for th is goa l are designed to create the con-
d it ions that enab le persons in need of mental health and substance
abuse services to receive them . There are many reasons why ind ividuals
may not receive such services, but st igma is an important factor. St igma
d issuades peop le from seeking mental health or substance abuse servic-
es. It is both a contribut ing cause and a resu lt of society's co llect ive deva l-
uat ion of mental and substance abuse illness as compared to physical ill-
ness, such as heart d isease or d iabetes. The st igma of menta l illness and
substance abuse has resulted in the estab lishment of separate systems
for physical health and mental health care; one consequence is that pre-
vent ive services and treatment for mental illness and substance abuse are
much less availab le than for other health prob lems. Moreover, th is sepa-
rat ion has led to bureaucrat ic and inst itut ional barriers between the two
systems that comp licate the provision of services and further impede
access to care. Destigmatizing mental illness and substance abuse could
increase access to treatment by reducing financial barriers, integrat ing
care, and increasing the w illingness of ind ividua ls to seek treatment .

D ID YO U K N O W?

Su icide has ranked among the 10 lead ing causes of death since 1975.
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Objective 3.1: By 2005, increase the proportion of the public that
views mental and physical health as equal and insep-
arable components of overall health.

Due to the h istoric b ias and prejud ice aga inst those w ith menta l ill-
nesses, hea lth care, menta l hea lth care, and substance abuse treatment
have trad it iona lly been viewed as separate types of treatment; persons
who need menta l hea lth care or substance abuse treatment avo id seek-
ing it , and insurance compan ies often do not pay for it . As our Nat ion
moves towards view ing menta l illness and substance abuse d isorders
w ith the same concern and understand ing as it views other illnesses,
there w ill be a concom itant change in the importance attached to effec-
t ive and ava ilab le care, a long w ith increased po lit ica l support for "parity"
(the financing of menta l hea lth care and substance abuse treatment on
the same basis as that of other hea lth services).

IDE AS F OR A CTIO N

Review (and modify, where indicated) school health curricula to
ensure that mental health and substance abuse is appropriate ly
addressed .
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Objective 3.2: By 2005, increase the proportion of the public that
views mental disorders as real illnesses that respond
to specific treatments.

Behavior associated w ith menta l d isorders is st ill viewed by many per-
sons as evidence of a character flaw rather than an illness. Consequently,
d isease that is treatab le rema ins untreated because it is not perceived as
d isease. When peop le understand that mental d isorders are not the
result of moral failings or lim ited w ill power, but are leg it imate illnesses
that are responsive to specific treatments, much of the negat ive stereo-
typ ing may d issipate; more persons w ill seek treatment and the su icide
rate w ill be reduced .

ID E A S F OR A CTIO N

Deve lop pub lic service announcements in wh ich we ll-known ind i-
viduals convincing ly portray the effectiveness of treatment for men-
tal illnesses and substance use d isorders.

Support an educat iona l campa ign designed to he lp the pub lic
understand the imp lications of the brain research conducted over
the past decade, w ith special emphasis on mental illness.
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Objective 3.3: By 2005, increase the proportion of the public that
views consumers of mental health, substance abuse,
and suicide prevention services as pursuing funda-
mental care and treatment for overall health.

When the act of seeking services for
menta l hea lth concerns is norma lized ,
and when such care is re imbursed , a
larger number of persons at risk for
su icide w ill receive treatment . Such a
change in perspect ive m ight a lso lead
to a better integrat ion of the separate
systems of care that now exist–one for
menta l hea l th , one for subst ance
abuse, the other for primary and spe-
cia lty hea lth care.

Objective 3.4 By 2005, increase the proportion of those suicidal per-
sons with underlying disorders who receive appropri-
ate mental health treatment.

Research ind icates that su icides are
more likely early in the course of cer-
tain severe mental illnesses and that
persons who have requ ired hosp ita l-
ization for severe mood d isorders have
a substant ia lly increased lifet ime risk
of su icide compared to ind ividua ls
w ith less severe illnesses. Yet, only a
m inority of persons w ith those menta l
or substance use d isorders seek pro-
fessiona l help . The literature suggests

that up to two-th irds of those who d ie by su icide are not receiving men-
tal health or substance abuse treatment at the t ime of their death and
that ha lf had never seen a menta l hea lth professiona l (Jam ison &
Ba ldessarin i, 1999; U .S. Department of Hea lth and Human Services,
1999). O lder peop le, for whom depression is qu ite preva lent and who

IDE AS F OR A CTIO N

Deve lop a pub lic information cam-
pa ign describ ing the ro le of lith ium in
the treatment of persons w ith b ipo lar
disorder.

IDE AS F OR A CTIO N

Deve lop pub lic serv ice announce-
ments dep ict ing consumers of menta l
health and substance abuse services
as exh ib iting responsib le and appro-
priate health care behavior.
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have the h ighest rates of su icide in the U.S., are especially un likely to ut i-
lize mental health services (Conwell, 1996; Hoyert et al., 1999). They tend
to seek and receive health care in pri-
mary care sett ings, where it has been
found that depression is frequently
und iagnosed and untreated (Ca ine et
al., 1996).

Members of some ethn ic groups
may also be reluctant to seek profes-
sional mental health care. Few treat-
ment providers in the U.S. are know l-
edgeab le about effect ive comb inat ions of Western health care and cu l-
ture-specific remed ies that may enhance ut ilizat ion of mental health
services. Moreover, mental health services may not be availab le from per-
sons who speak the language of ind ividua ls from part icu lar ethn ic
groups or who understand the mean ing of menta l illness in the cu lture.
Persons from many ethn ic and cu ltural groups encounter add it ional bar-
riers to access, such as lack of hea lth insurance.

Since effect ive treatments now exist for the major depressive d isor-
ders, and since these d isorders are imp licated in such a h igh proport ion
of su icides, ensuring treatment for these illnesses shou ld reduce the su i-
cide rate. Mood d isorders are very prevalent among ind ividuals who
comp lete su icide, w ith 36-70 percent of ind ividuals having a mood d is-
order at the time of death (Barraclough , Bunch , Nelson , & Sainsbury,
1974;  Henriksson et al., 1993; Foster, G illesp ie, McClelland , & Patterson ,
1999; Rich , Young , & Fow ler, 1986). Schizophrenia, certain personality
d isorders, and anxiety d isorders in comb inat ion w ith other illnesses carry
increased risk for su icide (Harris & Barraclough , 1997). An ind ividua l who
suffers from one of these menta l illnesses–especia lly if he or she has
severe symptoms or a co-exist ing add ict ive d isorder–is at increased risk
of su icide (Angst et al., 1999).

Reducing st igma related to mental illness and substance abuse w ill
increase the number of persons from all groups who receive appropriate
treatment for menta l d isorders associated w ith su icide.

DI D YO U K N O W?

Many who make su icide attempts never
seek professiona l care immed iate ly
after the attempt.
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G O A L 4
D EVELOP A N D IMPLE M E NT CO M M U NITY-B ASE D SUICID E

PREVE NTIO N PRO GRA MS

W H Y IS THIS G O A L IMPORTA NT T O THE N ATIO N AL STRATEG Y?

Research has shown that many suicides are preventable; however, effec-
tive suicide prevention programs require commitment and resources. The
public health approach, as described in the Introduction, provides a frame-
work for developing preventive intervention programs: clearly define the
problem, identify risk and protective factors, develop and test interventions,
implement programs that are based on local needs, and evaluate effective-
ness. Programs may be specific to one particular organization, such as a uni-
versity or a community health center, or they may encompass an entire
State. While other goals in the National Strategy address interventions to
prevent suicide, a special emphasis of this goal is that of ensuring a range
of interventions that in concert represent a comprehensive and coordinated
program and of fostering planning and program development work.

B A CK GRO U N D IN F ORM ATIO N A N D CURRE NT STATUS

The methodo log ica l prob lems inherent in conduct ing su icide preven-
t ion research have led to the current situat ion , in wh ich considerab ly less
is known about effect ive programs than is desirab le; nevertheless, some
intervent ions have proven effect ive and others appear prom ising but , are
in need of evaluat ion (Silverman & Felner, 1995). The term "evidence-
based" is often used to suggest the importance of imp lementing those
intervent ions that have scient ific evidence of effect iveness.

The Introduct ion presents a matrix that can assist in program p lann ing
by clarifying the group(s) targeted for intervent ion and the focus of inter-
vent ions–b iopsychosocia l, environmenta l, or sociocu ltura l. Append ix C
includes informat ion on some intervent ions current ly in progress that
are, or cou ld be eva luated .
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H O W WILL THE O BJECTIVES F A CILITATE A CHIEVE M E NT O F THE G O AL?

The ob ject ives estab lished for th is goal are designed to foster the
imp lementat ion of su icide prevent ion intervent ions, especially through
organ izat ions and agencies that have access to groups of ind ividua ls for
other purposes. The ob ject ives also address the need for systemat ic p lan-
n ing at both the State and local levels, the need for techn ical assistance
in the development of su icide prevent ion programs, and the need for
ongo ing evaluat ion .

Objective 4.1: By 2005, increase the proportion of States with com-
prehensive suicide prevention plans that a) coordi-
nate across government agencies, b) involve the pri-
vate sector, and c) support plan development, imple-
mentation, and evaluation in its communities

Su icide prevent ion is a comp lex prob lem . It intersects pub lic health
(especially in jury prevent ion), mental health , and substance abuse; it
requ ires comm itment from educat ion , just ice, and social services; and it
requires the comm itment of various private sector groups, includ ing
business and labor. Effective programm ing requires collaboration and
coord inat ion of the State and loca l agencies that deliver services in these
three arenas, as well as mob ilizat ion of the private sector. The p lanning
process itself can help States and loca l jurisd ict ions accomp lish a variety
of act ivit ies that w ill help to prevent su icide: bring together partners who
each p lay a ro le in so lving the prob lem; ra ise awareness of su icide; devel-
op a comprehensive approach to su icide prevent ion; and ensure that the
most current research is emp loyed in develop ing strateg ies. At a m in i-
mum , the p lan shou ld include an assessment of the prob lem , includ ing
a stat ist ica l ana lysis of su icide in the State and its commun it ies; goa ls,
ob ject ives, and t imetab le; and act ions to be taken . State p lans may
include resources for loca l commun it ies, such as task force recommen-
dat ions and screen ing too ls (Ch ildren's Safety Network, 2000). It may
help commun it ies address the loca l issues important in su icide preven-
tion; for examp le, the suicide rate is affected by community norms and
cu ltura l va lues, and su icide rates vary w ith such factors as percent of the
popu lat ion resid ing in rural areas and the ethn ic composit ion of the pop-
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u lat ion . A p lan imp lies a locus of responsib ility and appropriate resources
to carry it out . Both State and loca l leadersh ip are needed for su icide pre-
vent ion p lann ing and imp lementat ion .

Considerab le attent ion has been devoted to youth su icide prevent ion .
In 1985, a b ill was introduced into the House of Representat ives to pro-
vide fund ing to States to address youth su icide. Though the b ill was not
enacted into law , many States d id engage in su icide prevent ion p lann ing .
However, during the early 1990s, suicide prevent ion programs and p lans
in some States were d iscont inued and a llowed to lapse (Metha et a l.,
1998). Reg iona l conferences for States were sponsored by the Hea lth
Resources and Services Adm inistration in the m id-1990s to encourage
renewed State p lann ing for youth su icide prevent ion , and the Nat iona l
Su icide Prevent ion Conference held in Reno , Nevada , in 1998 also
spurred interest in State-level p lann ing for su icide prevent ion across the
life span . Wh ile a number of States current ly have su icide prevent ion
p lans, few are comprehensive and the p lans do not un iform ly link pub lic
hea lth , menta l hea lth and substance abuse programs (Metha et a l.,
1998; West , 1998). Moreover, not all address the ent ire life span and few
invo lve a ll key stakeho lders, such as educat ion , just ice, socia l services,
and the private sector.

Objective 4.2: By 2005, increase the proportion of school districts
and private school associations with evidence-based
programs designed to address serious childhood and
adolescent distress and prevent suicide.

Most schoo l-based su icide prevent ion efforts are curricu lum-based ,
w ith a focus on increasing awareness of the prob lem of ado lescent su i-
cide, ident ifying ado lescents at risk, and teach ing referra l techn iques and
resources. In 1996, the New Zea land Department of Educat ion developed
and pub lished a gu ide for schoo ls that summarizes the literature on
schoo l-based programs and recommends improving the awareness of
teachers and other adu lts about issues related to youth su icide and sug-
gests a t iered structure of counseling for students ident ified by these
adu lts as at risk of su icide (Beautra is et a l., 1997; M in istry of Educat ion ,
1998). Lim ited eva luat ion of curricu lum-based programs has found m in-
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imal increases in know ledge, that att itudes towards su icide remain
unchanged , or that att itudes have changed in negat ive ways (Garland &
Zieg ler, 1993; Hazell & King , 1996). Yet , g iven the nature of our current
know ledge, it is premature to d ism iss curricu lum-based efforts in su icide
prevent ion , though prudence is clearly
ind icated .

Efforts concentrating on teaching
youth to ident ify the warning signs of
su icide in themselves and their peers
may not be ef fec t ive , since prior
research has found that suicidal youth
are not likely to self-refer or seek help
from schoo l staff, nor do know ledge-
ab le peers request adu lt help (Ka lafat &
Elias, 1995). This suggests that schools should screen for youth at risk
and that schoo l staff need to be tra ined and aware of the warn ing signs
for su icidal youth and have a p lan of act ion for help ing those at risk.

An a lternat ive approach to schoo l-based efforts that focus on su icide
prevent ion is to target risk and protect ive factors that occur earlier in the
pathways to su icide, and to a lso consider specific needs and subcu ltures
of the schoo l popu lat ion (e.g ., gay and lesb ian youth) (McDan iel et al.,
2001). For examp le, there are many proven prevent ion programs that
reduce substance use and aggressive behavior by teach ing techn iques in
prob lem so lving and bu ild ing posit ive peer relat ions (see Appendix C).
When imp lemented effectively, these programs have the potential for
reducing risk for su icide simu ltaneous w ith other negat ive outcomes, in
this case substance use and aggressive behavior.

ID E AS F OR A CTIO N

Deve lop criteria by wh ich a State's
su icide prevent ion p lan can be
described and eva luated .
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Objective 4.3: By 2005, increase the proportion of colleges and 
universities with evidence-based programs designed
to address serious young adult distress and prevent
suicide.

Su icide is the th ird lead ing cause of death among the U .S. co llege-
aged popu lat ion . Among adu lts, those aged 18-24 have the h ighest inci-
dence of reported su icide ideat ion (Crosby et a l., 1999). One fourth of a ll
persons aged 18-24 years in the U.S. are either full- or part-time college
students, suggest ing that a large proport ion of young adu lts cou ld be
reached through co llege-based su icide prevent ion efforts. Co lleges and
un iversit ies are increasing ly cha llenged to ident ify and manage menta l
health and substance use prob lems in students. In part th is is because
more youth w ith d isorders are ab le to attend co llege thanks to effect ive

treatments that improve symptoms
of their illness, and the age of onset
of a number of psych iatric d isorders
is in young adu lthood (Barrios et a l.,
2000; Brener et al., 1999; Silverman
et al., 1997). Because many of the
risk and protective factors for sui-
cide among young adu lts are sim ilar
to those for menta l d isorders and
other prob lem behaviors, includ ing
alcohol, drug abuse and interper-
sona l vio lence (Brent et a l., 1994;
Henriksson et a l., 1993), su icide pre-
ven t ion may be best  integra ted
w ith in broad prevent ion efforts.

IDE AS F OR A CTIO N

Deve lop and test "natura l- or peer-
he lper" programs for use w ith Nat ive
Americans attend ing board ing schoo ls.

Imp lement and eva luate a program
that trains co llege resident advisors in
princip les of su icide risk ident if icat ion ,
crisis intervent ion , and referra l.
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Objective 4.4: By 2005, increase the proportion of employers that
ensure the availability of evidence-based prevention
strategies for suicide.

Because so many teens and adu lts are in the workforce, emp loyers
have an important ro le to p lay in su icide prevent ion . It is in the interests
of emp loyers to prevent su icide and su icida l behaviors; for examp le, pro-
vid ing menta l hea lth treatment , or reducing ma ladapt ive substance use,
can improve an emp loyee's funct ion ing . A su icide in the fam ily of an
emp loyee may result in such grief that the emp loyee becomes incapaci-
tated .

Emp loyers are a very important
p layer in hea lth insurance in the
United States since so many peop le
obta in coverage through their work;
emp loyers are the payors of hea lth
care and therefore help determ ine
the coverage that w orkers can
obta in . Emp loyers w ho insist  on
mental health and substance abuse
parity in the insurance po licies they
offer to workers assure that their
workers can obta in treatment for
depression and other menta l illness-
es and substance abuse d isorders.

Emp loyee Assistance Programs (EAP) are one examp le of worksite-
based programs that emp loyers may use to help prevent su icide. EAPs
help emp loyees ident ify and reso lve personal concerns, includ ing mental
or physical health , marital, fam ily, financial, alcohol, drug , or other per-
sona l issues, that may affect job performance. Some emp loyers provide
fam ily services for their workers, and others engage in a variety of act iv-
it ies and programs in their commun it ies designed to foster a h igher qual-
ity of life for their workers; it is possib le to integrate su icide prevent ion
into such programs.

IDE AS F OR A CTIO N

Work w ith business associations to pro-
vide financial information about the
costs and benef its of menta l hea lth and
substance abuse parity.

Foster cu ltura l changes in organ izat ions
that strengthen socia l support among
workers and encourage he lp-seek ing
for emotional and health concerns.
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Objective 4.5: By 2005, increase the proportion of correctional insti-
tutions, jails and detention centers housing either
adult or juvenile offenders, with evidence-based sui-
cide prevention programs.

Ja ils and juven ile just ice facilit ies have except iona lly h igh su icide rates,
a lthough rates in Federa l prisons are relat ively low . Su icide rates in ja ils
have been est imated to be approximately n ine t imes h igher than that of
the genera l popu lat ion (Hayes & Rowan , 1988), wh ile su icide rates in
some State prisons are at least one and a ha lf t imes h igher (Hayes, 1995).
Ja il rates are especia lly h igh because arrestees may be under the influ-
ence of or in w ithdrawa l from a lcoho l and/or drugs w ith in the first twen-
ty-four hours of arrest (Hayes, 1995).

The su icide rate in the Federal prison system is lower than the rate for
the genera l popu lat ion of ma les, and there have been no reported su i-
cides of a female offender in the Federal system since the 1960's. These
facts suggest that the experience of the Federa l prison system , strateg ies
are availab le to prevent su icide in correct ional sett ings (Condelli et al.,
1997; Cox & Morschauser, 1997). Jail or "lock up" su icides most often

occur w ith in 24-48 hours after arrest ,
suggest ing an important ro le for
appropriate med ica l assessment of
substance abuse and adm in istrat ion
of standard ized su icide assessments.
Comprehensive programs include
tra in ing , screen ing , effect ive com-
mun icat ion methods, intervent ion ,
use of report ing protoco ls, and mor-
tality review (Hayes, 1997).

IDE AS F OR A CTIO N

Deve lop mon i toring protoco ls for 
alcohol and drug detoxification in jail
and detention settings.
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Objective 4.6: By 2005, increase the proportion of State Aging
Networks that have evidence-based suicide preven-
tion programs designed to identify and refer for treat-
ment of elderly people at risk for suicidal behavior.

Since the elderly have the highest overall suicide rate of all age groups,
organizations that have special access to older persons have an important
role in suicide prevention. State Aging Networks exist in every State and
Territory. They plan, develop and fund a variety of in-home and communi-
ty-based services for older people. States organize the provision of such
services through area agencies on
aging, which coordinate a broad
range of services for older people in
a designated geographic area. In
addition, State aging networks or
the hundreds of tribal and native
organizations that provide services
to older American Indians, Alaskan
Natives, and Native Hawaiians may
also help to maintain protective fac-
tors among those elderly at some-
what lower risk for suicide.

Objective 4.7: By 2005, increase the proportion of family, youth and
community service providers and organizations with
evidence-based suicide prevention programs.

The integration of suicide preven-
t ion into exist ing service-based
organizations provides opportunities
to expand the numbers of individu-
als who may be reached by preven-
t ive intervent ions. For examp le ,
county extension and 4-H programs
have unique access to rural popula-
tions, and tribal service organiza-

ID E AS F OR A CTIO N

Deve lop and imp lement a train ing pro-
gram for emp loyees of local aging pro-
grams to assist these workers and vol-
unteers in ident ifying persons at risk of
suicide.

ID E AS F OR A CTIO N

Deve lop resource kits for service organ-
izat ions that include suggest ions for
act ivit ies designed to strengthen con-
nectedness.
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tions may be best positioned to reach Native American youth. Homeless
youth and young people who have dropped out of school require special
attention by these organizations since school-based programs w ill not
reach them . Faith-based organizations have a special role to play, as do
natural community helpers.

Objective 4.8: By 2005, develop one or more training and technical
resource centers to build capacity for States and 
communities to implement and evaluate suicide 
prevention programs.

Resource centers can serve a number of important funct ions, such as d is-
sem inat ing informat ion on evidence-based intervent ions and serving as
an informat ion repository; conven ing meet ings; coord inat ing reg iona l
act ivit ies; provid ing techn ica l assistance in p lann ing and program design;
and mon itoring reg iona l changes in the su icide rate.

While there is now considerable understanding of risk factors for suicide,
less progress has been made in the design and evaluation of programs to
prevent suicide (Bonnie et al., 1999). A key function of suicide prevention
resource centers is evaluation. Useful evaluation is an enormous undertak-
ing for local programs, and measurement at the local level is difficult.
Given the need for evaluation of preventive interventions, technical assis-

tance in evaluation is particularly impor-
tant. Evaluations promoted by the
centers can be structured to involve
practitioners in evaluations to ensure
that the evaluations address questions
of particular interest to practitioners
and are sensitive to local issues. They
may also include a feed-back loop to

project staff in programs being evaluated to document findings as they are
generated. Moreover, the centers can be given the task of interpreting eval-
uation findings more w idely to the practitioner community. Finally, the
resource centers may help to further specify ethnic and culturally-specific
risk and protective factors in the implementation of interventions.

DID Y O U K N O W?

Su icide takes the lives of more than
30,000 Americans every year
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G O A L 5
PRO M OTE E FF ORTS TO RE D UCE A CCESS TO

LETH AL ME A NS A N D M ETH O DS O F SELF-H A RM

WH Y IS THIS G O AL IMPORTA NT T O THE N ATIO N AL STRATEGY?

Evidence from many countries and cu ltures shows that lim it ing access
to letha l means and methods of self-harm is an effect ive strategy to pre-
vent self-destruct ive behaviors in certain ind ividuals (Brent et al., 1987;
Kellerman et al., 1992; Kreitman, 1976). Often referred to as "means
restrict ion ," th is prevent ive intervent ion approach is based on the belief
that a sma ll but sign ificant number of
su icidal acts are, in fact , impu lsive
and of the moment (Mann , 1998). A
number of su icida l behaviors resu lt
from a comb inat ion of psycho log ica l
pa in or despa ir coup led w ith the
ava ilab ility of the means by wh ich to
inflict self-in jury (Shneidman , 1999).
If intervention is not possib le when
an ind ividual is in a state of psycho log-
ical pain , a self-destruct ive act may be prevented by lim it ing the ind ivid-
ua l's access to the means or methods of self-harm . Evidence suggests
that there may be a lim ited t ime effect for decreasing su icide, as over
t ime, ind ividuals w ith ongo ing su icide intent may subst itute a more avail-
ab le for the restricted , less availab le methods (Marzuk, 1992).

Controversy exists about how to accomp lish th is goa l because restrict-
ing means can take many forms and sign ifies d ifferent th ings to d iffer-
ent peop le. Different types of means restrict ions may be effect ive in d if-
ferent sett ings and for d ifferent popu lat ions. For some, it may connote
redesign ing or altering the exist ing lethal means of self-harm current ly
availab le, and to others elim inat ing or lim it ing their availab ility to those
at risk for self-harm .

DI D Y O U K N O W?

For every two vict ims of hom icide in
the U .S. there are three deaths from

suicide.
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Th is goa l is important and necessary to contribute to an overa ll effort
to reduce the rates of su icide and su icidal behaviors in our popu lat ion .
Means restrict ion is a key act ivity in a broader pub lic hea lth approach to
reducing intent iona l in juries.

B A CK GRO U N D IN F ORM ATIO N A N D CURRE NT STATUS

In the Un ited States, the focus has been on protect ing ind ividua ls from
access to loaded firearms, letha l doses of prescript ion med icat ions or ille-
ga l substances, illega l access to a lcoho l by underage youth , and danger-
ous sett ings (such as bridges and rooftops of h igh bu ild ings) (see Figure
7) (Birckmayer & Hemenway, 1999; Brent et al., 1993b; ; Marzuk et al.,
1992; O 'Carro ll, Silverman & Berman , 1994).

The ma jority of su icides and hom icides in the U .S. are firearm-related
(NCHS, 1997). Between 40-50 percent of a ll U.S. househo lds have a
firearm inside the home. Much focus has been p laced on firearm restric-
t ions and safety measures includ ing educat ion , improved storage, and
the techno logy of ensuring that a firearm w ill not fire un intent iona lly or
be used by those for whom it was not intended . Accord ing to recent
research (Brent et al., 1988, 1991, 1993a; Kellerman et al., 1992), those
who use firearms for suicidal behaviors in the home are not necessarily
those who purchase the weapons. Firearms must be safely stored so they
are not m isappropriated and improperly used .

In 1996, the Youth Su icide by Firearms Task Force met to endorse a
consensus statement on youth su icide by firearms (Berman , 1998). They
concluded that there is clear evidence that interven ing in or prevent ing
the immed iate accessib ility of a letha l weapon can save lives. They iden-
t ified the safe storage of guns as one prevent ive intervent ion approach
that would result in the decrease in the number of youth suicides. Close
to 40 nat ional organ izat ions endorsed a comb inat ion of ind icated , selec-
t ive, and un iversa l prevent ive intervent ions addressing th is ob ject ive.

In add it ion to efforts related to firearms, act ivit ies have been devoted
to educat ing physicians and other prescrib ing and d ispensing profes-
siona ls about lim it ing prescript ions of potent ia lly letha l med icat ions to
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amounts that are non-lethal. Issues of training related to prescrib ing and
d ispensing med icat ions are covered in Goal 6.

Improvements and changes in car exhaust em issions have resulted in
a decrease in carbon monoxide po ison ing and death by th is means. The
ob ject ives po int to the necessity of co llaborat ing w ith all stakeho lders
includ ing , but not lim ited to , the auto industry, the pharmaceut ical
industry, gun proponent groups, and gun manufacturers.

FIG URE 7 :
SUICID E B Y M ETH O D

U NITE D STATES , 1998

S o u r c e : N a t i o n a l  C e n t e r  f o r  H e a l t h  S t a t i s t i c s
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H O W WILL TH E O BJECTIVES F A CILITATE A CHIEVEMENT O F THE G O A L?

Much more needs to be done to reduce the likelihood of the use of
lethal means during an impu lsive act of self-in jury or self-destruct ion . By
elim inat ing or restrict ing the easy ava ilab ility of one part icu lar means of
su icide, impu lsive ind ividua ls often do not subst itute another method in
the immed iate t ime frame. Current forms of means restrict ion have
mean ing over the short-term , but may not over the long-term (Marzuk et
a l., 1992). Thus, separat ing in t ime and space the su icida l impu lse from
access to letha l means and methods of self-harm has great potent ia l for
saving lives.

Objective 5.1: By 2005, increase the proportion of primary care 
clinicians, other health care providers, and health and
safety officials who routinely assess the presence of
lethal means (including firearms, drugs, and poisons)
in the home and educate about actions to reduce
associated risks.

It has been shown that the presence
of a lethal means of self-destruct ion
in the home (part icu larly a firearm) is
associated w ith increased rates of su i-
cide (Brent et al., 1993, Kellerman et
al., 1992). Because of their positions,
primary care clin icians, other hea lth
care providers, and health and safety
officials ord inarily inqu ire about an
ind ividual's overall health , safety, and
welfare, includ ing their menta l hea lth
(Go ldman , W ise & Brody, 1998). It is
incumbent upon them to ask
pat ients, fam ilies, and care g ivers rou-
t inely about the presence of letha l
means of self harm and to evaluate
the risk for their use. This is especially

IDE AS F OR A CTIO N

Deve lop an emergency department
screen ing too l to assess the presence of
lethal means in the home .

Deve lop standard ized practices for law
enforcement response to domest ic
emergencies that assess for the pres-
ence of lethal means and advocate
the ir remova l or safe storage .
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important when talking w ith ind ividuals who are in crisis, or who have
menta l d isorders, substance abuse prob lems, or su icida l thoughts
(Go ldman , Silverman & A lbert , 1998; WHO , 2000c).

Safety officia ls and hea lth care providers are a lso in a un ique posit ion
to educate about firearm storage and access, and about appropriate
storage of alcoholic beverages, prescription drugs, over-the-counter
med icat ions, and po isons used for househo ld purposes (b leaches, d isin-
fectants, herb icides). To aid in th is effort , for examp le, the American
Academy of Ped iatrics has developed gu idelines on how to talk to par-
ents about the presence of guns in the home (AAP, 1992). Such actions
may reduce the likelihood that these letha l means w ill be used for self-
destruct ive outcomes.

Objective 5.2: By 2005, expose a proportion of households to public
information campaign(s) designed to reduce the
accessibility of lethal means, including firearms, in the
home.

Pub l ic informat ion campa igns
have been shown to be of great
va lue in chang ing hea lth behavior
and improving pub l ic hea l th .
Successfu l campa igns have
decreased tobacco use, increased
seat belt use, decreased the number
of drunk drivers through designat-
ed driver campa igns, decreased
a lcoho l use during pregnancy,
increased early detect ion of cancer symptoms, decreased use of illicit
drugs (part icu larly among ado lescents and young adu lts), and increased
installat ion of smoke alarms in homes. The success of these campaigns
provides hope that sim ilar efforts w ill be successfu l in educat ing the pub-
lic about reducing access and availab ility to lethal means, includ ing
firearms, in the home.

ID E AS F OR A CTIO N

Incorporate d iscussions of firearm risks
and safe storage pract ices as a standard
element of well-child care encounters.
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Objective 5.3: By 2005, develop and implement improved firearm
safety design using technology where appropriate.

Efforts are underway to explore the
use of technology to improve the
safety of firearms. Activities include
development of removable firearm
pins, computer chips to ensure that
on ly the owner can act ivate the
weapon ("smart guns"), and devices to
indicate whether a gun's chamber is
loaded. These and other efforts need
to be completed so that firearms can

be made safer for their intended uses and prevented from being used for
self-destructive purposes.

Objective 5.4: By 2005, develop guidelines for safer dispensing of
medications for individuals at heightened risk of 
suicide.

There has been a sign i f icant
improvement in lim it ing the poten-
t ia l for letha l overdose w ith the
newer generat ion of ant idepressants
current ly ava i lab le (i .e . , se lec t ive
seroton in reuptake inh ib itors and
other related compounds are less
letha l in overdose). St ill, some ind i-
vidua ls benefit from the use of o lder
ant idepressants and there are many
other med icat ions that are danger-

ous in relat ively small overdoses. Processes that ensure flexib ility in the
frequency of prescript ion refills and regu lar contact w ith pat ients who
use these med ications need to be developed and supported .

IDE AS F OR A CTIO N

Educate parents about how to appro-
priately store and secure lethal means
of self-harm.

IDE AS F OR A CTIO N

Deve lop educat iona l materia ls to
make parents aware of safe ways of
storing and d ispensing common ped i-
atric med ications.
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Objective 5.5: By 2005, improve automobile design to impede 
carbon monoxide-mediated suicide.

Carbon monoxide po ison ing and
death occurs w ith pro longed expo-
sure to car exhaust  fumes. The
redesign of automob ile mon itoring
and exhaust systems would make
carbon monoxide po ison ing more
d ifficu lt to accomp lish , especia lly for
someone who may be impu lsive.
Such efforts would also reduce the
likelihood of accidental deaths. Cost
ana lyses are needed to determ ine best
approaches.

Objective 5.6: By 2005, institute incentives for the discovery of new
technologies to prevent suicide.

The development of safer drugs
and bet ter med ica l emergency 
technologies and techniques to inter-
vene in the treatment of overdoses
and self-poisonings w ill result in sav-
ing more lives. Better computer tech-
nologies w ill improve the means of
educating and communicating mes-
sages faster and more precisely.
Engineering advances have the poten-
tial to influence the design and construction of safer bridges and roof bar-
riers, the design and operation of firearms that function solely for the pur-
poses for which they are intended, and the development of more fuel-effi-
cient and cleaner engines for automobiles. New medical technologies may
include the use of blood tests to determine who may be at increased risk
for suicide and who might benefit from the use of a particular medication.

IDE AS F OR A CTIO N

Design reliab le ign ition shut-off sensors
that respond to potentially lethal levels
of carbon monoxide.

IDE AS F OR A CTIO N

Provide incent ives for the d iscovery of
ne w techno log ies such as annua l
awards and recogn ition by professional
organ izat ions.
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G O A L 6
IMPLE M E NT TRAININ G F OR REC O G NITIO N O F AT-RISK

B EH A VIOR A N D DELIVERY O F E FFECTIVE TRE ATMENT

W H Y IS THIS G O A L IMPORTA NT T O THE N ATIO N AL STRATEG Y?

Key gatekeepers, those peop le who regu larly come into contact w ith
ind ividua ls or fam ilies in d istress, must be tra ined to recogn ize behaviora l
patterns and other factors that p lace ind ividuals at risk for su icide and be
equ ipped w ith effect ive strateg ies to intervene before the behaviors and
early signs of risk evo lve further. Key gatekeepers interact w ith peop le in
environments of work, p lay, and natural community settings, and have
the opportun ity to interact in other than med ica l sett ings.

A lthough many textbooks, manua ls,
handbooks, mu lt imed ia presenta-
t ions, journa ls, and brochures d is-
cuss the assessment and manage-
ment of suicidal risk, as well as the
ident ificat ion and promot ion of pro-
tec t ive fac tors (Ha w ton & von
Herringen , 2000; Jacobs, 1999a;
Maris, Berman & Silverman , 2000),
there is a need to define m inimum
course ob ject ives in educat ing each
type of key gatekeeper about h is or
her specia l ro le and perspect ive .
Each has a un ique relat ionsh ip to
ind ividua ls at risk and a responsib ili-
ty to intervene in a t imely and effec-
tive manner.

KEY G A TEKEEPERS

n Teachers and school staff

n School health personnel

n Clergy

n Po lice officers

n Correctional personnel

n Supervisors in occupat iona l 
sett ings

n Natural community helpers

n Hosp ice and nursing home 
volunteers

n Primary health care providers

n Mental health care and substance
abuse treatment providers

n Emergency health care personnel
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B A CK GRO U N D IN F ORM ATIO N A N D C URRENT STATUS

W ith the advent of safer and/or very effect ive psychotrop ic med ica-
t ions, many cond it ions associated w ith su icidal behaviors can be treated
effectively (Montgomery 1997; Tondo , Jam ison & Baldessarini, 1997).
Furthermore, advances in fam ily, group , and ind ividual therap ies (espe-
cially cognitive behavioral therapy, d ialectical behavioral therapy, and
interpersonal psychotherap ies) have led to better treatment of at-risk
ind ividua ls (Linehan , 1997; Linehan , Heard & Armstrong , 1993; Rudd ,
Jo iner & Rajab , 2000; Zimmerman & Asn is, 1995).

About 45 percent of ind ividua ls
who d ie by suicide have had some
contact w ith a menta l hea lth profes-
siona l w ith in the year of their death
(Pirkis & Burgess, 1998) and as many
as 90 percent carry a psych iatric d iag-
nosis at the t ime of death (Conwell &
Brench , 2000). However, only 18 per-
cent of su icide decedents reported su i-
cidal ideat ion to a health professional prior to their death (Rob ins, 1981).
Thus, at-risk ind ividuals often seek professional help , but may not have
their cond it ion adequately recogn ized and are not likely to report the
true severity of their cond it ion .

Stud ies ind icate that many health professionals are not adequately
tra ined to provide proper assessment , treatment , and management of
su icidal pat ients and clients, or know how to refer them properly for spe-
cialized assessment and treatment (Bongar, Lomax & Harmatz, 1992; Ellis
and Dickey, 1998; Ellis, Dickey & Jones, 1998; Kleesp ies, 1998). Desp ite
the increased awareness of su icide as a ma jor pub lic hea lth prob lem ,
gaps remain in train ing programs for health professionals and others
who often come into contact w ith pat ients in need of these specia lized
assessment techn iques and treatment approaches. In add it ion , many
hea lth professiona ls lack tra in ing in the recogn it ion of risk factors often
found in grieving fam ily members of loved ones who have d ied by su i-
cide (su icide survivors).

DI D YO U K N O W?

Firearms are by far the most common
method of su icide , they are used in
about 6 of every 10 su icides.
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H O W WILL TH E O BJECTIVE F A CILITATE A CHIEVE M E NT O F THE G O A L?

Much needs to be done to ensure that a ll key gatekeepers are ade-
quately tra ined to ident ify ind ividua ls at risk for su icida l behaviors, as
well as respond to those expressing self-destructive behaviors. Key gate-
keepers a lso need to ident ify opportun it ies for reinforcing protect ive fac-
tors that do exist and help foster protect ive factors when ind icated .
Furthermore, gatekeepers need to be educated about the ava ilab ility and
use of effect ive treatment intervent ions and when and how to refer to
forma l treatment sett ings those ident ified as being at risk (Hawton ,
Arensman, Townsend et al., 1998; Rudd , Joiner, Jobes et al., 1998).

As part of the process for design ing and imp lement ing tra in ing , it
wou ld be usefu l to develop a baseline of professiona ls' awareness, att i-
tudes and know ledge of risk and protect ive factors related to su icide. For
instance, awareness of the su icide protect ive effects of lith ium for ind i-
vidua ls w ith b ipo lar d isorder is est imated to be low among certa in hea lth
care personnel. Know ledge of wh ich health care personnel and the
extent of their awareness would perm it more targeted training efforts.

Consensus about what needs to be taught and how to ensure appro-
priate train ing has not been reached; however, w ith the provision of
appropriate and targeted educat ion and train ing to each key gatekeeper
group , it is likely that many su icide attempts and su icides can be pre-
vented .

DID Y O U K N O W?

In the month prior to the ir su icide , 75% of e lderly persons had vis-
ited a physician.
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Objective 6.1: By 2005, define minimum course objectives for
providers of nursing care in assessment and manage-
ment of suicide risk, and identification and promotion
of protective factors. Incorporate this material into
curricula for nursing care providers at all professional
levels.

Nurses deliver health care educa-
t ion and intervent ions in many d iffer-
ent sett ings, from commun ity health
clinics to school settings to private
pract ice offices to occupat iona l set-
t ings and hosp ita l sett ings. They are
often the first to see and hear about
signs and symptoms of at-risk behavior, and are often in a unique posi-
t ion to intervene effect ively when such behaviors are ident ified . As
important members of the health care delivery team their education and
training in this sub ject is critical (WHO , 2000a).

Objective 6.2: By 2005, increase the proportion of physician assis-
tant educational programs and medical residency pro-
grams that include training in the assessment and
management of suicide risk and identification and
promotion of protective factors.

Physicians and physician assistants
can benefit from training in the assess-
ment of at-risk behaviors for suicide
and in effective treatment interven-
tions (WHO 2000a, WHO 2000c). They
shou ld be sk illed in ta lk ing w ith
patients about the risk for suicide, in
providing crisis intervention for those
at imminent risk for the expression of
suicidal behaviors (Kleespies, 1998),
and in referring their patients for
expert assessment and treatment.

DI D Y O U K N O W?

Su icide rates rema in h ighest among
Americans aged 65 and older.

IDE AS F OR A CTIO N

Improve market ing of exist ing effec-
t ive commun ity-leve l educat iona l and
support programs through co llabora-
tion w ith faith commun ities, mental
health clin ics, pub lic health announce-
ment providers, mass transit advert is-
ers, and commun ity service organ iza-
t ions.
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Many su icida l ind ividua ls make contact w ith their physicians w ith in a
few weeks prior to their death (Beautra is et a l., 1998; Pirkis & Burgess,
1998). Their imm inent risk for su icide may have gone undetected or
unappreciated because, in part , the physicians were not appropriately
tra ined to assess and manage su icide. W ith such tra in ing , fewer su icida l
pat ients w ill go unrecogn ized and untreated (Shea , 1999).

Objective 6.3: By 2005, increase the proportion of clinical social
work, counseling, and psychology graduate programs
that include training in the assessment and manage-
ment of suicide risk, and the identification and pro-
motion of protective factors.

Counselors, clin ica l psycho log ists, and clin ica l socia l workers are often
on the "front line" in assessing and treat ing ind ividua ls who are at
increased risk for su icida l behaviors. It is important that these menta l
health personnel receive appropriate graduate schoo l train ing on the
sub ject of su icide wh ile preparing for their professions (Neimeyer, 2000).
Surveys of clin ica l psycho logy tra in ing programs (Bongar & Harmatz ,
1991) and social work train ing programs (King et al., 1999), reveal that
an insufficient number of train ing programs provide adequate prepara-
t ion for the recogn it ion of at-risk su icida l behavior and the delivery of
effect ive treatment .

IDE AS F OR A CTIO N

Deve lop and d issem inate tra in ing
modu les for all mental health person-
nel on the sub ject of suicide .
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Objective 6.4: By 2005, increase the proportion of clergy who have
received training in identification of and response to
suicide risk and behaviors and the differentiation of
mental disorders and faith crises.

Clergy often provide counseling and intervent ions for those in d istress,
and for some, they may be the first or on ly professionals to be in a posi-
t ion to provide emot iona l support . Ind ividua ls who are ad just ing to and
recovering from personal losses may
be at increased risk for the expres-
sion of se lf-destruct ive behaviors
(Ba illey, Kra l & Dunham , 1999).
Clergy should be trained to identify
and respond to su icida l risk as well
as to encourage and support appro-
priate protective factors to lessen
the likelihood of su icida l behaviors.

Objective 6.5: By 2005, increase the proportion of educational facul-
ty and staff who have received training on identifying
and responding to children and adolescents at risk for
suicide.

Surveys by the Centers for Disease Control (Brener, Krug, & Simon, 2000)
indicate that suicidal thoughts and self-reported suicide attempts are
prevalent among high school students. It is well known that adolescents
and young adults w ill not seek out interventions or counseling by adults
unless they feel that they can trust the adult to maintain respect, confi-
dentiality, and provide know ledge and appropriate information (Eggert et
al., 1990; Kalafat & Elias, 1994). Therefore, it makes sense to train those
school personnel who are most likely to come in contact w ith students at
risk (see also Objective 4.2). In addition to educational faculty, bus drivers,
custodians, and playground supervisors are among those school staff w ith
frequent contact w ith students. Although efforts have been taken to devel-
op training manuals and handbooks for educators, many school personnel
lack the tools and training to intervene effectively on behalf of students at
risk (Zenere & Lazarus, 1997).

ID E A S F OR A CTIO N

Provide seminars at educational confer-
ences for clergy that focus on the inter-
face between fa ith and menta l hea lth .
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The staff and teachers in these sys-
tems need to be better equipped to
identify and communicate w ith stu-
dents about suicidal behaviors, as well
as to communicate among themselves
about these issues. School staff and
faculty are not expected to make clini-
cal diagnoses, but rather to be able to
recognize developing signs and symp-
toms associated w ith mental disor-
ders, substance abuse, or suicidal risk.
Providing them w ith the vocabulary,
techniques, and skills to be comfort-
able w ith these issues w ill enhance
their ability to intervene effectively
and make appropriate referra ls
(Grossman et al., 1995).

Objective 6.6: By 2005, increase the proportion of correctional work-
ers who have received training on identifying and
responding to persons at risk for suicide.

A lthough the Federal prison system has a lower suicide rate than the
genera l popu lat ion , there is an a larm ing ly h igh rate of su icide attempts
and su icides in jails and correct ional inst itut ions in the Un ited States.
G iven the often vo lat ile nature of the circumstances that resu lt in some-
one being p laced in a ja il or a correct iona l facility, su icide and su icida l
behaviors are much more common than in the general popu lat ion . The
tra in ing of correct iona l workers is an important step to reduce the likeli-
hood of ind ividuals engag ing in self-destruct ive behaviors when p laced
in correctional settings (Bonner, 2000) (see also Ob jective 4.5).

IDE AS F OR A CTIO N

Identify wh ich schoo l, teacher and stu-
dent characteristics pred ict successfu l
involvement of school staff members
in long-term mentoring programs
w ith students at risk .

Imp lement training for school nurses
to identify mental health cond itions
that contribute to a risk for su icide .
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Objective 6.7:By 2005, increase the proportion of divorce and fami-
ly law and criminal defense attorneys who have
received training in identifying and responding to per-
sons at risk for suicide.

Attorneys invo lved in d ivorce pro-
ceed ings, custody cases, fam ily law
cases, and crim ina l defense cases,
often work w ith clients who are in
he ightened emot iona l sta tes,
depressed , hopeless, and who may
have lost important socia l support .
Such ind ividua ls may be at increased
risk for vio lence and su icide, and
attorneys are in a posit ion to ident ify
the increased risk and to refer them
for specia lized intervent ions.

Objective 6.8: By 2005, increase the proportion of counties (or com-
parable jurisdictions such as cities or tribes) in which
education programs are available to family members
and others in close relationships with those at risk for
suicide.

It has been shown that educat ing fam ily members about how to
understand , monitor, and intervene w ith fam ily members at risk for sui-
cide resu lts in better management and treatment of those ident ified ind i-
viduals (Richman , 1986).

Organ izat ions such as the Nat iona l A lliance for the Menta lly Ill have
conclusively demonstrated the value of fam ily educat ion and support
network educat ion to improve the care of ind ividuals who are at risk.
Because the exact t im ing of su icida l behaviors is very d ifficu lt to pred ict ,
it is important that key members of the fam ily un it and social support
network are know ledgeab le about potent ial risks for suicide and about
how to protect an ind ividual from self-harm .

IDE AS F OR A CTIO N

Deve lop and test tra in ing modu les to
help attorneys identify clientele who
are at h igh risk for self-destructive
behaviors.
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Objective 6.9: By 2005, increase the number of recertification or
licensing programs in relevant professions that
require or promote competencies in depression
assessment and management and suicide prevention.

The close associat ion between menta l d isorders, especia lly depression ,
and su icidal behaviors warrants ensuring that professionals are compe-
tent in app lying the too ls and techn iques of d iagnosis, treatment , man-
agement , and prevent ion to those menta l d isorders associated w ith su i-
cida l behaviors. In most States, physicians, psycho log ists, socia l workers,
nurses, and other health professionals must comp lete licensing exam ina-
t ions or recert ificat ion programs in order to maintain act ive licenses and
to ensure ongo ing professional cert ificat ions. One mechan ism to ensure
that professiona ls rema in competent to dea l w ith su icida l behaviors is to
include the sub ject area in recert ificat ion or licensing programs.

IDE AS F OR A CTIO N

Incorporate quest ions on depression and
su icide risk assessment on professional re-
cert ificat ion examinat ions.

Encourage private organ izat ions in your
commun ity w ith the capab ility to provide
su icide awareness and prevention education
to form commun ity partnersh ips in su icide
prevent ion tra in ing .
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G O A L 7
D EVELOP A N D PRO M OTE EF FECTIV E CLINIC A L A N D

PRO FESSIO N A L PRA CTICES

WH Y IS THIS G O AL IMPORTA NT T O THE N ATIO N AL STRATEGY?

As defined by the public health approach, one way to prevent suicide is
to identify individuals at risk and to engage them in early and aggressive
treatments that are effective in reducing the personal and situational fac-
tors associated w ith suicidal behaviors (e.g., depressed mood, hopeless-
ness, helplessness, agitation, severe anxiety, pervasive insomnia, alcohol
and drug abuse, among others). Another way to prevent suicide is to pro-
mote and support the presence of protective factors such as skills in prob-
lem solving, conflict resolution, and nonviolent handling of disputes.

By promoting effective clinical prac-
tices in the assessment, treatment,
and referral for individuals at risk for
su icide , the chances are great ly
improved for preventing those individ-
uals from acting on their despair and
d istress in se lf-destruct ive w ays.
Moreover, the development and
implementation of protective factors
for these individuals can contribute
importantly to reducing their risk.

BACKGROUN D INFORM ATIO N A N D CURRENT STATUS

As in illnesses of all types, individuals who are receiving appropriate
treatment for mental disorders have the best likelihood of recovery
(Jamison & Baldessarini, 1999; Kleespies, 1998; Rudd, 2000; Rudd & Joiner,
1998). It is critical that individuals w ith psychiatric disorders or otherw ise
at increased suicidal risk receive adequate assessment, treatment, and fol-
low-up care.

DI D Y O U K N O W?

For every su icide death there are 5
hosp ita lizat ions and 22 Emergency
Department visits for su icidal behav-

iors - over 670,000 visits in a year.
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The nature of being in a su icida l crisis can somet imes impede an ind i-
vidual's ab ility to obtain appropriate med ical care for themselves. Some
ind ividuals w ith psych iatric d isorders may at t imes be unab le to serve as
their own best advocates when their illnesses invo lve impa ired cogn i-
t ions, emot ions or interpersona l skills. Pat ients w ith su icida l thoughts
report fear of being st igmat ized or rejected if they revea l these thoughts
to others (see Ob ject ive 8.1). Fam ily members and sign ificant others of
those who have d ied by su icide may, as well, be at increased risk for su i-
cide. Appropriate attent ion and sensit ivity to their un ique situat ion is
often lacking .

Current ly, there are on ly two psychopharmaco log ical treatments that
have been associated w ith reduced su icide– lith ium and clozap ine
(Baldessarini, Tondo, & Hennen , 1999; Meltzer & Okayli, 1995). The data
regard ing lith ium is extensive—stretch ing over 28 stud ies around the
world . The 6-8 fo ld reduct ion in the su icide rate associated w ith th is par-
t icu lar treatment is dramat ic and needs to be more w idely pub licized .
New intervent ions are being developed and tested for the treatment of
d isorders associated w ith su icidal behaviors. Because few stud ies of
treatments for menta l d isorders have included su icida l ind ividua ls (most
are excluded from clin ica l tria ls), new treatments need to be assessed for
their potent ia l to reduce su icide and su icida l behaviors as well as reduce
symptoms of the disorder.

H OW WILL THE OBJECTIVES F ACILITATE A CHIEVEMENT OF THE G O AL?

A heightened awareness of the presence or absence of risk and pro-
tect ive cond it ions associated w ith su icide w ill resu lt in better triage sys-
tems and better a llocat ion of resources for those in need of specia lized
treatment . Accurate assessment of how ind ividua ls respond to sign ificant
life events, transit ions, and challenges to their mental and physical well-
being can lead to appropriate and t imely intervent ions. Hea lth care
providers and clergy are often called upon to attend to end of life care
issues, includ ing sp iritual, relig ious, and fam ilial reconciliat ion . Taken
together, goals 7 and 8 w ill ensure that key service personnel are trained
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to conduct thorough su icide assessments, deliver appropriate interven-
t ions, make appropriate referrals when ind icated , and that health sys-
tems are appropriately organ ized to provide pat ients w ith needed and
effect ive clin ica l care.

Objective 7.1: By 2005, increase the proportion of patients treated
for self-destructive behavior in hospital emergency
departments that pursue the proposed mental health
follow-up plan.

Suicide attempts are a significant public health problem , particularly
among adolescents and young adults (see Figure 8). W ithout adequate
intervention, this population is at increased risk for repeat attempts and
death by suicide. Studies have found that fewer than 50 percent of ado-
lescent attempters are referred for treatment follow ing an emergency
department (ED) visit (Piacentini et al.; 1995; Spirito et al., 1989), and a
large proportion of those fail to attend their initial appointment.

Clinical studies have shown the
efficacy of training ED staff to treat
suicide attempts w ith due serious-
ness, and to emphasize to adoles-
cents' family members the dangers
of ignoring suicide attempts and
the benefits of follow-up treat-
ment to reduce the reoccurrence
of attempted suicide. Such staff
training has been associated w ith
greater completion of treatment
on the part of persons having
sought care in emergency depart-
ments (Rotheram-Borus et a l. ,
2000). From a health care perspec-
tive, both the patient and the
health care delivery system benefit
from better linkages between
emergency and appropriate follow-
up care.

ID E AS F OR A CTIO N

Deve lop gu ide l ines for hosp ita ls and
health delivery systems that ensure ade-
quate resources to imp lement conf irma-
t ion of menta l hea lth fo llow-up appo int-
ments.

Co llaborate locally to estab lish processes
that increase the proport ion of pat ients
w ho keep fo l lo w-up menta l hea l th
appointments after d ischarge from the
emergency department .
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Case management is not the usua l ro le of emergency departments,
but in facilitat ing cont inu ity of care they can champ ion processes that
provide the m issing link between an emergency evaluat ion and appro-
priate menta l hea lth treatment . Hosp ita ls shou ld confirm that pat ients
receive appropriate referra l and fo llow-up informat ion through ongo ing
qua lity assessment programs wh ile emergency departments ident ify and
develop linkages w ith menta l hea lth and substance abuse fo llow-up
resources for referral and treatment of pat ients w ith self-destruct ive
behaviors (see Ob ject ive 8.1).

FIG URE 8 :
SUICID A L ID E A TIO N A N D B EH A VIOR A M O N G HIG H SC H O O L STU D E N TS
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Objective 7.2: By 2005, develop guidelines for assessment of suicidal
risk among persons receiving care in primary health
care settings, emergency departments, and specialty
mental health and substance abuse treatment cen-
ters. Implement these guidelines in a proportion of
these settings.

Persons at risk for su icide arrive
in emergency departments and
primary hea lth care sett ings in a
variety of circumstances, w ith a
variety of concerns, such as men-
tal and substance use d isorders,
physica l abuse, recent losses, and
painfu l physical illnesses, that can
p lace persons at increased risk for
suicide (Harris & Barraclough , 1997; WHO , 2000a, 2000c). Currently,
there are no un iversa lly accepted gu idelines for the assessment of su ici-
da l risk in these pat ients (Shea , 1999). Such gu idelines wou ld assure that
these assessments become part of the rout ine protoco l for provid ing clin-
ical care to all ind ividuals seen in these health care settings and assist in
the process of making clin ically appropriate referrals for mental health
and substance abuse treatment .

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

Stud ies ind icate that there is a very h igh associat ion between some
mental (part icu larly sch izophren ia and mood d isorders) and substance
use (a lcoho l) d isorders and increased risk for su icide (Harris &
Barraclough, 1997; Inskip , Harris & Barraclough, 1998; Tanney, 2000).
Many pat ients w ith such d iagnoses are seen in specialty mental health
and substance abuse treatment centers, where they receive treatment for
their primary psych iatric d iagnosis. To provide good clin ical care, these

ID E AS F OR A CTIO N

Deve lop standard ized su icide assessment
gu ide lines for primary care physicians
when assessing e lderly patients.
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centers must have in p lace po licies, procedures, and eva luat ion programs
designed to ident ify the level of su icide risk and intervent ions to reduce

su ic ida l behaviors. Such
approaches w i l l l ike ly lead to
ensuring tha t more pa t ients
rece ive the appropriate assess-
ment for su icida l risk and protec-
t ive factors. Evaluat ion of these
po licies and procedures over t ime
w ill resu lt in more effect ive and
efficient delivery of hea lth care to
those at risk.

Objective 7.4: By 2005, develop guidelines for aftercare treatment
programs for individuals exhibiting suicidal behavior
(including those discharged from inpatient facilities).
Implement these guidelines in a proportion of these
settings.

It is well known that one of the h ighest risk periods for su icide is
immed iately fo llow ing d ischarge from inst itut iona l sett ings (Morgan &
Stanton , 1997). Often the invest igat ions of such deaths ident ify prob-
lems in assessing a pat ient's read iness for d ischarge or transit ion to a less
restrict ive level of care, or w ith post-d ischarge p lann ing and commun i-
cat ions. The transit ion from menta l hea lth and substance abuse inst itu-
t ional treatment sett ings to commun ity life can be d ifficu lt and chal-
leng ing for ind ividua ls at h igh risk for su icide. A ll too often the assump-
t ion is that ind ividua ls are no longer at risk for su icide once they are d is-
charged from inpat ient hosp ita l or inst itut iona l sett ings and p laced in
after-care treatment programs. Unfortunately, th is is not always the case.
Thus, it is crit ical that after-care treatment programs develop gu idelines
for the appropriate assessment , management , and treatment of ind ivid-
uals exh ib it ing su icidal behaviors fo llow ing treatment in emergency set-
t ings or in inpat ient hosp ita l sett ings (Bongar et a l., 1998). Such pro-
grams often incorporate some of the fo llow ing elements: telephone con-
tact , transportat ion arrangements to ensure attendance at clin ica l
appo intments, appropriate housing arrangements, resources to guaran-

IDE AS F OR A CTIO N

Sponsor the development of standardized
policy and procedures for assessing suici-
da l risk in ma le a lcoho lics.



GOALS AND OBJECTIVES FOR ACTIONG O A L 7 9 3

NATIONAL STRATEGY FOR SUICIDE PREVENTION

tee purchasing of med icat ions, and fam ily or support group educat ion .
It is important to provide educat ion and psycho log ical support to fam i-
lies and significant others of those who have exhib ited suicidal behavior.

Objective 7.5: By 2005, increase the proportion of those who pro-
vide key services to suicide survivors (e.g., emergency
medical technicians, firefighters, law enforcement
officers, funeral directors, clergy) who have received
training that addresses their own exposure to suicide
and the unique needs of suicide survivors.

When su icide occurs it resu lts in shock and d isrupt ion for those who
may have w itnessed the event or arrived on the scene soon thereafter, as
well as respond ing emergency personnel. Often emergency med ica l tech-
n icians and first responders (includ ing law enforcement officers and fire-
fighters) are the ind ividuals to have first contact w ith suicide survivors.
These are emot iona lly charged situat ions that leave indelib le memories
for a ll those invo lved . First responders have the opportun ity to set the
tone for being respectfu l and sensit ive to the needs of survivors and the
need to be prepared themselves
for the impact such events may
have on their own thoughts and
emot ions.

These personnel are also often
the first on the scene when called
to assist w ith a suicide attempt .
Here, too , the situat ion is often
emotionally charged , volatile, and
unpred ictab le. The jud icia l use of
tact, patience, sensitivity, authority,
judgment , and professiona l skills can resu lt in a successfu l assessment
and management of the situation . In a sim ilar fashion , other service-ori-
ented professionals (clergy, funeral d irectors) can provide informat ion
about loca l support services when appropriate.

ID E AS F OR A CTIO N

Organ ize su icide survivors in your commu-
n ity to provide seminars on recogn izing
and manag ing the persona l impact of su i-
cide to first responders.
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Objective 7.6: By 2005, increase the proportion of patients with
mood disorders who complete a course of treatment
or continue maintenance treatment as recommended.

A mood disorder is an alteration in an individual's ability to regulate
emotions or feelings. Episodes of depression often recur. A large number
of suicidal patients suffer from mood disorders alone or in combination
w ith other mental, substance use or physical disorders (co-morbidity)
(Henriksson et al., 1993). Often patients w ith mood disorders are reluctant
to seek treatment because of the stigma associated w ith having a mental
disorder.

The effective treatment of patients w ith mood disorders (which are
often recurrent illnesses, necessitating close monitoring and regular evalu-
ations) may last many months and sometimes even years. For those
patients receiving medications, it may take weeks before they are effective

and symptoms are sign ificant ly
reduced . Once symptom re lief
occurs it is recommended that
individuals remain on medication
for a m inimum of 6-9 additional
months and somet imes even
longer (Stahl, 2000). Remaining on
a therapeutic regimen of medica-
tions is an important element in
preventing a relapse or recurrence
of the illness.

Courses of psychotherapy for mood d isorders a lso are important and
curat ive. Psychotherapy has been found to be as effect ive as some phar-
maco log ic treatments and some comb inat ions of these two are superior
to either a lone. Once ind ividua ls beg in to feel better and their mood d is-
order is improved , some tend to d iscont inue regu lar treatment and do
not comp lete a fu ll course of med icat ion management or psychotherapy.
Premature term inat ion of treatment can increase the risk of relapse and
return of symptoms, includ ing su icida l behaviors. The ava ilab le treatment
moda lit ies for mood d isorder are effect ive when adm in istered over t ime

IDE AS F OR A CTIO N

Improve and d isseminate easy to use ,
web-based too ls to a id pat ients and care-
givers in treatment adherence and relapse
prevention .
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and mon itored appropriately. Pat ients must be educated to understand
the need to comp lete the fu ll course of recommended treatment , con-
t inue ma intenance treatment as recommended , and learn to recogn ize
and manage risk for relapse.

Objective 7.7: By 2005, increase the proportion of hospital emer-
gency departments that routinely provide immediate
post-trauma psychological support and mental health
education for all victims of sexual assault and/or phys-
ical abuse.

Clin ica l stud ies suggest that a h igh proport ion of vict ims of sexua l
assau lt and/or physica l abuse are at increased risk for psych iatric d istur-
bances associated w ith su icidal behavior, and at increased risk for self-
destructive behaviors w ithout necessarily develop ing a psycholog ical d is-
order (Herman , 1997). It is important for hosp ita l emergency depart-
ments to provide immed iate post-trauma psycho log ical support and
mental health educat ion for vict ims of vio lence, recogn izing the trau-
mat ic nature of their experience and the risk for self-destruct ive behav-
iors they may face in the future. Protocols must be developed to assist
these pat ients and to ensure proper fo llow-up and after-care treatment .

Objective 7.8: By 2005, develop guidelines for providing education
to family members and significant others of persons
receiving care for the treatment of mental health and
substance abuse disorders with risk of suicide.
Implement the guidelines in facilities (including gen-
eral and mental hospitals, mental health clinics, and
substance abuse treatment centers).

Th is ob ject ive is related to Ob ject ive 6.8 to increase the availab ility of
programs to educate fam ily members and significant others about
understand ing , monitoring , and intervening w ith persons who are at risk
of su icide. In comb inat ion , these two ob ject ives are intended to ensure
that the educat iona l materia l is ava ilab le, and that it is appropriately
delivered to those who can benefit from the informat ion .
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Fam ily members, sign ificant others, and support networks p lay very
important ro les in the care of ind ividua ls at increased risk for su icide.
Persona l know ledge and da ily proxim ity means that fam ily members are
in the best posit ion to qu ickly note changes in demeanor and behavior
that may signa l a deteriorat ion in th ier loved one’s cond it ion . Educat ing
fam ily members and sign ificant others about how to watch for changes
in mood and behavior, and how to access help when needed are impor-
tant to ensure that a person at risk does not become self-destruct ive. 

Objective 7.9: By 2005, incorporate screening for depression, sub-
stance abuse and suicide risk as a minimum standard
of care for assessment in primary care settings, hos-
pice, and skilled nursing facilities for all Federally-sup-
ported healthcare programs (e.g., Medicaid, CHAM-
PUS/TRICARE, CHIP, Medicare).

M illions of ind ividua ls are treated through Federa lly-supported hea lth
care programs, includ ing m ilitary personnel and their dependents and
elderly, physica lly and menta lly cha llenged , and ind igent persons.
Opportun it ies exist for these programs to become models for incorpo-
rat ing screen ing too ls and techn iques for depression , substance abuse,
and su icide risk.

Menta l and substance use d isorders,
as well as su icide risk, are often not
assessed in primary care set t ings
because of the t ime constra ints
invo lved and because the staff is not
appropriately tra ined to recogn ize
the presence of these cond it ions.

Incorpora t ing targeted screen ing
too ls and techn iques into Federally-supported primary care sett ings, hos-
p ices, and skilled nursing facilit ies is expected to increase the number of
ind ividua ls ident ified w ith symptoms of depression , substance abuse,
and su icide risk. Appropriate treatment and fo llow-up care for these
prob lems, over t ime, wou ld be expected to prevent su icides.

DID Y O U K N O W?

Males are four times more like ly to d ie
from suicide than are females.
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Objective 7.10: By 2005, include screening for depression, substance
abuse and suicide risk as measurable performance
items in the Health Plan Employer Data and
Information Set (HEDIS).

The Hea lth Plan Emp loyer Data and Informat ion Set (HEDIS) is a set of
standard ized performance measures designed to ensure that purchasers
and consumers have the informat ion they need to reliab ly compare the
performance of managed health care p lans. HEDIS is sponsored , sup-
ported and ma inta ined by the Nat iona l Comm it tee for Qua lity Assurance
(NCQA), a private, not-for-profit organ izat ion ded icated to improving the
qua lity of hea lth care.

The performance measures in HEDIS are related to many sign ificant
pub lic health issues such as cancer, heart d isease, smoking , asthma and
d iabetes. Screen ing for depression , substance abuse and su icide shou ld
be added to its performance measures for the same reasons outlined in
ob ject ive 7.9, and wou ld provide sim ilar, expected resu lts contribut ing to
the prevention of suicide.
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G O A L 8
IMPRO VE A CCESS T O A N D CO M M U NITY LIN K A GES WITH

M ENTAL H E ALTH A N D SUBST A N CE A BUSE SERVICES

W H Y IS THIS G O A L IMPORTA NT T O THE N ATIO N AL STRATEG Y?

This goal is designed to prevent suicide by ensuring that individuals who
are at high risk due to mental health and substance use problems can
receive prevention and treatment services. Barriers to access need to be
elim inated and linkages between various community agencies and mental
health and substance abuse treatment programs need to be established.

The elimination of health disparities and the improvement of the quali-
ty of life for all Americans are central goals for Healthy People 2010 (DHHS,
2000). Some of these health disparities are associated w ith differences of
gender, race or ethnicity, education, income, disability, geographic loca-
tion, or sexual orientation. Many of these factors place individuals at
increased risk for suicidal behaviors, because they lim it access to mental
health and substance abuse services.

Barriers to equal access and affordability of health care may be influ-
enced by financial, structural, and personal factors. Financial barriers
include not having enough health insurance or not having the ability to pay
for services outside a health plan or insurance program . Structural barriers
include the lack of primary care providers, medical specialists, or other
health care professionals to meet special needs or the unavailability of
health care facilities. Personal barriers include cultural or spiritual differ-
ences, language, not know ing when or how to seek care, or concerns
about confidentiality or discrimination (Healthy People 2010). Reducing
disparities is a necessary step in ensuring that all Americans receive appro-
priate physical health, mental health, and substance abuse services.

Improving access w ill help ensure that at-risk populations receive the
services they need, and that all community members receive regular pre-
ventive health services. Communities need to take responsibility for pre-
venting suicide and promoting health, but must remain sensitive to the
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balance between preserving individual civil liberties and imposing manda-
tory treatment in those instances where it may be indicated. Developing
partnerships w ith mental health and substance abuse services w ill enable
all components of the community to work together to ensure the overall
health and vitality of its members.

BACKGROUN D INFORM ATIO N A N D CURRENT STATUS

In the last decade, much effort has been put forth to improve commu-
nity health service delivery systems. It is believed that providing better
access and linkages has resulted in a decrease in unnecessary illness and
death due to health problems such as unintentional injury, heart attacks,
and chronic illnesses. Most communities
are proud of their emergency medical
services, police and fire emergency
services, emergency departments, and
available health services.

Society's view of suicide and suicidal
behaviors is evolving from seeing such
behavior as an individual act directly
affecting a single person, to a societal
event in which the suicide of one individual affects many facets of a com-
munity — a community that must then accept a leading role in preventing
its occurrence. The extent of suicidal behavior is now seen as a reflection
of the overall health and welfare of the community, and many communi-
ties have made it a priority concern.

As society shifts its attention to addressing public health concerns such
as violence, suicide, and other intentional injuries, the courts, schools,
churches, social service agencies, correctional institutions, and other com-
munity institutions must work w ith mental health and substance abuse
service systems to forge better relationships.

DI D Y O U K N O W?

Over ha lf of a ll su icides occur in adu lt
men , aged 25-65.
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H OW WILL THE OBJECTIVES F ACILITATE A CHIEVEMENT OF THE G O AL?

Achieving this goal is dependent on the extent to which community
organizations and service delivery systems communicate w ith each other to
facilitate the provision of health services to those in need, and on the
extent to which individuals at risk use these services. As activities to achieve
objectives are implemented, one outcome w ill be an initial increase in the
number of individuals identified to be in need of mental health and sub-
stance abuse services and preventive interventions. This is often the initial
result of improved risk identification and referral systems. However, the
long-term benefit to identifying those in need of services is that the over-
all health and well-being of the community is better served by addressing
the range of these health problems in the community at an earlier and less
debilitating stage. This benefit extends to suicide survivors who are among
those for whom linkages w ith mental health services may be indicated. Not
only would there be a long-term reduction in the rate of suicidal behaviors,
but also in the morbidity associated w ith many other disorders (depres-
sion, bipolar illness, schizophrenia, alcohol and drug abuse).

Objective 8.1: By 2005, increase the number of States that require
health insurance plans to cover mental health and sub-
stance abuse services on par with coverage for physical
health.

One reason that many mental health problems go untreated in America
is that employee benefit plans tend to provide more liberal coverage for
physical illness (general medical and surgical services) than for mental ill-
ness or substance abuse treatment. This disparity has worsened in recent

years due to changes in the
nation's health care delivery sys-
tems. W ithout parity, those in need
of specialty mental health and sub-
stance abuse treatment w ill be
den ied adequate access. States
and the Federal government have
begun to requ ire that menta l

IDE AS F OR A CTIO N

Comp lete and/or d issem inate cost-benef it
studies conducted in States that have
imp lemented parity laws.
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health and/or substance abuse treatment be covered in the same way as
other medical care (parity). Follow ing the passage of the 1996 Mental
Health Parity Act, some States have passed mandatory parity laws that to
varying degrees require parity in mental health and/or substance abuse
benefits. Others have enacted legislation conforming to the Federal man-
date. Most State parity laws are lim ited in scope or application. Few
address substance abuse treatment, and many are limited only to treat-
ment for serious mental illnesses. Many parity laws exempt small business-
es or only apply to plans for government employees. A necessary first step
for States is to require coverage for mental health and substance abuse
care on par w ith coverage for physical health care.

Objective 8.2: By 2005, increase the proportion of counties (or com-
parable jurisdictions) with health and/or social services
outreach programs for at-risk populations that incorpo-
rate mental health services and suicide prevention.

It is important to help populations at risk receive needed services.
National voluntary organizations such as the American Lung Association,
the American Heart Association, and the American Cancer Society have
been successful in their outreach efforts. They excel in providing timely and
targeted public information, public
health messages, and referral rec-
ommendations. It is also critical
that the services themselves are
available in the community, and
are able and w illing to reach out to
populations at risk to offer appro-
priate health and/or social services
that address their needs. At risk
populations are not always able to
access health services easily or to do
it on their own. Often the mental health and substance abuse service
provider systems need to provide ways to help individuals access care and
to follow up w ith care over time. Such programs, which include outreach
programs for the homeless and street health programs for runaway youth,
reach out by contacting these individuals where they congregate.

IDE AS F OR A CTIO N

Make ava ilab le more mob ile hea lth and
mental health clinics (clinics on wheels)
for the chron ica lly ill.
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Objective 8.3: By 2005, define guidelines for mental health (including
substance abuse) screening and referral of students in
schools and colleges. Implement those guidelines in a
proportion of school districts and colleges.

Suicide in adolescents and young adults (aged 15-24) remains the third
leading cause of death for this population. The onset of most major men-
tal and substance use disorders is in this age range. A number of commu-
nities have already instituted guidelines for mental health screening and
referral of students demonstrating at risk behaviors for suicide (CDC,
1992). These efforts have been shown to reduce the suicide ideation and
attempt rates as well as to improve the overall provision of mental health
care for the school population (See Objectives 4.2 and 4.3) (Zenere &
Lazarus, 1997). Nevertheless, there are no national guidelines for mental
health or substance abuse screening and referral for at-risk students. Such
guidelines might include assessment tools and criteria, protocols, algo-
rithms for assessing risk status, referral guidelines, and evaluation meas-
ures (Grossman & Kruesi, 2000).

DID Y O U K N O W?

Persons who desire an early death during a serious or terminal 
illness are usually suffering from a treatab le depressive cond ition .
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Objective 8.4: By 2005, develop guidelines for schools on appropriate
linkages with mental health and substance abuse treat-
ment services and implement those guidelines in a pro-
portion of school districts.

It is not sufficient to identify stu-
dents at risk in public and private
school systems w ithout also ensur-
ing that appropriate linkages to
receiving services are instituted .
The process of effecting a referral
for treatment services must be
carefully spelled out, tailored to
the special circumstances of the
school setting, and remain sensi-
tive to the need for adolescents,
young adults and their families to
feel supported and protected while
receiving timely and effective inter-
ventions.

Objective 8.5: By 2005, increase the proportion of school districts in
which school-based clinics incorporate mental health
and substance abuse assessment and management into
their scope of activities.

Sometimes it is difficult to effect
linkages w ith mental health and
substance abuse services when
such services are not w ithin close
proximity to school districts and
colleges, or when they are not
readily available in the community.
It wou ld be advantageous to
increase the proportion of school
d istricts in wh ich schoo l-based
clinics incorporate mental health

IDE AS F OR A CTIO N

Estab lish a pub lic/private working group
in your community to investigate ways to
provide effective mental health support
for schoo ls.

Identify model programs currently exist-
ing in a w ide variety of commun ity set-
tings and showcase them on the World
W ide Web .

IDE AS F OR A CTIO N

Assess ava ilab ility of menta l hea lth and
substance abuse treatment services for
youth to determine need for schoo l-based
clin ical services.
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and substance abuse assessment and management as part of their mission
and scope of activities. When it is in the best interests of all concerned for
the student at risk to receive care w ithin the school setting and not be
referred elsewhere, school-based clinics need to apply assessment and
management techniques appropriate to the age group that they serve.

Objective 8.6: By 2005, for adult and juvenile incarcerated popula-
tions, define national guidelines for mental health
screening, assessment and treatment of suicidal indi-
viduals. Implement the guidelines in correctional insti-
tutions, jails and detention centers.

For a variety of reasons, correctional institutions, jails, and detention
centers have not been designed to provide mental health assessment and
intervention programs and services, nor organized to offer suicide preven-

t ive intervent ion programs (see
Ob ject ive 4 .5) (Hayes, 1997).
However, many individuals in these
inst itut iona l set t ings are at
increased risk for self-destructive
behaviors (WHO , 2000). Efforts
should focus on providing appro-
priate assessment and treatment
services to those individuals in cor-
rectional facilities, particularly juve-
niles who are in detention centers
and holding units (Bonner, 2000).

Objective 8.7: By 2005, define national guidelines for effective com-
prehensive support programs for suicide survivors.
Increase the proportion of counties (or comparable
jurisdictions) in which the guidelines are implemented.

Current estimates suggest that for every suicide, there are 6-8 individu-
als who have been closely associated w ith the person who has died by sui-
cide. These family members, significant others, or acquaintances who have
experienced the loss of a loved one due to suicide may be at increased risk

IDE AS F OR A CTIO N

Work w i th pro fessiona l correc t iona l
organ izat ions to ident ify and promote
mode l su icide assessment gu ide lines for
ja ils during the acute period of incarcera-
tion (first 48 hours).
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for self-destructive behaviors as well as for a range of adjustment prob-
lems, often directly linked to their sudden status as survivors. As these indi-
viduals organized into support groups and national advocacy organiza-
tions, they have documented the
benefit of effective comprehensive
support programs (Ca llahan ,
2000). Although such programs
exist in many areas, there remain
many regions w ith a dearth of such
support groups. Making such pro-
grams available to those in need
w ill increase the likelihood of uti-
lization and benefit.

Objective 8.8: By 2005, develop quality care/utilization management
guidelines for effective response to suicidal risk or
behavior and implement these guidelines in managed
care and health insurance plans.

Currently, there are no standardized utilization management guidelines
for use by health care provider systems and health insurance plans for the
effective response to, and treatment of, individuals at risk for suicide. In
part, due to the lack of uniform operational definitions for suicidal risk, sui-
cide attempts, and other suicidal behaviors, such guidelines have been
lacking . W ith better defin it ions
and better surveillance techniques
to identify both individuals at risk
and those who m ight benefit from
certa in types of intervent ions,
standardized utilization manage-
ment guidelines can be developed,
and exist ing gu idelines can be
f ie ld-tested and ref ined (Risk
Management Foundation of the
Harvard Med ica l Inst itut ions,
1996).

IDE AS F OR A CTIO N

Develop and offer peer leadership train-
ing for facilitators of su icide survivors sup-
port groups.

ID E AS F OR A CTIO N

Work w ith managed care and insurance
providers to deve lop un iform operational
def in it ions for su icida l behaviors and
re lated terms in utilization management
gu ide lines.
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G O A L 9
IMPRO VE REPORTIN G A N D PORTRA Y ALS O F SUICID AL

B EH A VIOR, M E NTAL ILLN ESS , A N D SUBST A N CE A B USE IN THE

E NTERTAIN M E NT A N D N E WS M EDIA

W H Y IS THIS G O A L IMPORTA NT T O THE N ATIO N AL STRATEG Y?

The med ia–movies, television , rad io , newspapers and magazines–have
a powerfu l impact on percept ions of reality and on behavior. The
American Academy of Ped iatrics has est imated that American ch ildren
and ado lescents spend 22-28 hours per week view ing television , more
than any other act ivity except sleep ing (APA , 1990). The Internet , while
not h istorically considered to be a part of the med ia , has become qu ite
importan t in terms o f provision of informat ion , and many
persons–includ ing youth–spend many hours weekly view ing Web-based
presentations on a variety of sub jects; however, there is no know ledge
current ly availab le that addresses whether the dep ict ion of su icide
through the Internet affects those at risk d ifferent ly than through other
med ia .

Research over many years has found that med ia representat ions of su i-
cide may increase su icide rates, especia lly among youth (Schm idtke &
Schaller, 2000; Velting & Gould , 1997). "Cluster suicides" and "suicide
contag ion" have been documented (CDC, 1988; Gou ld et a l., 1990) and
stud ies have shown that both news reports and fict ional accounts of su i-
cide in movies and television can lead to increases in suicide (Davidson &
Gou ld , 1989). It appears that im itat ion p lays a ro le in certa in ind ividua ls
engag ing in suicidal behavior. In part icular, suicides increase primarily in
the geograph ic area where a front-page su icide story was pub lished w ith
the effect proport ionate to the amount of pub licity the su icide receives
(Phillips, 1985; Schm idtke & Schaller, 1998). Highly pub licized suicides of
enterta inment celebrit ies appear to produce im itat ion su icides most
powerfu lly (Wasserman , 1984).

It is w idely acknow ledged that the med ia can p lay a posit ive ro le in su i-
cide prevent ion , even as they report on su icide or dep ict su icide and
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related issues in movies and on television (Gou ld , 2001). The way su icide
is presented is part icu larly important . Chang ing med ia representat ion of
suicidal behaviors is one of several strateg ies needed to reduce the sui-
cide rate.

Med ia portrayals of mental illness and substance abuse may also ind i-
rect ly affect the su icide rate (Hawton et a l., 1999). Negat ive views of
these prob lems or inaccurate dep ict ion of treatment may lead ind ividu-
als to deny they have a prob lem or be reluctant to seek treatment , and
untreated mental illness and substance abuse are strong ly correlated
w ith su icide.

B A CK GRO U N D IN F ORM ATIO N A N D CURRE NT STATUS

There have been several attempts over the last two decades to address
the portrayal of suicide in the media. For example, the National Institute of
Mental Health and the Association for Media Psychology held a workshop
on violence prevention in 1984 in which action steps were developed to
address identified problems, but lack of funding precluded follow-through
(Berman, 1989). The Health Resources
and Services Adm inistration supported
a workshop in 1989, convened by the
Association of State and Territorial
Health Officials and the New Jersey
Department of Health, that focused
specifically on suicide contagion. This
workshop produced a set of recom-
mendations for health professionals in
dealing w ith the media and outlined
aspects of news coverage that can promote suicide contagion (O 'Carroll &
Potter, 1994). These recommendations were published and disseminated.
Anecdotal reports suggest that the recommendations have proved to be
workable in some communities (Jobes et al., 1996). However, there is no
evidence that they have been w idely adopted or that they have had a
measurable effect on the depiction of suicide or suicidal behaviors. Other
organizations have published guidelines on media coverage, including the

DI D YO U K N O W?

Between 1952 and 1995, the inci-
dence of su icide among ado lescents
and young adu lts nearly trip led .
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Nat iona l Inst itute of Menta l Hea lth , the American Associat ion of
Suicidology, the American Psychological Association, and the American
Psychiatric Association. The Entertainment Industries Council, founded in
1983 by leaders in the entertainment industry to provide information,
awareness and understanding of major public health and social issues
among the entertainment industry and to audiences at large, published
and disseminated depiction suggestions on mental illness in collaboration
w ith the Carter Center in 1993, updated in 2001 (http://eiconline.org/cre-
ative/spotlighton/mentill/depict1.html). Such recommendations and guide-
lines have been promoted and made available to the media and the pub-
lic, but again there is no clear evidence that they have changed the por-
trayal of suicide or suicidal behavior.

H OW WILL THE OBJECTIVES F ACILITATE A CHIEVEMENT OF THE G O AL?

The objectives established for this goal are designed to foster considera-
tion among media leaders of the impact of different styles of describing or
otherw ise depicting suicide and suicidal behavior, to eliminate inflammato-
ry coverage, and to encourage the presentation of content in the media that
can help prevent rather than increase suicide. Thus, these objectives incor-
porate elements of awareness, as well as intervention.

Objective 9.1: By 2005, establish an association of public and private
organizations for the purpose of promoting the accurate
and responsible representation of suicidal behaviors,
mental illness and related issues on television and in
movies.

In light of First Amendment issues, there is generally a resistance on the
part of the media to "guidelines" or other external attempts to influence
artistic expression in entertainment. However, once individuals in the media
have a clear understanding of the implications of the ways in which suicide
and other issues, including accurate depiction of mental illness and of treat-
ment, are depicted, many see value in modifying their approaches
(Knickmeyer, 1996). This understanding is best achieved through collabora-
tive action between the public health sector and media representatives.
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Such public/private partnerships have been developed to address other
issues, such as interpersonal violence prevention. Monitoring the effects of
changes, providing feedback on these effects, conducting research, and
ensuring constant communication between media representatives and pub-
lic health leaders can help sustain progress. An association of media lead-
ers, together w ith public health professionals, w ith an organizational mis-
sion of responsibly addressing the depiction of suicide, mental illness and
substance use disorders could be a key to solidifying an ethic w ithin the tel-
evision and movie industries that would improve public health w ithout
unduly restraining artistic expression.

Objective 9.2: By 2005, increase the proportion of television programs
and movies that observe promoting accurate and
responsible depiction of suicidal behavior, mental 
illness and related issues.

Currently, no consensus recommen-
dat ions have been formu lated for
entertainment media that specifically
address the depiction of suicide and
suicidal behaviors. As noted earlier,
depiction recommendations do exist
for mental illness and substance use
d isorders (see http://eicon line .org).
Once such recommendat ions are
developed, it w ill be important to work
towards their implementation, espe-
cially because depictions of suicide are
common in the entertainment media.
For example, a study conducted in the
late 1980s found that by the time ado-
lescents were high school seniors, they had w itnessed approximately 800
suicides on television, not all of them realistically portrayed (Radeck, undat-
ed). Widespread adherence to depiction recommendations should promote
a better public understanding of suicidal behavior and mental illness. Since
news reporters are also a part of that public, it is likely they too w ill have
their attitudes changed, which could affect their reporting of suicide.

IDE AS F OR A CTIO N

Imp lement a med ia mon i toring
process to prov ide enterta inment
media and sponsors of television pro-
gramming informed support of appro-
priate coverage and constructive cri-
t iques of m islead ing or hurtfu l dep ic-
t ions of su icide , menta l illness, sub-
stance use d isorders, or mental health
and substance abuse treatments.
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Objective 9.3: By 2005, increase the proportion of news reports 
on suicide that observe consensus reporting 
recommendations.

Pub lic hea lth officia ls believe that it is not so much the report ing of
su icide that may lead to "copy-cat" su icides as it is the manner in wh ich
su icide is reported . To m in im ize the likelihood of su icide contag ion , news
reports can incorporate recommendat ions developed at the 1989 New
Jersey workshop d iscussed above. Part icipants agreed that report ing
shou ld be concise and factua l. Other suggest ions include m in im iz ing
repet it ive, ongo ing or excessive report ing of su icide; lim it ing morb id
details and sensat ionalism; and avo id ing "how-to" descript ions of su icide
(O 'Carroll & Potter, 1994). Informat ion that can help to reduce suicide can
also be inserted in news stories, such as report ing about the comp lex
nature of su icide, list ing help resources, exp la in ing how to ident ify h igh-
risk ind ividua ls, and describ ing ava ilab le treatment for depression
(O 'Carro ll, 1996).

IDE AS F OR A CTIO N

Deve lop and provide press informat ion kits that provide a resource
for report ing on su icide and contac t  informat ion for loca l
spokespersons who may provide add it iona l informat ion .
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Objective 9.4: By 2005, increase the number of journalism schools
that include in their curricula guidance on the por-
trayal and reporting of mental illness, suicide and sui-
cidal behaviors.

One way to foster responsib le dep ict ion of suicide and mental ill-
ness–that is, dep ict ions that do not encourage su icide or st igmat ize men-
ta l illness–is to encourage d iscussions of the imp licat ions of how news is
presented among journa lism students. Lit t le is now known about the
way su icide, su icidal behaviors, or mental illness and substance use d is-
orders is addressed , if at all, in schoo ls of journalism across the country.
It is important to integrate such d iscussions fu lly into all journalism
schoo ls.

IDE AS F OR A CTIO N

Deve lop curricu lum materials on reporting of su icide and mental ill-
ness for use by professors in schoo ls of journa lism .
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G O A L 10
PRO M OTE A N D SUPPORT RESE ARCH O N

SUICID E A N D SUICID E PREVE NTIO N

W H Y IS THIS G O A L IMPORTA NT T O THE N ATIO N AL STRATEG Y?

Much is known about the risk factors associated w ith suicide, but less
about how to modify certain risk factors effectively to reduce the likelihood
of suicidal behaviors occurring. Protective factors have been shown to
reduce risk for suicide, but little is known about how to enhance these pro-
tective factors w ith individuals already at risk (Felner, Felner, & Silverman
2000). Some good hints are available about what interventions may be
effective, but little information about the long term effects of these inter-
ventions and about the variables that may influence their effectiveness
(Silverman & Felner, 1995). For instance, variables regarding the interven-
tion itself (for whom and for how long, how often, how intensively, and
under what circumstances) must be studied to determine which are criti-
cal in ensuring that the intervention works.

A great deal about the media and its effect on individuals is known, but
little about culturally appropriate messages and how to deliver them to tar-
geted populations to reduce suicide (see Objective 9.1). By advancing a
comprehensive research agenda, industry and government, working
together, can contribute significantly to the development of a know ledge-
base on the causes of suicide and the development of interventions aimed
at prevention.

B A CK GRO U N D IN F ORM ATIO N A N D CURRE NT STATUS

A good deal of information about individuals at risk for suicide has
emerged from epidem iological surveillance studies. Biological and genetic
research has begun to identify markers for increased risk for suicide. For
example, studies show ing decreased 5-hydroxy indoleacetic acid in cere-
brospinal fluid along w ith genetic linkage studies, suggest that certain indi-
viduals may be at increased risk for the expression of suicidal behaviors.
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All suicides are highly complex. The volume of research on suicide and
suicide prevention has increased considerably in the past decade and has
generated new questions about why individuals become suicidal or remain
suicidal. The important contributions of underlying mental illness, sub-
stance abuse, and biological factors, as well as potential risk that comes
from certain environmental influences are becoming clearer. Increasing the
understanding of how individual and environmental risk and protective
factors interact w ith each other to affect an individual's risk for suicidal
behavior is the next challenge.

Like the U.S., other nations are working to build national suicide pre-
vention plans on solid scientific evidence (see Introduction). Evaluation of
their efforts are underway and offer the opportunity to learn important
lessons from their experiences.

H O W WILL THE O BJECTIVES F A CILITATE A CHIEVE M E NT O F THE G O AL?

The field of suicidology has significantly advanced as a result of research
findings from many related fields including sociology, psychology, psychia-
try, biochemistry, neuropharmacology, and epidemiology. These findings
have been translated into screening and assessment tools, treatment and
resiliency-building interventions, and treatment and symptom monitoring
techniques. Continued advancements in the prevention of suicidal behav-
iors can only come w ith solid support of a w ide range of basic, clinical, and
applied research endeavors designed to enhance understanding of the eti-
ology, development, and expression of
suicidal behaviors across the life span
as well as those factors which enhance
resiliency. Such enhanced understand-
ing w ill lead to better assessment
too ls, treatments, and prevent ive
interventions. It w ill also lead to more
effect ive and eff icient therapeut ic
interventions for survivors of suicide
attempts.

DI D YO U K N O W?

More teenagers and young adu lts 
die from suicide than from cancer,
heart d isease , AIDS, b irth defects,
stroke , pneumon ia and influenza , and 
chronic lung disease , COMBINED.
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Objective 10.1: By 2002, develop a national suicide research agenda
with input from survivors, practitioners, researchers,
and advocates.

Everyone has a stake in the development and imp lementat ion of a
nat iona l su icide research agenda . Everyone who is touched by su icide has
a contribut ion to make to better understand the ind ividual who has com-
m it ted suicide and the suicidal process. A coord inated research agenda
w ill benefit everyone affected by su icide and other life-threaten ing
behaviors.

An agenda m ight address the who , what , when , where, why, how , and
how much quest ions of su icide. The targets for such an agenda m ight
include increased attent ion to h igh risk groups, gender and ethn ic d if -
ferences, geograph ica l d istribut ion , means restric t ion , econom ic
changes, surveillance, genet ic contribut ions, protect ive factors, and psy-
chotherapy and psychopharmaco logy as potent ia l treatment and pre-
vent ive intervent ions.

Such an agenda m ight include research on specific aspects of preven-
t ion , intervent ion , or postvent ion , includ ing basic, app lied , clin ica l, eva l-
uat ion , commun ity-based intervent ion , and med ia-based research .

Objective 10.2: By 2005, increase funding (public and private) for
suicide prevention research, for research on translat-
ing scientific knowledge into practice, and for train-
ing of researchers in suicidology.

Scient ific know ledge must be trans-
lated into pract ice and general app li-
cat ions, includ ing educat iona l set-
t ings, just ice, occupat iona l, and eld-
erly programs. Learn ing more about
ho w to transfer such kno w ledge
effect ively w ill benefit a ll concerned .
Important f ind ings and ideas for
imp lementation must not be over-

IDE AS F OR A CTIO N

Tie priorit ies for professiona l tra in ing
grants to the inclusion of su icido logy
in their curriculums.
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looked or lost because their potent ial for rap id app licat ion are not imme-
d iately appreciated . A rea l need exists to improve the translat ion of basic
scient ific research find ings into recommendat ions and suggest ions for
pract ica l app licat ion .

Desp ite the increase in interest in su icide and su icide prevent ion research ,
there remains a shortage of researchers trained in the field of su icido lo-
gy and trained in research methods most app licab le to su icide and su i-
cide prevent ion .

Objective 10.3: By 2005, establish and maintain a registry of preven-
tion activities with demonstrated effectiveness for
suicide or suicidal behaviors.

Basic, app lied , clin ical, and prevent ive intervent ion research must
focus more on su icide and life-threaten ing behaviors. Not on ly is it
important to support research in these areas, but also to review existing
research to gather those find ings that have the most potent ial for app li-
cat ion in commun ity and clin ical sett ings. By comparing and contrast ing
outcomes and find ings, appropriate decisions can be made about wh ich
d irect ions to pursue and wh ich approaches are no longer fru itfu l. Having
access to such a reg istry that ident ifies evidence-based models or best
pract ices allows ind ividuals or commun it ies to app ly them or bu ild upon
them in develop ing loca l in it iat ives.
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Objective 10.4: By 2005, perform scientific evaluation studies of new
or existing suicide prevention interventions.

In promot ing better research on su icide and su icide prevent ion , it is
important to develop better eva luat ion research too ls, techn iques, and
approaches to determ ine whether intervent ions do , in fact , work and
how effect ively and efficient ly they ach ieve the goa ls stated . Eva luat ion
stud ies may include measurements of cost-effect iveness, cost-offset , and
cost-benefit . It is on ly through carefu lly designed , imp lemented , and
eva luated intervent ion stud ies that better prevent ive intervent ions can be
provided to ach ieve the goal of reducing su icide rates in the nat ion . (See
Ob ject ive 4.8).

DID Y O U K N O W?

In 1999, approximate ly 1 out of every 13 U .S. h igh schoo l students
reported making a suicide attempt in the preceding 12 months.
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G O A L 11
IMPRO VE A N D E XPA N D SURVEILLA N CE SYSTE MS

WH Y IS THIS G O AL IMPORTA NT T O THE N ATIO N AL STRATEGY?

Surveillance has been defined as
the systemat ic and ongo ing co llec-
t ion of data (Bonn ie et al., 1999).
Surveillance systems are key to hea lth
p lann ing . They are used to track
trends in rates, to ident ify new prob-
lems, to provide evidence to support
act ivit ies and in it iat ives, to ident ify
risk and protect ive factors, to target
h igh risk popu lat ions for interven-
t ions, and to assess the impact of pre-
vent ion efforts (Thacker & Stroup ,
1994).

Data are needed at nat ional, state and local levels. Nat ional data can
be used to draw attent ion to the magn itude of the su icide prob lem and
to exam ine d ifferences in rates among groups (e.g ., ethn ic, age groups)
(see Figure 9) and loca les (e.g ., rura l vs. urban). State and loca l data help
estab lish local program priorities and are necessary for evaluating the
impact of su icide prevent ion strateg ies.

B A CK GRO U N D IN F ORM ATIO N A N D CURRE NT STATUS

Nat ionally, su icide surveillance data come from death cert ificates. Th is
vita l stat ist ics informat ion is ava ilab le from the Nat iona l Center for Hea lth
Stat ist ics, Centers for Disease Contro l and Prevent ion . Med ical exam iner
databases also provide some informat ion related to su icide. The infor-
mat ion on rates ava ilab le from vita l stat ist ics databases obviously does
not include those deaths m isclassified as hom icides or accidents, and an
unknown number of others m isclassified as natural causes, but wh ich

DI D YO U K N O W?

Every 17 m inutes another life is lost to
su icide . Every day 86 Americans take
the ir own life and over 1500 attempt
su icide .

There are an est imated 8 to 25
at tempted su icides for every one
death by su icide .
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may actua lly be su icides. Informat ion ava ilab le from death cert ificates is
lim ited and is not a lways comp lete. Prevent ion efforts wou ld be
enhanced by more comprehensive informat ion . However, such informa-
tion is not now systematically collected .

Data on su icide attempts must come from sources designed for other
purposes, such as trauma reg istries and un iform hosp ital d ischarge data
sets. Trauma reg istries provide detailed informat ion about the nature and
severity of an injury, the treatment provided , and the status of the

FIG URE 9 :
SUICID ES A N D SUICID E RATES BY A GE GRO UP –

U NITE D STATES , 1998

S o u r c e : N a t i o n a l  C e n t e r  f o r  H e a l t h  S t a t i s t i c s

n Rat e

A GE GRO UP IN YE A RS
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pat ient on d ischarge from the hosp ital. However, most trauma reg istries
include on ly "major" trauma cases, those that requ ire at least a three-day
hosp ital stay (Bonnie et al., 1999). Moreover, many suicide attempts do
not lead to traumat ic in juries (e.g ., overdoses of med icines). Thus, trau-
ma reg istries have only lim ited informat ion on suicide attempts.

A un iform hosp ita l d ischarge data set is another potent ia l source of
informat ion on su icide attempts. As suggested by its name, a hosp ital
d ischarge data set provides informat ion on ly about those su icide
attempts that resulted in hosp ital treatment . Not all States require either
trauma reg istries or uniform hosp ital d ischarge data.

The State of Oregon is un ique in that a 1987 law requ ires hosp ita ls
treat ing a ch ild under the age of 18 for in juries resu lt ing from a su icide
attempt to report the attempt to the Oregon Health Division (Hopkins et
al., 1995). Th is data source provides important informat ion for youth su i-
cide prevent ion programm ing in Oregon .

Other possib le sources of data on su icide attempts include menta l
hea lth agencies, psych iatric hosp ita ls, po ison contro l centers, un iversit ies
and co lleges, ch ild death review team reports, emergency departments,
and surveys. Lim itat ions exist for a ll of these data sources, such as lack of
detail on the circumstances surround ing the suicide attempt (Children's
Safety Network, 2000). Deta iled informat ion is important because it may
lead to increased know ledge of how su icides can be prevented in the
future.

One prob lem in studying non letha l su icida l behavior is lack of consen-
sus about what terms shou ld be used to refer to these types of behaviors
(O 'Carro ll et al., 1996). Self-in jurious behavior exists on a cont inuum from
act ions w ithout conscious intent to d ie, to act ions w ith lethal intent that
do not resu lt in death (su icide attempts), to intent ional, self-inflicted
death (su icide). Often it is d ifficu lt to ident ify a person's intent to d ie and
thus d ifficu lt to d ifferent iate attempted su icide from self-in jurious behav-
ior in wh ich there was no intent to d ie.
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H O W WILL TH E O BJECTIVES F A CILITATE A CHIEVEMENT O F THE G O A L?

The ob ject ives estab lished for th is goal are designed to enhance the
quality and quant ity of data availab le at nat ional, state and local levels
on su icide and attempted su icide and ensure that the data are usefu l for
prevent ion purposes.

Objective 11.1: By 2005, develop and refine standardized protocols
for death scene investigations and implement these
protocols in counties (or comparable jurisdictions).

Death scene invest igat ions can reveal important informat ion about the
circumstances of a su icide and its method . Th is informat ion can be used
to improve understand ing of su icide and enhance prevent ion efforts.
Emergency med ica l techn icians, po lice, med ica l exam iners, and coroners
may a ll contribute to the co llect ion of data .

The detail and specificity of death scene invest igat ions vary by the
tra in ing and orientat ion of those who part icipate in them . The med ica l

exam iner or coroner is seldom the
first to arrive at the scene of a su i-
cide; prehosp ita l care providers
and fire fighters are more likely to
arrive first . The core tra in ing cur-
ricu la for such first responders
include lit t le attent ion to death
scene invest igat ion in genera l or
su icide scene preservat ion specifi-
ca lly. In many jurisd ict ions, pre-

hosp ita l care providers are requ ired to attempt resuscitat ive efforts even
in the face of overwhelm ing evidence of death . Such resuscitat ion and
transport efforts d isrupt evidence. Protoco ls defin ing situat ions that do
not requ ire resuscitat ion and that specify important evident iary find ings
that shou ld be preserved wou ld help to address these prob lems. Wh ile
law enforcement officers are tra ined in death scene invest igat ion , that
tra in ing is primarily geared towards the confirmat ion or den ia l of fou l
p lay. Add it ional train ing in gathering evidence from a su icide scene

IDE AS F OR A CTIO N

Review local emergency med ical services
protoco ls for su icide scene procedures
and revise as needed .
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would provide data that should assist in prevention activities (MacKay,
1997). For examp le, record ing the names of w itnesses to the death or
close personal contacts of the decedent cou ld help uncover essent ial
informat ion about the decedent , e.g ., statements and other behaviors
prior to the death , as well as personal and fam ily histories. Testimonies
of these ind ividuals may reveal insight into the intent , as well as relevant
risk and protective factors.

Objective 11.2: By 2005, increase the proportion of jurisdictions that
regularly collect and provide information for follow-
back studies on suicides.

Fo llow-back stud ies consist of the co llect ion of detailed informat ion
about the vict im , h is or her circumstances, the immed iate antecedents of
the su icide, and other important but less immed iate antecedents. Data
sources include persona l interviews and med ica l records. Fo llow-back
stud ies can be used to increase understand ing of the causes of su icide
and to refine prevent ion strateg ies (Berman 1993; Clark & Horton-
Deutsch , 1992; Conwell et a l., 1996). In some States, ch ild death review
teams ana lyze su icides of young peop le, and informat ion from these
reviews is used to assist in prevent ion programm ing .

IDE AS F OR A CTIO N

Determine if a loca l jurisd iction regu larly comp letes fo llow-back
stud ies on comp leted su icides, and if not , advocate for such
studies.
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Objective 11.3: By 2005, increase the proportion of hospitals (includ-
ing  emergency departments) that collect uniform
and reliable data on suicidal behavior by coding
external cause of injuries utilizing the categories
included in the International Classification of
Diseases.

Consistent use of external cause of injury codes in hosp ital d ischarge
data and emergency department records wou ld provide an extremely
va luab le resource for the study and prevent ion of su icide. Emergency

physicians, in particular, have a
key role in ensuring that these
data are co llected . In jury codes
include informat ion about the
causes and c ircumst ances o f
in juries (the "how") and , in comb i-
nat ion w ith other informat ion in
the med ical record , the effect of
d ifferent injuries on the body. The

codes can also be used to obtain informat ion on cost of treatment .
Externa l cause of in jury codes were developed by the World Hea lth
Organ izat ion as a part of the Internat ional Classificat ion of Diseases. They
are standard ized internat ionally and allow consistent comparisons of
data among commun it ies, States, and countries (or across t ime for pur-
poses of evaluat ion stud ies). As of January 1997, 17 States had some
type of requ irement for such cod ing (Arizona , Ca liforn ia , Connect icut ,
Delaware, Georg ia , Maryland , Massachusetts, M issouri, Nebraska , New
Jersey, New York, Pennsylvania, Rhode Island , South Carolina, Vermont ,
Washington , and W isconsin) (Education Development Center, 1999).

IDE AS F OR A CTIO N

Advocate for mandated cod ing of exter-
nal cause of in jury by all hosp itals.
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Objective 11.4: By 2005, implement a national violent death report-
ing system that includes suicides and collects infor-
mation not currently available from death certifi-
cates.

A deta iled , Federa lly-supported data system exists to assist po licy-mak-
ing for motor veh icle related deaths, but such a data system does not
exist for vio lent deaths, includ ing those from su icide. As a resu lt , much
of the pub lic debate about vio lent deaths is based on lim ited rather than
comprehensive data . A nat iona l report ing system , wh ich m ight consist of
informat ion derived from a comb inat ion of sources, includ ing death cer-
t ificates, med ica l exam iner or coroner's offices, and law enforcement
agencies, wou ld fill a gap in current know ledge by provid ing consistent ,
comparab le data from a ll States.

Objective 11.5: By 2005, increase the number of States that produce
annual reports on suicide and suicide attempts, inte-
grating data from multiple State data management
systems.

An annual State report on su icide describes the magn itude of the su i-
cide prob lem in the State and how su icide d ifferent ia lly affects specia l
popu lat ions; thus, the data can be used to ident ify priorit ies for p lann ing
and programm ing . The data can also help track trends in the su icide rate
over t ime and ident ify new prob lems related to su icide, such as changes
in the methods for comp let ing su icide or in the su icide rate among cer-
tain groups. And finally, the data can help the State evaluate its su icide
prevent ion efforts.

ID E AS F OR A CTIO N

Encourage State health agencies to pro-
duce annual reports on su icide .
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Objective 11.6: By 2005, increase the number of nationally repre-
sentative surveys that include questions on suicidal
behavior.

It is est imated that a far greater number of peop le attempt su icide
than is reflected in stat ist ics based on med ica l care. Some peop le are
treated in a physician's office from wh ich no report ing is ever made, and
others are not treated by med ica l personnel at a ll. Stud ies exam in ing
nonfata l su icida l behavior have found that over 70 percent of persons
attempt ing suicide never seek health services (Crosby, Cheltenham , &
Sacks, 1999). Even the best of exist ing data on su icide underest imates
the burden it p laces on society (Rosenberg et al., 1987). The Youth Risk
Behavior Survey provides one source of informat ion on youth su icide, but
there are no other nat ionally adm inistered surveys that regularly include
questions about suicidal behavior. Such information would be quite use-
fu l in understand ing the true scope of the prob lem and in design ing
intervent ions.

Objective 11.7: By 2005, implement pilot projects in several States
that link and analyze information related to self-
destructive behavior derived from separate data sys-
tems, including for example law enforcement, emer-
gency medical services, and hospitals.

The utility of data can be enhanced significantly when data sets are
linked. Such linked data can provide much more comprehensive informa-
tion about an event, its circumstances, the occurrence and severity of
injury, the type and cost of treatment received, and the outcome in terms
of both mortality and morbidity (Bonnie et al., 1999). The National
Highway Traffic Safety Administration, U.S. Department of Transportation
has fostered and supported the development of linked data systems in
improving know ledge related to traffic injuries. It has found that many
important questions can be answered through analyses based on data link-
age. However, significant barriers exist w ith respect to data linkage, includ-
ing difficulties in obtaining access to various data sets, high costs, limited
resources for developing and maintaining databases, technical difficulties,
and issues of confidentiality (Bonnie et al., 1999). Some of these problems
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are being addressed, however, such as the development of "probabilistic
linkage" software that can track individual cases through multiple data sets
even in the absence of common identifiers. In short, linking data sets is not
a trivial undertaking, but the rewards are often substantial in terms of
higher quality data and more complete information.

DI D Y O U K N O W?

Su icide rates are consistently h igher in
the western states than in the rest of
the U .S.
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CH A PTER 12
LO O KIN G A HE A D

I N VESTMENT A N D COLLA B ORATIO N

Designed to encourage and empower groups and ind ividua ls to work
together, the National Strategy for Suicide Prevention creates a frame-
work for su icide prevent ion for the Nat ion . The stronger and broader the
support and co llaborat ion , the greater the chance for the success of th is
pub lic hea lth in it iat ive. Su icide and su icida l behaviors can be reduced as
the genera l pub lic ga ins more understand ing about the extent to wh ich
su icide is a ma jor pub lic hea lth prob lem , about the ways in wh ich it can
be prevented , and about the ro les ind ividua ls and groups can p lay in pre-
vention efforts.

The National Strategy is comprehensive and sufficient ly broad so that
ind ividua ls and groups can select those ob ject ives and act ivit ies that best
fit their interests, const ituencies and resources. The p lan's ob ject ives sug-
gest a number of ro les for d ifferent groups. Ind ividua ls represent ing a

variety of occupat iona l fields such as
health care, social work, educat ion ,
law and faith-based care should be
invo lved in imp lement ing the p lan .
Inst i tu t ions such as com mun i ty
groups, relig ious organ izat ions, and
schoo ls a ll have a necessary part to
p lay. Sites for su icide prevent ion work
include ja ils, emergency departments,
and the workp lace . The survivors,

consumers and the med ia need to be partners as well. State and loca l
governments are key p layers, as is the Federa l government , whose ro le is
to jud iciously provide fund ing for research and programs that protect
and enhance the health and well-being of their cit izens.

Ideally, the National Strategy w ill mot ivate and illum inate. But for the
NSSP to have any effect , peop le need to use it as a gu ideline to develop

DID Y O U K N O W?

State Su icide Prevent ion Plans a lready
exist or are in the process of creat ion

in over 20 States.
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their own priorit ies. The National Strategy can serve as a model that can
be adopted or mod ified by States, commun it ies, and tribes as they devel-
op their own su icide prevent ion p lan . The informat ion on evidence-based
strateg ies included in th is document can help . The National Strategy
art icu lates the framework for nat iona l efforts and provides leg it imacy for
local groups to make suicide prevention a high priority for action . Taking
act ion w ill convey a message that we, as a society, do care about sup-
port ing our commun it ies.

CH A LLE N G ES TO O VERCO ME

The know ledge base about su icide and su icide prevent ion remains
incomp lete. Research resu lt ing in the acqu isit ion of new know ledge must
cont inue to contribute by suggest ing new strateg ies and approaches.
Evaluat ion act ivit ies must be incorporated into all prevent ion efforts to
ensure ongo ing mon itoring and refinement .

In the last decade, suicide prevent ion efforts have received renewed
support from Federal and private sources. Most of these efforts have
taken the form of educat ional campaigns and development of health
educat ion modu les for schoo l systems. The pharmaceut ical industry has
developed new med icat ions to treat menta l and substance use d isorders
that are often associated w ith su icidal behavior and there is prom ising
evidence that these med icat ions do reduce su icidal behaviors among
those who receive them in therapeut ic doses over sufficient t ime
(Jam ison & Baldessarini, 1999; Meltzer & Okayli 1995). However, patients
may a lso need non-pharmaco log ic intervent ions to reduce their risk for
suicidality.

Educat iona l inst itut ions have increased their tra in ing in prevent ion sci-
ences and health promotion. However, the courses offered may not
specifically address su icide, su icidal behaviors, mental health services, or
the prevent ion of mental or substance use d isorders. New advances in
therapeut ic modalit ies such as cogn it ive behavioral therapy, d ialect ical
behavioral therapy, and interpersonal psychotherapy, hold prom ise for
reducing su icidal behaviors in those ind ividuals at risk (Hawton et al.,
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1998). Renewed attent ion has focused on bu ild ing social and interper-
sona l competencies as protect ive factors aga inst menta l d isorders

(Mrazek & Haggerty, 1994). System ic
interventions, such as the A ir Force
Su icide Prevent ion Program , have
made an impact (Lit ts et a l., 1999).
Nevertheless, access to these qua lity
programs is not un iversa l and not a ll
mental health centers or substance
abuse treatment facilities have the
ava ilab le expert ise to offer these
interventions.

Imp lement ing a nat ional su icide prevent ion strategy successfu lly
requ ires overcom ing some specific obstacles and barriers. Some are well-
known to the prevent ion field in genera l, such as the rea l d ilemma of
allocat ing scarce human and monetary resources among the many
deserving hea lth-related prevent ion programs. Acqu iring and ma inta in-
ing appropriate levels of pub lic and private fund ing for su icide preven-
t ion efforts can be a cha llenge. The potent ia l impact on loca l, state, and
federa l budgets must be carefu lly considered .

Another obstacle is the argument that prevent ion is a luxury and funds
shou ld be allocated instead to treatment , wh ich is of the moment . Both
are important and necessary and pub lic hea lth efforts work more effec-
t ively when these components operate in un ison . In an oft-cited
metaphor, prevent ion is likened to the work of post ing warnings and
construct ing protect ive ra ilings at the river's edge, wh ile treatment is
seen as the work of pu lling those who have fallen in and cannot sw im
from the co ld waters. There w ill always remain a ro le for both kinds of
work. One goal of prevent ion is to prevent those at risk from "drown ing ,"
because the treatment programs cannot always keep pace w ith the
demand for services.

Another cha llenge to overcome is the inst itut iona l tendency towards
short-term and iso lated prevent ion p lann ing . Because effect ive preven-
t ion efforts may take years to show true benefits, inst itut ing p lans in 2-

DID Y O U K N O W?

A concerted , broad ly-supported , com-
mun ity based effort reduced su icide in
the US A ir Force by over 60% in five

years.
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to 5-year increments may not perm it prevent ion efforts to come to
fru it ion . Add it ionally, su icide prevent ion goals and ob ject ives must be
woven into the fabric of commun ity and local human services, train ing ,
and educat ion . Stand ing alone, su icide prevent ion efforts fail to benefit
from the resources, experience and commun ity acceptance of estab lished
programs and services. There are cha llenges and comp lexit ies surround-
ing priority sett ing , data co llect ion , measurement of progress, resource
a llocat ion and programmat ic refinement over t ime.

Probab ly the greatest cha llenge to the successfu l imp lementat ion of a
nat iona l su icide prevent ion strategy comes from the tw in nemeses of
st igma and d isparity: the societal st igma associated w ith mental illness,
substance abuse, and suicidal behaviors, and the current d isparity in
access to mental health and substance abuse care compared to other
forms of health care. Taken together, these two threats–one of psycho-
log ical and cu ltural orig ins, the other due to organ izat ional and eco-
nom ic roadb locks–represent a form idab le tw in obstacle. Overcom ing
them must engage the energ ies, po lit ica l w ill and creat ivity of a ll mem-
bers of society.

Collaboration is a keystone of the National Strategy. There is in our
Nat ion a tremendous human resource potent ial of vo lunteer and grass-
roots advocates who are comm it ted to advancing suicide prevent ion
efforts. Many groups and ind ividuals have been invo lved in develop ing
the p lan's goals and ob ject ives and as act ivit ies for imp lement ing the
p lan are developed , many others w ill be ca lled upon to lend their sup-
port . The involvement of a d iverse group of part icipants w ill lead to the
format ion of partnersh ips for successfu l imp lementat ion . Everyone must
be invo lved for the p lan to succeed and for the su icide rate to be
reduced .

Decisions about which diseases and conditions should receive the most
attention are difficult and complex. Opportunities arise only so often to
capture the spirit and attention of the public around a particular public
health problem . The momentum and activity focused in the last few years
on suicide and suicidal behaviors suggest that the time is right for bold and
concerted movement forward w ith suicide prevention efforts.
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N EXT STEPS

Beyond the writ ten p lan presented in th is document , the National
Strategy for Suicide Prevention encompasses the development , pro-
mot ion and support of programs that w ill be imp lemented in commun i-
t ies across the country. These act ivit ies are designed to ach ieve sign ifi-
cant , measurab le, and susta inab le reduct ions in su icide and su icida l
behaviors. Th is requ ires a ma jor investment in pub lic hea lth act ion . For
any prevent ive act ion to go forward , three ingred ients are necessary: a
know ledge base, the pub lic support for change, and a socia l strategy to
accomp lish change (Atwood , Co ld itz , & Kawach i, 1997). The next steps
for the NSSP recognize that each ingred ient is dependent upon the other,
and that balance among all three must be ach ieved to make progress.

A sign ificant step is to develop an operat ing structure or coord inat ing
body for the National Strategy that reflects the essent ia l need for a pub-
lic/private partnersh ip . Pub lic (for instance Federa l, State, and loca l offi-
cials) and private sector representat ion wou ld gu ide pub lic act ion . Private
sector representat ives wou ld include business, vo luntary organ izat ions,
survivor groups, faith-based groups, professional associations, and the
med ia . The coord inat ing body, w ith defined responsib ility, fund ing ,
authority, and accountab ility for its work, wou ld be the nat ional focus for
prevent ion act ivit ies and wou ld provide a mechan ism for engag ing pub-
lic w ill.

Development of an act ion agenda , comp lete w ith specific act ivit ies
defined for nat ional, state, and commun ity partners wou ld ideally be
shepherded by the coord inat ing body a lthough to exped ite progress,
development of a coord inat ing body and an act ion agenda may proceed
in tandem . When stakeho lders part icipate in the development of preven-
t ion act ivit ies, po lit ica l w ill is generated for the resources to accomp lish
them . Moreover, bridg ing the know ledge and pract ice commun it ies in
th is way leads to sound prevent ion act ivit ies app licab le to specific cu l-
tures.

Some act ivit ies w ill be d irected towards crit ical expansion of the
know ledge base w ith , for examp le, the add it ion of translat iona l research
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connect ing advances in neuroscience to "act ive prevent ive intervent ions"
(e.g ., b io log ica l, socia l, psycho log ica l) that lower the risk of su icide, of
app lied research that carries prevent ion science into commun ity act ion ,
and of research on program evaluat ion . Th is know ledge cont inuum sup-
ports development of pract ice gu idelines for all d iscip lines and sectors
engaged in su icide prevent ion .

Ideally, ob jectives are measurab le; that is, one is ab le to follow some
essent ia l p iece of informat ion associated w ith the stated ob ject ive.  Th is
informat ion , known as a benchmark, or ind icator, perm its one to quan-
t ify the ach ievement of a resu lt . For instance, in Ob ject ive 3.1 the bench-
mark (ind icator) is the proportion of the pub lic that views mental and
physica l hea lth as equa l and inseparab le components of overa ll hea lth .
Thus, to track success in ach ieving an ob ject ive it is requ ired to have iden-
t ified at least one benchmark, a base line (the measurement of the bench-
mark from wh ich change w ill be assessed) and a target (the number or
percentage change desired in the benchmark).  Not all ob ject ives requ ire
benchmarks to determ ine if the Nat ion has ach ieved them .  Po licy and
organ izat ional ob ject ives (see Ob ject ive 2.2) can often be deemed
accomp lished simp ly by the fact of their having been estab lished . 

Benchmarks can be a commonsense way to commun icate to the pub-
lic the va lue of their investment in su icide prevent ion act ivit ies.  By meas-
uring the same benchmark over t ime, one may determ ine the amount
and d irect ion of change towards fulfilling the ob ject ive.  In this way,
benchmark measures can gu ide decision making by provid ing informa-
t ion about the success or failure of efforts that are being app lied in sup-
port of a part icu lar ob ject ive.

Each ob ject ive in the U .S. National Strategy is potent ia lly, if not prac-
t ically, measurab le.  For some ob ject ives, benchmark data may already
exist or its co llect ion w ill be straightforward .  For others, benchmarks
have not yet been ident ified or co llect ing informat ion on the benchmark
may just not be pract ical at th is t ime.  For most of the ob ject ives in Goals
and Objectives for Action , no baseline benchmark data has yet been
estab lished . W ithout th is baseline informat ion , it is d ifficu lt to set a
numerical target for change, since it is not clear just how much progress
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shou ld be expected by the year 2005.  Develop ing appropriate ind icators,
determ in ing baseline measures and estab lish ing a benchmarking system
for National Strategy progress is a key next step .

Plans are a lready underway to launch the National Strategy for
Suicide Prevention website < http://www.mentalhealth.org/suicide-
prevention >  and document clearinghouse so that the ava ilab le know l-
edge can be in the hands of those who w ill be can use it for effect ive
decision-making in su icide prevent ion .  The website/clearinghouse w ill
provide electron ic linkages among partners invo lved in the NSSP to sup-
port their co llaborat ion and progress.  It w ill provide up-to-date infor-
mation that can help shape pub lic w ill.

Now is the t ime for making great strides in su icide prevent ion .
Imp lement ing th is National Strategy for Su icide Prevent ion provides the
means to rea lize success in reducing the to ll of th is serious pub lic hea lth
prob lem . The work ahead can extend pub lic and private co llaborat ion to
susta in act ion on beha lf of a ll Americans because su icide prevent ion is
tru ly everyone's business.
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A PPE N DIX A

NSSP GO ALS A N D OBJECTIVES F OR A CTIO N :  SUM M ARY LIST

SECTIO N I: A W ARE N ESS

1. Promote awareness that su icide is a pub lic hea lth prob lem that
is preventab le

2. Develop broad-based support for su icide prevent ion

3. Develop and imp lement strateg ies to reduce the st igma associat-
ed w ith being a consumer of mental health , substance abuse
and suicide prevention services

SECTIO N 2: INTERVENTIO N

4. Develop and imp lement su icide prevent ion programs

5. Promote efforts to reduce access to letha l means and methods
of self-harm

6. Imp lement tra in ing for recogn it ion of at-risk behavior and deliv-
ery of effect ive treatment

7. Develop and promote effect ive clin ica l and professiona l pract ices

8. Increase access to and commun ity linkages w ith menta l hea lth
and substance abuse services

9. Improve report ing and portrayals of su icidal behavior, mental ill-
ness, and substance abuse in the entertainment and news med ia

SECTIO N 3: M ETHO D OLO GY

10. Promote and support research on suicide and suicide prevention

11. Improve and expand surveillance systems
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SECTIO N I :  A W ARE N ESS

1. PRO M OTE A W ARE N ESS THAT SUICID E IS A PUBLIC HEALTH PROBLEM

THAT IS PREVENTA BLE

Ob ject ive 1.1: By 2005, increase the number of States in wh ich pub-
lic informat ion campa igns designed to increase pub lic
know ledge of su icide prevent ion reach at least 50 per-
cent of the State's popu lat ion .

Ob ject ive 1.2: By 2005, estab lish regu lar nat ional congresses on su i-
cide prevent ion designed to foster co llaborat ion w ith
stakeho lders on prevent ion strateg ies across d isci-
p lines and w ith the pub lic.

Ob ject ive 1.3: By 2005, convene nat iona l forums to focus on issues
likely to strong ly influence the effect iveness of su icide
prevent ion messages.

Ob ject ive 1.4: By 2005, increase the number of both pub lic and pri-
vate inst itut ions act ive in su icide prevent ion that are
invo lved in co llaborat ive, comp lementary d issem ina-
tion of information on the World W ide Web .

2. DEVELOP BRO A D-B ASED SUPPORT FOR SUICID E PREVE NTIO N

Ob ject ive 2.1: By 2001, expand the Federa l Steering Group to appro-
priate Federa l agencies to improve Federa l coord ina-
t ion on su icide prevent ion , to help imp lement the
National Strategy for Suicide Prevention , and to
coord inate future revisions of the National Strategy

Ob ject ive 2.2: By 2002, estab lish a pub lic/private partnersh ip(s) (e.g .,
a nat iona l coord inat ing body) w ith the purpose of
advancing and coord inat ing the imp lementat ion of the
National Strategy.
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Ob ject ive 2.3: By 2005, increase the number of nat iona l professiona l,
vo luntary, and other groups that integrate su icide pre-
vent ion act ivit ies into their ongo ing programs and
act ivit ies.

Ob ject ive 2.4: By 2005, increase the number of nat iona lly organ ized
fa ith commun it ies adopt ing inst itut iona l po licies pro-
mot ing su icide prevent ion .

3 . D E V EL O P A N D I M PLE M E N T STR A TE GIES T O RE D U CE TH E STIG M A

ASSO CIATED WITH BEIN G A C O NSU MER OF MENTAL HEALTH , SUBSTA N CE

A BUSE A N D SUICID E PREVE NTIO N SERVICES .

Ob ject ive 3.1: By 2005, increase the proport ion of the pub lic that
views menta l and physica l hea lth as equa l and insep-
arab le components of overa ll hea lth .

Ob ject ive 3.2: By 2005, increase the proport ion of the pub lic that
views menta l d isorders as rea l illnesses that respond
to specific treatments.

Ob ject ive 3.3: By 2005, increase the proport ion of the pub lic that
views consumers of menta l hea lth , substance abuse,
and su icide prevent ion services as pursu ing funda-
menta l care and treatment for overa ll hea lth .

Ob ject ive 3.4: By 2005, increase the proport ion of those su icida l
persons w ith underlying mental d isorders who receive
appropriate menta l hea lth treatment .
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SECTIO N 2 :  INTERV E NTIO N

4. DEVELOP A N D IMPLE M E NT C O M M U NITY-B ASED SUICIDE PREVENTIO N

PRO GRA MS

Ob ject ive 4.1: By 2005, increase the proport ion of States w ith com-
prehensive su icide prevent ion p lans that a) coord inate
across government agencies, b) invo lve the private sec-
tor, and c) support p lan development , imp lementation ,
and evaluation in its communities.

Ob ject ive 4.2: By 2005, increase the proport ion of schoo l d istricts
and private schoo l associat ions w ith evidence-based
programs designed to address serious childhood and
ado lescent d istress and prevent su icide.

Ob ject ive 4.3: By 2005, increase the proportion of colleges and uni-
versit ies w ith evidence-based programs designed to
address serious young adu lt d istress and prevent su i-
cide.

Ob ject ive 4.4: By 2005, increase the proport ion of emp loyers that
ensure the ava ilab ility of evidence-based prevent ion
strateg ies for su icide.

Ob ject ive 4.5: By 2005, increase the proport ion of correct ional inst i-
tut ions, jails and detent ion centers housing either
adu lt or juven ile offenders, w ith evidence-based su i-
cide prevent ion programs.

Ob ject ive 4.6: By 2005, increase the proport ion of State Ag ing
Networks that have evidence-based su icide prevent ion
programs designed to ident ify and refer for treatment
of elderly peop le at risk for suicidal behavior.

Ob ject ive 4.7: By 2005, increase the proport ion of fam ily, youth and
commun ity service providers and organ izat ions w ith
evidence-based su icide prevent ion programs.
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Ob ject ive 4.8: By 2005, develop one or more tra in ing and techn ica l
resource centers to bu ild capacity for States and com-
mun it ies to imp lement and eva luate su icide prevent ion
programs.

5 . PRO M OTE EFF ORTS T O RE D UCE A CCESS T O LETH AL ME A NS A N D M ETH O DS

O F SELF-H ARM

Objective 5.1: By 2005, increase the proportion of primary care clini-
cians, other health care providers, and health and safety
officials who routinely assess the presence of lethal
means (including firearms, drugs, and poisons) in the
home and educate about actions to reduce associated
risks.

Objective 5.2: By 2005, expose a proportion of households to public
information campaign(s) designed to reduce the accessi-
bility of lethal means, including firearms, in the home.

Objective 5.3: By 2005, develop and implement improved firearm safe-
ty design using technology where appropriate.

Objective 5.4: By 2005, develop guidelines for safer dispensing of med-
ications for individuals at heightened risk of suicide.

Objective 5.5: By 2005, improve automobile design to impede carbon
monoxide-mediated suicide.

Objective 5.6:: By 2005, institute incentives for the discovery of new
technologies to prevent suicide.

6 . I MPLE M E NT TRAININ G F O R REC O G NITIO N O F AT-RISK BEH A VIOR A N D

D ELIVERY O F EFFECTIVE TRE ATMENT

Objective 6.1: By 2005, define minimum course objectives for providers
of nursing care in assessment and management of sui-
cide risk, and identification and promotion of protective
factors. Incorporate this material into curricula for nurs-
ing care providers at all professional levels.
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Objective 6.2: By 2005, increase the proportion of physician assistant
educational programs and medical residency programs
that include training in the assessment and manage-
ment of suicide risk and identification and promotion of
protective factors.

Objective 6.3: By 2005, increase the proportion of clinical social work,
counseling, and psychology graduate programs that
include training in the assessment and management of
suicide risk, and the identification and promotion of pro-
tective factors.

Objective 6.4: By 2005, increase the proportion of clergy who have
received training in identification of and response to sui-
cide risk and behaviors and the differentiation of mental
disorders and faith crises.

Objective 6.5: By 2005, increase the proportion of educational faculty
and staff who have received training on identifying and
responding to children and adolescents at risk for sui-
cide.

Objective 6.6: By 2005, increase the proportion of correctional workers
who have received training on identifying and respond-
ing to persons at risk for suicide.

Objective 6.7: By 2005, increase the proportion of divorce and fam ily
law and criminal defense attorneys who have received
training in identifying and responding to persons at risk
for suicide.

Objective 6.8: By 2005, increase the proportion of counties (or compa-
rable jurisdictions such as cities or tribes) in which edu-
cation programs are available to family members and
others in close relationships w ith those at risk for suicide.

Objective 6.9: By 2005, increase the number of recertification or licens-
ing programs in relevant professions that require or pro-
mote competencies in depression assessment and man-
agement and suicide prevention.
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7 . D EVELOP A N D PRO M OTE EFFECTIV E CLINIC A L A N D PRO FESSIO N A L

PRA CTICES

Ob ject ive 7.1: By 2005, increase the proport ion of pat ients treated
for self-destruct ive behavior in hosp ital emergency
departments that pursue the proposed mental health
fo llow-up p lan .

Ob ject ive 7.2: By 2005, develop gu idelines for assessment of su icida l
risk among persons receiving care in primary hea lth
care sett ings, emergency departments, and specia lty
menta l hea lth and substance abuse treatment centers.
Imp lement these gu idelines in a proport ion of these
sett ings.

Ob ject ive 7.3: By 2005, increase the proport ion of specia lty menta l
health and substance abuse treatment centers that
have po licies, procedures, and eva luat ion programs
designed to assess suicide risk and intervene to reduce
su icida l behaviors among their pat ients.

Objective 7.4: By 2005, develop guidelines for aftercare treatment pro-
grams for ind ividua ls exh ib it ing su icida l behavior
(including those discharged from inpatient facilities).
Implement these guidelines in a proportion of these set-
tings.

Objective 7.5: By 2005, increase the proportion of those who provide
key services to suicide survivors (e.g., emergency medical
technicians, firefighters, law enforcement officers, funer-
al directors, clergy) who have received training that
addresses their own exposure to suicide and the unique
needs of suicide survivors.

Objective 7.6: By 2005, increase the proportion of patients w ith mood
disorders who complete a course of treatment or con-
tinue maintenance treatment as recommended.
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Objective 7.7: By 2005, increase the proportion of hospital emergency
departments that routinely provide immediate post-
trauma psychological support and mental health educa-
tion for all victims of sexual assault and/or physical
abuse.

Objective 7.8: By 2005, develop guidelines for providing education to
family members and significant others of persons receiv-
ing care for the treatment of mental health and sub-
stance abuse disorders w ith risk of suicide. Implement
the guidelines in facilities (including general and mental
hospitals, mental health clinics, and substance abuse
treatment centers).

Objective 7.9: By 2005, incorporate screening for depression, sub-
stance abuse and suicide risk as a m inimum standard of
care for assessment in primary care settings, hospice,
and skilled nursing facilities for all Federally-supported
healthcare programs (e.g., Medicaid, CHAMPUS/TRI-
CARE, CHIP, Medicare).

Objective 7.10: By 2005, include screening for depression, substance
abuse and suicide risk as measurable performance
items in the Hea lth Plan Emp loyer Data and
Information Set (HEDIS).

8. INCRE ASE A CCESS TO A N D CO M M U NITY LIN K A GES WITH M E NTAL HEALTH

A N D SUBSTA N CE A BUSE SERVICES

Ob ject ive 8.1: By 2005, increase the number of States that requ ire
health insurance p lans to cover mental health and sub-
stance abuse services on par w ith coverage for physi-
ca l hea lth .

Ob ject ive 8.2: By 2005 , increase the proport ion of count ies (or com-
parab le jurisd ict ions) w ith hea lth and/or socia l services
outreach programs for at-risk popu lat ions that incor-
porate menta l hea lth services and su icide prevent ion .
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Ob ject ive 8.3: By 2005, define gu idelines for menta l hea lth (includ ing
substance abuse) screen ing and referra l of students in
schoo ls and co lleges. Imp lement those gu idelines in a
proport ion of schoo l d istricts and co lleges.

Ob ject ive 8.4: By 2005, develop gu idelines for schoo ls on appropriate
linkages w ith mental health and substance abuse
treatment services and imp lement those gu idelines in
a proport ion of schoo l d istricts.

Ob ject ive 8.5: By 2005, increase the proport ion of schoo l d istricts in
wh ich schoo l-based clin ics incorporate menta l hea lth
and substance abuse assessment and management
into their scope of act ivit ies.

Ob ject ive 8.6: By 2005, for adu lt and juven ile incarcerated popu la -
t ions, define nat iona l gu idelines for menta l hea lth
screen ing , assessment and treatment of su icida l ind i-
vidua ls. Imp lement the gu idelines in correct iona l inst i-
tut ions, ja ils and detent ion centers.

Ob ject ive 8.7: By 2005, define nat ional gu idelines for effect ive com-
prehensive support programs for su icide survivors.
Increase the proport ion of count ies (or comparab le
jurisd ict ions) in wh ich the gu idelines are imp lemented .

Ob ject ive 8.8: By 2005, develop qua lity care/ut ilizat ion management
gu idelines for effect ive response to su icidal risk or
behavior and imp lement these gu idelines in managed
care and hea lth insurance p lans.

9 . I MPRO VE REPORTIN G A N D PORTRA Y ALS OF SUICID AL BEH A VIOR, M E NTAL

ILLN ESS , A N D SUBSTA NCE A BUSE IN THE E NTERTAIN M E NT A N D N E WS

M E DIA

Objective 9.1: By 2005, establish an association of public and private
organizations for the purpose of promoting the accurate
and responsible representation of suicidal behaviors, mental
illness and related issues on television and in movies.
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Objective 9.2: By 2005, increase the proportion of television programs and
movies that observe promoting accurate and responsible
depiction of suicidal behavior, mental illness and related
issues.

Ob ject ive 9.3: By 2005 , increase the proport ion of ne ws reports 
on su ic ide tha t observe consensus report ing 
recommendations.

Ob ject ive 9.4: By 2005, increase the number of journalism schoo ls that
include in their curricula guidance on the portrayal and
report ing of menta l illness, su icide and su icida l behaviors.

SECTIO N 3 :  M ETH O D OLO G Y

10 . PRO M OTE A N D SUPPORT RESE ARCH O N SUICIDE A N D SUICIDE

PREVE NTIO N

Ob ject ive 10.1: By 2002, develop a nat iona l su icide research agenda
w ith input from survivors, pract it ioners, researchers,
and advocates.

Ob ject ive 10.2: By 2005, increase fund ing (pub lic and private) for su i-
cide prevention research , for research on translating
scient ific know ledge into pract ice, and for tra in ing of
researchers in suicidology.

Ob ject ive 10.3: By 2005, estab lish and ma inta in a reg istry of preven-
t ion act ivit ies w ith demonstrated effect iveness for
suicide or suicidal behaviors.

Ob ject ive 10.4: By 2005, perform scient ific eva luat ion stud ies of new
or existing suicide prevention interventions.
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1 1 . IMPRO VE A N D EXPA N D SURVEILLA NCE SYSTE MS

Ob ject ive 11.1: By 2005, develop and refine standard ized protoco ls
for death scene invest igat ions and imp lement these
protoco ls in count ies (or comparab le jurisd ict ions).

Ob ject ive 11.2: By 2005, increase the proport ion of jurisd ict ions that
regu larly co llect and provide informat ion for fo llow-
back stud ies on su icides.

Ob ject ive 11.3: By 2005, increase the proport ion of hosp ita ls (includ-
ing emergency departments) that co llect un iform and
reliab le data on su icida l behavior by cod ing externa l
cause of in juries, ut ilizing the categories included in
the Internat iona l Classificat ion of Diseases.

Ob ject ive 11.4: By 2005, imp lement a nat ional vio lent death report-
ing system that includes suicides and collects infor-
mat ion not current ly ava ilab le from death cert ifi-
cates.

Ob ject ive 11.5: By 2005, increase the number of States that produce
annua l reports on su icide and su icide attempts, inte-
grat ing data from mu lt ip le State data management
systems.

Ob ject ive 11.6: By 2005, increase the number of nat iona lly represen-
tat ive surveys that include quest ions on su icida l
behavior.

Ob ject ive 11.7: By 2005, imp lement p ilot pro jects in several States
that link and ana lyze informat ion related to self-
destruct ive behavior derived from separate data sys-
tems, includ ing for examp le law enforcement , emer-
gency med ical services, and hosp itals.
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A PPE N DIX B

EV ALU ATIO N OF SUICID E PREVE NTIO N PRO GRA MS

As not everything can be done , there must be a basis for deciding which
th ings are worth doing . Enter evaluation .

M . Q . Patton (1997)

Eva luat ion is the too l we use to ensure that programs, such as those
that are designed to prevent su icide, accomp lish what we intend .
Eva luat ion may answer certa in quest ions that have been taken for grant-
ed but that have not been scient ifically tested , especially those related to
proving the effect iveness of a program . Evaluat ion may also be used to
improve the funct ion ing of a program . Both types of eva luat ion–some-
t imes referred to as outcome evaluat ion and process evaluat ion–can help
to ensure effect ive use of resources.

Weiss (1998) posits four defining elements of evaluation:

1. Eva luat ion is concerned w ith either the operat ions or the out-
comes of a program; a few evaluat ions may address both .

2. Eva luat ion compares a program to a set of standards. The stan-
dards may be exp licit , such as a statement of goals or ob jectives,
or imp licit , in which one must deduce the standard . Evaluation
imp lies a judgment .

3. Eva luat ion is systemat ic. It is conducted w ith rigor and thorough-
ness.

4. Evaluat ion is purposefu l. It is designed to provide informat ion
that can improve a program or document the effects of one or
more aspects of it .

A process eva luat ion focuses on imp lementat ion . It describes how a
program operates, how it delivers services, and how well it carries out its
intended funct ions. By document ing a program 's development and oper-
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at ion , a process eva luat ion can provide some understand ing of the per-
formance of the program and informat ion for potent ial rep licat ion . The
goa l of a process eva luat ion may be to ensure that a pro ject stays on
course and is faithfu l to the in it ial model. It may also be designed to pro-
vide the opportun ity to make m idcourse correct ions, to mod ify aspects
of the program that are not working as orig ina lly intended , or to ident i-
fy prob lems or gaps that need attent ion . Process eva luat ion can help a
pro ject ensure accountab ility by comparing its actual performance w ith
expectat ions and exp la in ing reasons for any d ifferences. Such informa-
t ion can help program adm in istrators understand why some act ivit ies
were more usefu l than others, lead ing to improved services in the future.

An outcome eva luat ion emp loys a causa l framework; that is, an inter-
vent ion is assumed to cause a part icu lar outcome. Th is type of eva luat ion
is used to study the effect iveness of a program . It emp loys quant ifiab le
data to determ ine whether or not a program had the desired effects.
Examp les m ight include a reduct ion in the su icide rate or in attempted
suicides, changes in know ledge among primary care physicians of treat-
ment resources, or changes in the number of depressed peop le taking
ant idepressants. Wh ile eva luat ion is often thought of in terms of meas-
uring overa ll effect iveness, frequent ly less comprehensive quest ions can
be asked . For examp le, an eva luat ion m ight address the ab ility of an out-
reach program to actually contact peop le at risk and it m ight assess the
cost of do ing so; another m ight exam ine the way in wh ich hea lth
provider characterist ics affect the ab ility and/or w illingness of these ind i-
vidua ls to effect ively engage persons at risk of su icide.

STEPS IN C O N D UCTIN G A N EV ALU ATIO N

The key steps in eva luat ion are as fo llows:

l Engaging staff and other potential stakeholders in the evaluation
process.

l Focusing the evaluation design.

l Gathering evidence.
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l Justifying conclusions.
l Ensuring use and sharing lessons learned.

Engag ing Staff and Stakeho lders: Involving staff and stakeholders in
an evaluation ensures that their perspectives are understood . If they are
not engaged , the evaluat ion m ight overlook important elements of the
program . Stakeho lders can also help to imp lement the evaluat ion . They
can improve its cred ib ility and help the pro ject address any potent ia l eth-
ica l concerns.

There are severa l ways to invo lve stakeho lders in an eva luat ion . These
include consu lt ing w ith representat ives from as many groups as possib le;
develop ing an evaluat ion task force and includ ing representat ives of the
stakeho lder groups; and provid ing t imely feedback on the process of the
eva luat ion . An advisory comm it tee m ight be formed to funct ion
throughout the life of the project .

The provision of feedback to pro ject staff and other relevant stake-
ho lders on the ongo ing progress of an evaluat ion is often overlooked ,
resu lt ing in m issed opportun it ies to improve the eva luat ion and ensure
that its find ings are u lt imately used by the field . Examp les of ways to pro-
vide feedback include weekly meet ings w ith program staff; month ly d is-
cussions or roundtab les w ith a larger group; newsletters; and/or b iweek-
ly memos from the evaluator(s) on insights and reflect ions for response
and comment . Ongo ing d ia logue and frequent commun icat ion are
essent ial elements in ensuring that providers remain engaged in the pro j-
ect; such commun icat ion may also assist the evaluat ion team to refine
the design and interpretations of the study.

Focusing the Eva luat ion Design : The evaluat ion quest ion(s) drive the
study. There are many potent ial quest ions that can be asked in an evalu-
ation . Patton (1997) identifies 57 alternative ways of focusing an evalua-
t ion , each type w ith a d ifferent purpose and associated quest ion–and
these, he states, are illustrat ive on ly. Examp les of ways to focus an eval-
uation and the types of questions relevant to each are shown in Tab le 1.
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FOCUS OF EVALUATION

Outcome:

Causa l

Cost-Benefit

Effect iveness

Social and
Commun ity

Ind icators

Process:

Imp lementat ion

Descript ive

Context

DEFINING QUESTION OR APPROACH

What is the relat ionsh ip between an intervent ion (as a treat-
ment) and outcomes? Can the intervent ion be shown to have
resu lted in the observed outcomes? Are other factors wh ich
cou ld contribute to an outcome adequately contro lled?

What is the relat ionsh ip between program costs and program
outcomes (benefits) expressed in do llars?

To what extent is the program effective in attaining its goals?
How can the program be more effect ive?

What social and econom ic data shou ld be mon itored to assess
the impacts of the program? What is the connection between
program outcomes and larger-scale social ind icators, for exam-
p le, unemp loyment?

To what extent was the program imp lemented as designed?
What issues surfaced during imp lementat ion that need atten-
t ion in the future?

What happens in the program? (No "why" quest ions or
cause/effect analysis)

What is the environment w ith in wh ich the program operates
politically, socially, econom ically, culturally and scientifically?
How does this context affect the program?

T A BLE 1
F O CUSIN G A N E V ALU ATIO N

Adapted from Patton , 1997.
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After defining one or more important questions, the program and
evaluat ion team must then determ ine whether or not it is possib le to
answer them . Perhaps a quest ion cannot be clearly stated or its elements
adequately defined . Or perhaps there is not a methodo logy that can be
used to answer the question . Or, while it may be theoretically possib le to
design an eva luat ion study to answer a part icu lar quest ion , it may be
qu ite expensive to conduct the study and sufficient funds may be
unavailab le. Determ in ing whether or not a quest ion can be asked clear-
ly, whether there is a way to study it , and whether there is sufficient
money to undertake an appropriate study is somet imes referred to as an
"eva luab ility assessment ." 

Many peop le now use a "log ic model" as a way to ident ify evaluat ion
quest ions. A log ic model is simp ly a d iagram (perhaps a flow chart or a
tab le) that shows the relat ionsh ips between program elements and pre-
sumed outcomes; it represents the theory of how and why the program
is assumed to work. By develop ing such a d iagram , program stakehold-
ers can somet imes clarify areas of part icu lar interest for evaluat ion . An
examp le of a comp leted log ic model is included at the end of this d is-
cussion .

Once the quest ions for the evaluat ion have been determ ined , the pro j-
ect team must design the methodology. Decisions are made on issues
such as the specificat ion of groups that w ill be stud ied , the means by
wh ich groups w ill be selected , t ime interva ls for study, the kinds of com-
parisons that are p lanned , and the form in wh ich data are to be co llect-
ed . Either qua litat ive or quant itat ive data may be co llected , somet imes
both . An evaluat ion quest ion that addresses proving effect iveness, for
examp le, w ill usually requ ire a formal research design that includes a
contro l group and the development of quant itat ive measures, but a
quest ion that is concerned w ith understand ing a pro ject's responsiveness
to cu ltura l issues w ill most likely emp loy methods such as interviews and
focus groups.
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Gathering Evidence: As a part of the study design , the evaluat ion team
w ill need to decide on the instruments for co llect ing it . Survey quest ion-
na ires, interview protoco ls, and cod ing forms are examp les of instru-
ments. In some cases, it is possib le to use preexist ing instruments; in
other cases, the eva luator w ill need to develop a new instrument . An
advantage of exist ing instruments is that they are often (but not a lways)
standard ized (i.e., scores on part icu lar items have been rated as "normal"
and "non-norma l"), and they may have been estab lished as va lid and reli-
ab le (va lid means the instrument measures what it is supposed to meas-
ure and reliab le means that responses are consistent over t ime). The d is-
advantage of using exist ing instruments is that they may not be appro-
priate for the part icu lar program being evaluated . For examp le, an instru-
ment may refer to services not provided through the program , or it may
be inappropriate for the cu ltura l or ethn ic groups that make up a com-
munity.

Just ifying Conclusions: In the data analysis phase of evaluat ion , the
informat ion is interpreted and a judgment made about the mean ing of
the data that has been co llected . What are the answers to the quest ions
that have been posed and what do these answers mean? 

Generally, some standard w ill be used to judge the meaning of the
find ings. For examp le, if one of the desired outcomes of a program is the
inst itut ion of or improvement in outreach services, a number by itself w ill
have lit t le relevance in the absence of a standard . Is an outreach program
successfu l that reaches 15 percent of the popu lat ion? The answer
depends on what the program and the commun ity define as adequate
and appropriate. When d iverse stakeho lders have d ifferent standards,
they may d isagree on the conclusions that may be drawn from the data
ana lysis.

Ensuring Use and Sharing Lessons Learned : Eva luat ion is on ly worth
do ing if it leads to improvements in know ledge and program operat ions.
There is both a loca l and a un iversa l component to ut ilizat ion of eva lua-
t ion find ings. Eva luat ion shou ld be important first of a ll to the stake-
ho lders of the part icu lar program that was evaluated; evaluat ion find ings
shou ld inform programmat ic decision-making and address quest ions
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that are important to program staff and service recip ients. Engag ing
stakeho lders throughout the eva luat ion process helps to ensure an eva l-
uat ion that is relevant to the program and that may lead to changes in
procedures and po licies, if necessary, or to enhanced support for the pro-
gram .

The second aud ience for evaluat ion is outsiders w ith an interest in the
issue. Find ings may help to improve the funct ion ing of related pro jects,
convince po licy makers of the importance of the program , and generate
w ider support for the program . Evaluat ion find ings presented in the
med ia can increase pub lic understand ing .

CO NCLUSIO N

Th is d iscussion has provided a very brief overview of some issues related
to evaluat ion . It is intended to provoke thought and to suggest the
importance of evaluat ion for suicide prevent ion . More detailed informa-
t ion on evaluat ion may be found on the Web sites and in the books list-
ed below .

USEFUL W EB SITES

http://www.cdc.gov/eval
Th is site, supported by the U.S. Department of Health and Human

Services, Centers for Disease Contro l and Prevent ion , provides a descrip-
t ion of the pub lic hea lth approach to eva luat ion in a clear and stra ight-
forward manner. It includes links to other Web sites w ith add it ional
informat ion on program evaluat ion , includ ing numerous on-line pub lica-
t ions that can be down loaded .

http://www.bja.evaluationwebsite.org
Th is site, supported by the U .S. Department of Just ice, Bureau of

Just ice Assistance, provides a primer on eva luat ion . Wh ile the examp les
are oriented to pro jects of the Department of Just ice, the text is generic
to evaluat ion of commun ity-w ide programs.
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http://www.wkkf.org/publications/evalhdbk
Th is site includes a down loadab le version of the excellent eva luat ion

handbook developed by the W .K. Kellogg Foundation for its grantees. It
provides much usefu l informat ion for eva luat ing pro jects that are com-
mun ity-based .

http://ctb.Isi.ukans.edu
Th is site includes over 3,000 down loadab le pages on eva luat ing com-

mun ity programs. User friend ly and comprehensive, it is maintained by
the Un iversity of Kansas.

USEFUL PUBLIC ATIO NS

Afifi, A .A ., Clark, V. (1990). Computer A ided Mu ltivariate Analysis (2nd
ed .). New York: Chapman and Hall, 1990.
n A text on linear models and regression ana lysis.

Centers for Disease Contro l and Prevent ion . (1999). Framework for pro-
gram evaluat ion in pub lic health . Morb id ity and Mortality Weekly Report ,
48 , 1-40 .
n A descript ion of the elements of a good eva luat ion for pub lic hea lth

programs, includ ing standards for effect ive eva luat ion .

Kva le, S. (1996). InterViews: An introduction to qualitative research inter-
view ing . Thousand Oaks, CA: Sage.
n A comprehensive book writ ten for pract it ioners but also useful for

researchers.

Lunnenberg , C. (1994). Mode ling experimental and observational data.
Boston: PWS-Kent.
n A text on linear models and regression ana lysis.

Maxwell, J.A . (1996). Qua litat ive research methods. Thousand Oaks, CA:
Sage .
n A comprehensive look at qua litat ive research .
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Patton , M .Q . (1997). Ut ilizat ion-focused eva luat ion (3rd ed .). Thousand
Oaks, CA: Sage.
n A clear and readab le text provid ing good gu idance on evaluat ion

strateg ies that can lead to usefu l–and used–eva luat ions.

Rossi, P.H., & Freeman, H.E. (1993). Evaluation : A systematic approach
(5th ed .). Thousand Oaks, CA: Sage.
n A h igh ly regarded text on evaluat ion .

Weiss, C. H. (1998). Evaluation methods for studying programs and poli-
cies (2nd ed .). Upper Sadd le River, NJ: Prent ice Hall.
n An easy-to-read and comprehensive text on evaluat ion .

Weitzman , E.A ., & M iles, M .B. (1995). A software sourcebook :  Computer
programs for qualitative data analysis. Thousand Oaks, CA: Sage.
n A sourcebook addressing the relat ive advantages of d ifferent comput-

er programs for qua litat ive ana lysis.
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A PPE N DIX C
EX A MPLES O F RESE ARCH EF F ORTS TH AT M A Y YIELD

IN F ORM ATIO N IMPORTA NT T O SUICID E PREVE NTIO N EFF ORTS

Prevent ive efforts to reduce su icide shou ld be grounded in research
that provides informat ion about mod ifiab le risk and protect ive factors, as
well as about appropriate target popu lat ions on wh ich to focus preven-
t ion efforts (see The Pub lic Hea lth Approach as App lied to Su icide,
Introduction). Once these are identified , prevention programs must be
carefu lly tested to determ ine if they are safe, tru ly effect ive, and worth
the considerab le cost and effort needed to imp lement and susta in them .

Included in th is append ix are examp les of approaches for delivering
prevent ive intervent ions aimed at target populat ions and/or part icular
sett ings. In the absence of clear evidence demonstrat ing that such
approaches are effect ive, ongo ing stud ies are h igh lighted to show where
exist ing efforts are current ly being tested , or approaches which could be
evaluated w ith regard to their potent ial to reduce su icide. Because com-
p leted su icide is a relat ively rare event , many programs w ill be lim ited to
proving effect iveness in reducing su icide attempts and serious su icide
ideat ion , reducing risk factors strong ly associated w ith su icide, or
strengthen ing protect ive factors.

PREVENTIN G Y O UTH DEPRESSIO N A N D V IOLE N CE

Su icide is d ifficu lt to pred ict , but it does not usually "come out of the
b lue." Many of the factors that put youth at risk for su icide are under-
stood , specifically mental d isorders, substance abuse, prior su icide
attempt , sexua l abuse, impu lsive and aggressive behavior, and access to
a firearm (USPHS, 1999). Log ically, reducing such risk factors shou ld also
reduce risk for su icide. Wh ile there are effect ive treatments for many of
the risk factors of su icide, includ ing depression (Find ling et a l., 1999;
Lew insohn & Clarke, 1999), and a grow ing number of ways to prevent
vio lence and to prevent and treat substance use (USPHS, 2001), the long-
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term outcome of these intervent ions in reducing su icide is not yet
known.

Prior research suggests that su icida l youth are not likely to self-refer or
seek help from schoo l staff, nor do know ledgeab le peers request adu lt
help (Kalafat & Elias, 1995). Th is suggests that in the absence of effect ive
ways to improve self-or peer-referral, schools would need to screen for
youth at risk, and that school staff need to be trained to be aware of the
warn ing signs for su icida l youth , and have a p lan of act ion for help ing
youth at risk. The U.S. Department of Educat ion recent ly issued Early
warn ing , t ime ly response :  A gu ide to safe schoo ls which offers research-
based pract ices designed to assist schoo l commun it ies  in early ident ifi-
cat ion of  these warn ing signs and in develop ing prevent ion , intervent ion
and crisis response p lans (http://w w w .ed .gov/offices/OSERS/OSEP/early-
wrn .htm l). Perhaps the greatest challenge for schoo l-based su icide pre-
vent ion efforts is mon itoring and eva luat ion . A mon itoring system has
been successfu lly used by the Dade County Pub lic Schoo ls to assess the
prevalence of su icidal behavior, ident ify the grade level and schoo l clas-
sificat ion of those youth most at risk, as well as assess progress of pre-
vent ion efforts (Zenere & Lazarus, 1997). Screen ing approaches shou ld
be carefu lly considered w ith regard to their costs and benefits, such as
the prob lem of over-ident ifying youth in need of services, lack of ade-
quate and t imely referrals, or inadvertent ly further st igmat izing youth at
risk.

Many of the estab lished treatments known to reduce mental and sub-
stance use d isorders have been tested on youth who typ ica lly have come
to the attent ion of care providers (parents, teachers, ped iatricians).
Because mental d isorders and substance use d isorders are under-detect-
ed and under-treated in youth (U.S. Department of Health and Human
Services, 1999; h t tp://w w w .sg .gov/library/menta lhea l th/home .htm l),
another approach to prevent ion has been the use of schoo l-based
screen ing to ident ify youth at risk. At least two screen ing approaches are
current ly being invest igated . One approach ident ifies youth at risk for
dropp ing out of schoo l through poor attendance and failing grades, fur-
ther eva luates those youth , and then provides various types of interven-
t ions to reduce the potent ial for su icide and substance use (Thompson &
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Eggert, 1999). To date, there is no strong evidence that this approach
reduces suicidality, but it has been shown to increase adolescents' sense of
personal control, which may have other long-term beneficial effects. In
another school-based approach, brief screening instruments are used to
identify youths w ith depressive symptoms and/or suicidal thoughts. They
are then evaluated in a more thorough manner and referred to appropri-
ate treatment (Shaffer & Craft, 1999). The effectiveness of this approach
has yet to be evaluated. While such screening efforts are more likely to
detect youth at risk, they are not precise in their ability to detect only those
at risk for suicide. Because of the likelihood of identifying youth w ith mul-
tiple problems, including those not necessarily at risk for suicide, such
screening efforts can quickly burden a limited referral or service system .
The hazards of labeling and not treating youth detected in such screening
efforts must also be considered.

Another approach being promoted to identify at-risk youth who are not
yet in treatment is gatekeeper training, involving the education of adults
who regularly come in contact w ith suicidal youth in schools and the com-
munity. Some efforts also attempt to train youth so that they can refer
other youth at risk to sources of help. The Centers for Disease Control and
Prevention (CDC) has described a range of gatekeeper training approaches
(O 'Carroll et al., 1992; http://w w w .cdc.gov/ncipc/pub-res/youthsui.htm).
Although some evidence suggests increased know ledge and improved atti-
tudes toward helping suicidal youth follow ing gatekeeper training pro-
grams, none has been systematically evaluated to determ ine if more youth
at risk are receiving treatment as a result of these programs or if the pro-
grams are preventing suicidal behavior.

Un iversa l intervent ions encompass a broader hea lth-promot ion
approach. Such interventions are applied to all youth and typically focus on
promoting protective factors or halting the development or progression of
risk factors. These efforts are applied across home, school, and peer con-
texts.

Successfu l un iversa l intervent ions common ly feature efforts to bu ild
one's assets in socia l, prob lem so lving , and other skills. Many in it iated
early in a ch ild 's life (e.g ., improving early parent-ch ild relat ionsh ips,
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enhancing prob lem solving skills; increasing adaptive social behavior)
have been shown effect ive in reducing aggression and early substance
use (e.g ., see Catalano et al., 1998; for a review , O lds et al., 1998)
A lthough these programs mod ify risk and protect ive factors for su icide,
they have not been evaluated specifically for suicide as an outcome in
adolescence or young adulthood .

The Surgeon Genera l recent ly reviewed the effect iveness of vio lence
prevent ion programs (USPHS, 2001), provid ing a comprehensive list of
mode l programs (h t tp://w w w .surgeongenera l .gov/l ibrary/youthvio-
lence/report .htm l).

Safe Schoo ls/Healthy Students, a co llaborat ive effort of the U.S.
Departments of Educat ion , Just ice, and Health and Human Services is
current ly fund ing 77 schoo l-based vio lence prevent ion programs across
the U.S. that offer opportun it ies to exam ine aspects of su icidal behavior
in th is popu lat ion (http://w w w .samhsa .gov/centers/cmhs/cmhs.htm l).
Programs w ith the goals of promot ing healthy development , fostering
resilience, and prevent ing vio lence and su icida l ideat ion and behavior
have been p lanned and imp lemented . Data co llect ion is ongo ing and
prom ises to yield important informat ion about the effect iveness of the
app licat ion of evidence-based pract ices on a large scale.

Wh ile a schoo l sett ing can be considered a focus for a type of com-
mun ity-based prevent ion , other prevent ion approaches have considered
geograph ic areas, such as neighborhoods. Prevent ive intervent ions for
these contexts include bu ild ing commun ity assets or "co llect ive efficacy"
(Sampson , Raudenbush , & Earls, 1997). Again , whether increased co llec-
t ive efficacy is associated w ith lower su icidality has yet to be demon-
strated . The U.S. A ir Force approach to reducing su icide can also be con-
sidered a type of commun ity-based intervent ion for adu lts in a work set-
t ing (see below). Add it ionally, some universal "policy" intervent ions sug-
gest that broad-based environmental changes can have an impact on sui-
cide rates (See the examp le under Ind ividua ls w ith Substance Use
Disorders).
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I MPRO VIN G F OLLO W-UP TRE ATMENT FRO M E MERGENCY DEPARTMENTS

Because the vast majority of persons do not seek follow-up treatment
after attempting suicide (Piacentini et al., 1995), one approach being taken
to reduce repeat attempts is to refer individuals to treatment after they
have been seen in the emergency department (ED). Since adolescents and
young adults are more likely to make nonfatal suicide attempts, a number
of studies have focused on these subgroups. One study compared stan-
dard care to an intervention in which emergency department staff were
taught to recognize the seriousness of suicide attempts, to reinforce the
importance of outpatient treatment and to provide for an ED-based initial
fam ily education/therapy session. When compared to standard care, this
enhanced ED intervention was shown to increase treatment attendance
and decrease depression among adolescent Latino suicide attempters.
(Rotheram-Borus et al., 2000). However, the sample size was too small to
determ ine whether the intervention had an effect on the number of future
suicide attempts. Another study currently being conducted is testing the
effectiveness of a cognitive-behavioral therapy intervention implemented
immediately after patients have been evaluated in an ED follow ing a sui-
cide attempt (see grant by Aaron Beck; http://w w w .nimh.nih.gov/research/
suiabs.cfm). The targets of the intervention are modifiable risk factors such
as substance abuse, depression, hopelessness, and suicidal ideation, which
are addressed through problem-solving strategies, utilization of social sup-
port, and increasing compliance w ith adjunctive medical, substance abuse,
psychiatric and social interventions.

PRIM ARY CARE INTERVENTIO NS FOR D EPRESSED ELDERS

Multiple studies have found that elderly are much more likely to have
contact w ith primary care doctors than mental health specialists in the
weeks preceeding their death. Follow-back studies have also shown that
the most common psychiatric disorder among elderly persons who have
died by suicide is a single episode of non-psychotic, unipolar major depres-
sion w ithout comorbid illness (Conwell et al., 2001). Because this is the
most treatable type of depression, a logical approach to prevention that
has been recommended is to improve the screening and treatment of
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depression conducted in primary care practices. Improvement could come
about w ith the addition of screening measures, assistants dedicated to the
treatment of depression and other mental health issues, or through better
prescribing practices. A controlled study, PROSPECT (Prevention of Suicide
in Primary Care Elderly Collaborative Trial), is currently testing the effec-
tiveness of using Health Specialists (HS) to collaborate w ith physicians help-
ing them recognize depression, offer timely and appropriately targeted
treatment recommendations, and encourage patients to adhere to treat-
ment. In addition, procedures are implemented to educate patients, fami-
lies and physicians on depression and suicidal ideation (Bruce & Pearson,
1999).

PRISO N/JAIL SUICIDE

Suicide is one of the leading causes of death in our Nation's jails (Bureau
of Justice Statistics, 1995). However, very little research or evaluation has
been conducted on the success of suicide prevention programs imple-
mented in jail or prison settings. Although no research directly supports
any particular prevention approach in jails, guidelines for suicide preven-
tion in jails have been implemented in some settings. Often programs are
multidimensional in nature, recommending steps such as adequate mental
hea lth treatment , staff tra in ing in su icide prevent ion , intake
screening/assessment, increasing communication in detention settings,
changes in housing practices, changes in level of supervision/observation,
direct intervention after suicide attempts, and adequate reporting and fol-
low-up (Hayes, 1999). Some States have implemented State-w ide jail sui-
cide prevention programs. Of these, New York and Texas have seen drops
in the rate of jail suicide since the programs were implemented. The
American Correct iona l Associat ion , the Nat iona l Comm ission on
Correctional Health Care, the National Juvenile Detention Association, and
other national organizations have developed guidelines for suicide preven-
tion. However, the effect of these guidelines has not been studied. In addi-
tion, Lindsay Hayes has created a comprehensive suicide prevention plan
for both adult and child detention facilities that has yet to be evaluated
(Hayes, 1999).
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SPECIA L POPUL A TIO NS A T RISK 

A M ERIC A N IN DIA NS A N D ALASK A N ATIVES

As illustrated in Figure 4, American Indians and Alaska Natives (AIAN)
have a 50 percent higher rate of suicide than the general U.S. population,
w ith young males having the highest risk (Indian Health Service, 1997). The
most common risk factors for suicide among young male AIANs is alcohol
and substance use, and depression. However, there are dramatic differ-
ences in suicide rates across tribes. Many tribes, in partnership w ith the
Indian Health Service (IHS) and other government agencies, have designed
and implemented programs intended to address suicide prevention and
intervention for suicide and related problems (M iddlebrook et al., 2001).
Prevention efforts include reducing risk behaviors (alcohol and substance
use) and promoting protective factors ( increasing employment opportuni-
ties and promoting positive and encouraging attitudes among adults
toward AIAN youth). Unfortunately, too few descriptions and analyses of
these efforts have been published, and little is known about their effec-
tiveness (see M iddlebrook et al., 2001 for a review).

G A Y, LESBIA N , A N D BISEXU AL Y O UTH

Severa l State and nat iona l stud ies have reported that h igh schoo l stu-
dents who report same-sex sexual behavior or self-ident ify as gay, les-
b ian , or b isexua l (GLB) have h igher rates of su icida l thoughts and
attempts in the past year compared to youth who report exclusively het-
erosexua l sexua l behavior or self-ident ify as heterosexua l in orientat ion
(McDan iel & Purcell, 2001). Experts do not agree comp letely about the
best way to measure reports of ado lescent su icide attempts, or sexual
orientat ion , so the data are sub ject to quest ion . But they do agree that
efforts shou ld focus on how to help GLB youth grow up to be healthy
and successfu l desp ite the obstacles that they face. Because schoo l-based
programs lim ited to su icide awareness have not proven effect ive for
youth in general, and in some cases have led youth to consider su icide as
a norma l response to stress or have caused increased d istress in vu lnera-
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b le youth (Vieland et a l., 1991), there is reason to belive that they may
not be helpful for GLB youth either. Issues of stigma, labeling , privacy,
and appropriateness of referrals for youth need ing services must be con-
sidered to ensure that prevent ion programs for sexual m inority popu la-
t ions are safe and effect ive.

IN DIVID U A LS WITH B ORD ERLIN E PERSO N ALITY DISORD ER

Three to nine percent of those diagnosed w ith Borderline Personality
Disorder (BPD) comm it suicide, a rate comparab le to that for peop le d iag-
nosed w ith mood disorders and schizophrenia (Tanney, 2000). Recurrent
suicide attempts, self-injury, and impulsive aggression are often associat-
ed w ith BPD and often result in expensive emergency and inpatient treat-
ment. To date, approaches to the prevention of suicidal behavior among
ind ividuals w ith BPD have focused on treatment to reduce self-injurious
behavior w ith and w ithout intent to die, including certain types of psy-
chotherapy and pharmacotherapy. One psychosocial treatment – d ialecti-
cal behavior therapy (DBT), a cognitive-behavioral treatment – has been
shown to significantly decrease self-injurious behaviors in BPD (Koerner &
Linehan, 2000). A lthough DBT has become increasingly popular as the
treatment of choice for suicidal patients w ith BPD, no replication studies
have been done other than those conducted by the developer. One study
is evaluating DBT and pharmacological approaches aimed at reducing self-
injurious behavior in individuals w ith BPD (see grant by Barbara Stanley,
http://www.nimh.nih.gov/research/suiabs.cfm).

IN DIVID U A LS WITH SCHIZ OPHRE NIA

The risk for su icide among ind ividua ls w ith sch izophren ia is compara-
b le to the risk for ind ividuals w ith mood d isorder, substance abuse, and
BPD. In ind ividua ls w ith sch izophren ia , the risk is part icu larly heightened
during the early stages of the illness, and has been found to increase
soon after inpat ient d ischarge (Caldwell & Gottesman , 1990; Fenton ,
2000). Th is suggests that adequate aftercare treatments may reduce risk
during th is phase of d isease management . Other approaches to reducing
su icide risk among ind ividuals w ith sch izophren ia include invest igat ions
of med icat ions that target the key symptoms of the d isorder. In industry
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sponsored treatment tria ls, one of the new atyp ica l ant i-psychot ic med-
icat ions was observed to have the possib le effect of reducing su icida l
behavior in persons w ith sch izophren ia . To confirm these find ings, the
Internat ional Clozaril/Leponex Su icide Prevent ion Trial w ill compare cloza -
p ine and o lanzap ine in 900 pat ients w ith sch izophren ia and a h istory of
su icida lity (Meltzer, 1999). If these find ings ind icate that clozap ine is
effective in reducing suicidality, the makers of the drug clozap ine p lan to
seek FDA approva l for th is use.

I N DIVID U ALS WITH SUBSTA N CE USE D ISORDERS

Ind ividua ls w ith substance use d isorders, includ ing a lcoho lism , are at
increased risk for su icide. Fo llow-back stud ies of su icide decedents have
shown that 15-56 percent of ind ividua ls had d iagnoses of a lcoho lism
and/or other substance use and dependence, a rate much h igher than
that in the populat ion (Murphy, 2000). A lcohol and substance abuse
prob lems contribute to su icida l behavior in severa l ways. In add it ion to
increasing the risk of su icide d irect ly through lowered inh ib it ions, peop le
who abuse substances or a lcoho l a lso tend to have other risk factors such
as depression and socia l and financia l prob lems. Substance use and
abuse are a lso common among persons prone to be impu lsive, and
among persons who engage in many types of h igh risk behaviors that
result in self-harm . Fortunately, there are a number of effect ive preven-
t ion efforts that reduce risk for substance abuse in youth , and there are
effect ive treatments for a lcoho l and substance use prob lems. Wh ile a
number of treatments have been found to be effect ive for the treatment
of substance abuse (Nat iona l Inst i tu tes o f Drug Abuse , 1999;
h t tp://w w w .n ida .n ih .gov/podat/podat index.htm l) and a lcoho l ism
(Nat iona l Inst i tu te on A lcoho l Abuse and A lcoho l ism , 2000;
http://silk.n ih .gov/silk/n iaaa1/pub licat ion/aa49.htm), few have measured
concurrent effects of treatment on rates of su icide or su icide attempts.
Current ly, some stud ies are looking at su icidal behavior among ind ividu-
a ls who are abusing substances and are trying to treat substance use,
abuse and dependence a long w ith other comorb id psych iatric prob lems,
as well as dealing w ith stressfu l life events (see Emergency Departments
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above). Some a lcoho l po licies may be effect ive in reducing su icide
deaths. For examp le, an assessment of m in imum lega l drinking age
(MLDA) found that between 1970 and 1990, the suicide rate of 18- to
20-year-old youths living in States w ith an 18-year MLDA was 8 percent
h igher than the su icide rate among 18- to 20-year-o ld youths in States
w ith a 21-year MLDA (Birckmayer & Hemenway, 1999).

IN DIVID U A LS WITH M O O D DISORD ERS

Mood d isorders are very common among ind ividuals who comm it sui-
cide, w ith 36-70 percent of ind ividua ls having a mood d isorder at the
t ime of death (Barraclough et al. 1974; Foster et al., 1999; Henriksson et
al., 1993; Rich , Young , & Fow ler, 1986). A number of long-term follow-
up stud ies of ind ividuals w ith b ipo lar d isorder found that those who
remain on lith ium maintenance treatment have a lower risk of su icide
than ind ividua ls who do not rema in in treatment or are non-responsive
to lith ium (Jam ison , 2000). A study in progress is test ing whether lith ium
can prevent suicide attempts among ind ividuals w ith b ipolar d isorder
who have previously attempted su icide (see grant by Maria Oquendo ,
ht tp://w w w .n imh .n ih .gov/research/su iabs.cfm). The large , mu l t isi te
Systematic Treatment Enhancement Program for Bipolar Disorder (STEP-
BD) study w ill track the frequency of su icidal behavior and treatment
approaches used to m inim ize suicidal behavior (http://w w w .stepbd .org/).
Su icide prevent ion approaches in STEP-BD focus on reducing inclinat ion
and m in im izing opportun ity through med icat ion , psychosocia l, and envi-
ronmental intervent ions.

W ith regard to ind ividuals w ith major depression , retrospect ive data
ind icate that many who are at risk for su icide often receive inadequate
treatment (Oquendo et al., 1999). The Swed ish Island of Got land study
is an uncontro lled study that has insp ired efforts to increase primary care
providers' ab ilit ies to detect and treat depression , and in turn reduce su i-
cide (Rutz et a l., 1989). An educat iona l program for a ll genera l pract i-
t ioners on the island to improve recogn it ion and treatment for depres-
sion , the program was associated w ith more appropriate ant idepressant
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med icat ion prescript ions and fe w er inpat ient hosp i ta l iza t ions o f
depressed ind ividuals. The island had fewer adu lt female su icides in the
severa l years fo llow ing the intervent ion (Rutz , 2001). Wh ile these resu lts
suggest that some su icide deaths may be prevented through improving
the d iagnosis and ongo ing treatment of depression , possib ly through the
educat ion of providers and the pub lic about depression treatment , con-
trolled stud ies are needed to determ ine the effect iveness of these
approaches to reduce su icide, part icu larly among males.

POPULATIO NS THAT N EED FURTHER ATTENTIO N

White males aged 24-55 constitute the greatest numbers of suicide
deaths in the U.S., yet this subgroup of individuals is the least likely to have
sought mental health treatment prior to death (Pirkis & Burgess, 1998).
Currently there are almost no prevention approaches aimed specifically at
preventing suicide among males who do not seek mental health treat -
ment. One approach which shows prom ise is the prevention strategy used
by the Air Force (Centers for Disease Control and Prevention, 1999;
http://w w w .cdc.gov/epo/mmwr/preview/mmwrhtml/mm4846a1.htm). This
strategy is a multi-faceted approach to suicide prevention that intervened
at a community-w ide level. Interventions included w idespread and repeat -
ed suicide awareness and prevention training, gatekeeper training, screen-
ing questionnaires, changes in mental health confidentiality policy, and
messages from the Air Force Chief of Staff to change community attitudes
about seeking and providing help. Surveillance results suggest that the pre-
vention program has been effective in reducing suicide among Air Force
personnel, in both majority and m inority populations. Because this effort
was not experimentally controlled, however, it is not known if certain
aspects, or all approaches combined, were effective. Nevertheless, this
intervention demonstrates the potential for suicide prevention among late
adolescent and adult males in the U.S. through a combination of universal
and targeted interventions.
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SU M M ARY A N D FUTURE PROSPECTS

Rates of su icide and su icidal behavior and their risk factors vary across
age, gender and ethn ic groups. The broad array of prevent ion strateg ies
described in th is append ix reflect the variat ion in risk factors for d ifferent
subgroups, as well as the d ifferent types of d isorders where su icide risk
is increased . Testing interventions in d ifferent settings are ways to study
these d iverse risk groups. Wh ile the broad range of prevent ion
approaches may seem unsystemat ic, at the same t ime it suggests many
opportun it ies for ind ividuals, organ izat ions, and commun it ies to consid-
er who is at most risk for su icide and what are the strateg ies consistent
w ith our understand ing of protect ive and risk factors to reduce su icide in
their communities.

If the costs of th is behavior are so great , why is there so lit t le infor-
mation about what is effective in preventing suicide, suicidal behavior,
and su icida l th inking? One reason for the lim ited number of tested pro-
grams is concern among some researchers and academ ic inst itut ions
about possib le increased liab ility when conduct ing research w ith ind ivid-
ua ls at risk for su icide. Many researchers prefer to study prob lems that
do not carry such legal and ethical responsib ilit ies. Efforts are underway
to increase the number of federally supported research efforts in th is
area by provid ing researchers w ith gu idance and too ls to design safe and
ethical stud ies to test approaches to reducing suicidal behaviors (see
http://w w w .n imh .n ih .gov/research/h ighrisksu icide.cfm). In add it ion , su i-
cide deaths, and even su icida l behaviors, are relat ively rare events, mak-
ing it d ifficu lt for researchers to determ ine if a prevent ion program was
effect ive, un less adm in istered to a very large popu lat ion over mu lt ip le
years. Thus, su icide prevent ion research requ ires large numbers of par-
t icipants and can be very expensive. Nevertheless, because "su icide pre-
vent ion is everyone's business," commun it ies and organ izat ions can learn
more about persons at risk for su icide, consider the financia l and socia l
costs of su icide and its risk factors, and work to imp lement and eva luate
prevent ion efforts appropriate for their commun it ies.
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A PPE N DIX D
NSSP FEDERAL STEERIN G G RO UP A GENCY DESCRIPTIO NS

U .S. D EP ARTM E NT O F HE A LTH A N D HU M A N SERVICES

The Department of Hea lth and Human Services (DHHS) is the U.S. gov-
ernment's principa l agency for protect ing the hea lth of a ll Americans and
provid ing essent ia l human services, especia lly for those who are least
ab le to help themselves. DHHS has 12 operat ing d ivisions as well as a
number of specialized offices, centers and programs. Among these spe-
cia lized offices are the 10 DHHS Reg iona l Offices d ispersed throughout
the U .S. Each Reg iona l Office has a Reg iona l Director, Reg iona l Hea lth
Adm in istrator and other HHS components. These offices p lay a crit ica l
role in imp lement ing HHS init iat ives, coord inat ing intra- and inter-agency
act ivit ies serving as the lia ison for the Secretary and agency heads w ith
key const ituencies. Through these offices close contact is ma inta ined
w ith State, loca l, and triba l ent it ies served through HHS programs and
po licies.

HHS' responsib ilit ies include pub lic hea lth , b iomed ica l research ,
Med icare and Med ica id , welfare, socia l services, and more. Severa l of
them conduct and support important work in su icide prevent ion . These
have provided important leadersh ip and effort in the development of th is
National Strategy for Suicide Prevention : Goals and Objectives for
Action and have been part of the National Strategy for Suicide
Prevention Federa l Steering Group (FSG) (see Acknow ledgments). 
A brief descript ion of each of these agencies fo llows.
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Contact informat ion:

The U.S. Department of Health and Human Services
200 Independence Avenue, S.W .
Wash ington , D.C. 20201
202-619-0257
Toll Free: 1-877-696-6775
e-ma il: hhsma il @ os.dhhs.gov
Web address: http://www.hhs.gov
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O FFICE O F THE SURG E O N G E N ER A L

M ission: To protect and advance the health of the nation through edu-
cat ing the pub lic and advocat ing for effect ive d isease prevent ion and
hea lth promot ion act ivit ies.

The Surgeon General is a h igh ly recogn ized symbo l of nat ional com-
m itment to protect ing and improving the pub lic's hea lth . Adm in istering
a force of 6,000 U .S. Pub lic Hea lth Service Comm issioned Corps officers,
the Surgeon Genera l provides leadersh ip in promot ing the qua lity of
pub lic hea lth pract ice through advancement of appropriate standards
and research priorities.

Su icide prevent ion act ivit ies of the Office of the Surgeon Genera l
include pub licat ion of The Surgeon General's Call to Action to Prevent
Su icide (DHHS, 1999) and Menta l Hea lth :  A Report of the Surgeon
Genera l (DHHS, 1999).

For Add it iona l Informat ion:

Surgeon Genera l
Web address: http://www.surgeongeneral.gov
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CE NTERS F OR DISE ASE C O NTROL A N D PREVE NTIO N

M ission: To promote health and quality of life by preventing and con-
trolling disease, injury, and disability.

The Centers for Disease Control and Prevention (CDC) provides a system
of health surveillance to monitor and prevent outbreak of diseases, main-
tains national health statistics, and supports research into disease and
injury prevention. Through its centers, institutes and offices, the CDC works
w ith partners throughout the nation and the world to monitor health,
detect and investigate health problems, develop and advocate sound pub-
lic health policies, implement prevention strategies, promote healthy
behaviors, foster safe and healthful environments, and provide leadership
and training.

Suicide prevention activities of CDC include efforts in the National Center
for Health Statistics, National Center for Chronic Disease Prevention and
Health Promotion, Division of Adolescent and School Health, and National
Center for Injury Prevention and Control. CDC maintains national data on
suicides, Youth Risk Behavior Survey, and publishes reports on self-directed
injury at all levels. Additional examples of CDC activities include promoting
collaborations in specific communities for suicide prevention and conduct-
ing research on suicidal behavior and program evaluation.

For Add it iona l informat ion:

Centers for Disease Contro l and Prevent ion
Web address: http://www.cdc.gov

http://www.cdc.gov.ncipc
http://www.safeyouth.org
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HE A LTH RESO URCES A N D SERVICES A D MINISTRA TIO N

M ission: To improve the Nat ion's health by assuring equ itab le access to
comprehensive quality health care for all.

The Health Resources and Services Adm in istrat ion (HRSA) through the
act ivit ies of its four bureaus and three offices, helps to ensure hea lth
resources for med ically underserved popu lat ions. HRSA works to improve
and extend life for peop le living w ith HIV/AIDS, provide primary hea lth
care to med ica lly underserved peop le, improve hea lth outcomes for
women and ch ildren through State programs, and train a health work-
force that is both d iverse and mot ivated to work in underserved com-
mun it ies.

Su icide prevent ion act ivit ies of HRSA include programs and act ivit ies in
the Bureau of Primary Hea lth Care, HIV A ids Bureau , Materna l and Ch ild
Health Bureau , and Office of Rural Health Po licy. HRSA programs pro-
mote integrat ion of primary care and mental health services; develop and
imp lement State su icide prevent ion p lans and programs; ensure access to
appropriate screen ing and services for depression through grants, con-
tracts, techn ical assistance, and conference sponsorsh ip . Through fund-
ing from the Materna l and Ch ild Hea lth Bureau , the Ch ildren's Safety
Network has developed a Youth Su icide Prevent ion Fact Sheet packet
(http://w w w .edc.org/HHD/csn).

For add itional information:

Hea lth Resources and Services Adm in istrat ion
Web address: http://www.hrsa.gov
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IN DIA N HE A LTH SERVICE

M ission: To uphold the Federal government's ob ligation to promote
healthy American Ind ian and A laska Nat ive peop le, commun it ies, and
cu ltures and to honor and protect the inherent sovereign rights of tribes.

The Ind ian Hea lth Service (IHS) is the principa l Federa l hea lth care
provider and hea lth advocate for Ind ian peop le, and its goa l is to assure
that comprehensive, cu lturally acceptab le personal and pub lic health
services are ava ilab le and accessib le to American Ind ian and A laska
Nat ive peop le. IHS supports network hosp itals, health centers, schoo l
hea lth centers, hea lth stat ions, and urban Ind ian hea lth centers.

Su icide prevent ion act ivit ies of IHS include consu ltat ion and techn ica l
assistance for tribes related to su icide prevent ion through 12 Area
Offices. Add it iona lly IHS operates 12 reg iona l a lcoho l and substance
abuse treatment centers for youth 12-18 years of age wh ich includes
careful assessment of suicidal ideat ion and suicide prevent ion educat ion .

For add it iona l informat ion:

Ind ian Health Service
Web address: http://www.ihs.gov



GOALS AND OBJECTIVES FOR ACTION A PPE N DIX D1 9 2

NATIONAL STRATEGY FOR SUICIDE PREVENTION

N ATIO N A L INSTITUTES O F HE A LTH

M ission: To uncover new know ledge that w ill lead to better health for
everyone.

The National Institutes of Health (NIH) comprises 25 separate institutes
and centers that conduct and support research to acquire new know ledge
to help prevent, detect, diagnose, and treat disease and disability, from the
rarest genetic disorder to the common cold. As the world's prem ier med-
ical research organization, these institutes and centers support 35,000
research projects nationw ide. Among several institutes that address suicide
(National Institutes of Drug Abuse (NIDA), Child Health and Human
Development (NICHD), and Alcohol Abuse and Alchoholism (NIAAA)), the
National Institute of Mental Health (NIMH) supports the greatest propor-
tion of research related to suicide. NIMH aims to diminish the burden of
mental illness through achieving better understanding, treatment, and pre-
vention of mental illness.

Suicide prevention activities of the NIMH include fundamental research
in neuroscience, behavioral science, and genetics of mental illnesses and
suicidal behavior, as well as research that directly impacts the treatment of
individuals w ith mental disorders and those at high risk for suicidal behav-
ior, including clinical trials and studies of treatment and preventive inter-
ventions in "real world" settings. The NIMH Suicide Research Consortium
maintains a web site that includes suicide facts, currently funded studies,
active NIMH program announcements pertaining to suicide research, a bib-
liography, reviews of measures of suicidality, and ethical and safety issues
to consider in conducting research w ith persons at high risk for suicidality.
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For add it ional Informat ion:

Nat iona l Inst itutes of Hea lth
Web address: http://www.nih.gov

Nat ional Inst itute of Mental Health Suicide Research Consort ium
Web address: http://www.nimh.nih.gov/research/suicide.htm
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SUBST A N CE A BUSE A N D M E NT A L HE A LTH 
SERVICES A D MINISTRATIO N

M ission: To improve the quality and availab ility of prevention , treat-
ment , and rehab ilitat ive services in order to reduce illness, death , d is-
ab ility, and cost to society resu lt ing from substance abuse and mental ill-
nesses.

The Substance Abuse and Menta l Hea lth Services Adm in istrat ion
(SAMHSA) provides fund ing to the States to support and ma inta in sub-
stance abuse and menta l hea lth services through Federa l b lock grants.
SAMHSA funds hundreds of programs nat ionw ide to increase the use
and improve prevent ion and treatment methods shown by research to be
effect ive through "Know ledge Development and App licat ion" grants.
SAMHSA is comprised of three Centers of wh ich one is the Center for
Menta l Hea lth Services (CMHS). CMHS focuses on provid ing leadersh ip in
the delivery of menta l hea lth services, generat ing and app lying new
know ledge, and estab lishing nat ional mental health policy. The majority
of act ivit ies d irect ly related to su icide prevent ion are in it iated by CMHS.

Su icide prevent ion act ivit ies of CMHS center on in it iat ing nat iona l
grant programs to imp lement and eva luate su icide prevent ion act ivit ies.
CMHS is invo lved in develop ing su icide prevent ion gu idelines for use in
our Nat ion's schoo ls as well as support ing efforts to ident ify, through in-
schoo l assessment , those ch ildren at greatest risk of su icide. In add it ion ,
SAMHSA sponsors conferences, workshops and meet ings to further
national goals for suicide prevention .

For add itional information:

Substance Abuse and Mental Health Services Adm in istrat ion
Web address: http://www.samhsa.gov
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Center for Mental Health Services
Web address: http://www.samhsa.gov/centers/cmhs/cmhs.html

Federal Agency Liaisons to the NSSP Federal Steering Group

Department of Agricu lture
A lma C. Hobbs, Ph .D.

Department of Defense
Elspeth Cameron Ritch ie, M .D.

Department of Educat ion
Bill Modzeleski

Department of Interior
Larry Blair

Department of Just ice
Federal Bureau of Invest igat ions
Un it Ch ief, Emp loyee Assistance Program

Federal Bureau of Prisons
Vicki Verdeyen, Ph.D.

Department of Labor
Cate Sutter, J.D., L.L.M .

Department of Veterans Affa irs
Larry Lehmann , M .D.

National Science Foundation
Patricia Wh ite, Ph .D.

Office of Nat ional Drug Contro l Po licy
Darlind Davis

National Highway Traffic Safety Adm inistration
Steve Wood , Ru lemaking Attorney

Adm in istrat ion on Ag ing
Ho lly Schumann
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GLOSSARY

Activities – the specific steps that w ill be undertaken in the imp le-
mentat ion of a p lan; act ivit ies specify the manner in wh ich ob ject ives
and goals w ill be met .

Adolescence – the period of physica l and psycho log ica l development
from the onset of puberty to maturity.

Advocacy groups – organ izat ions that work in a variety of ways to
foster change w ith respect to a societal issue.

Affective disorders – see mood d isorders.

Anxiety disorder – an unp leasant feeling of fear or apprehension
accompan ied by increased physio log ica l arousa l, defined accord ing
to clin ica lly derived standard psych iatric d iagnost ic criteria .

Best practices – act ivit ies or programs that are in keep ing w ith the
best availab le evidence regard ing what is effect ive.

Biopsychosocial approach – an approach to su icide prevent ion that
focuses on those b io log ica l, psycho log ica l and socia l factors that may
be causes, correlates, and/or consequences of menta l hea lth or men-
tal illness and that may affect suicidal behavior.

Bipolar disorder – a mood d isorder characterized by the presence or
h istory of man ic ep isodes, usually, but not necessarily, alternat ing
w ith depressive ep isodes.

Causal factor – a cond it ion that a lone is sufficient to produce a d is-
order.

Cognitive/cognition – the genera l ab ility to organ ize, process, and
reca ll informat ion .



GOALS AND OBJECTIVES FOR ACTIONA PPE N DIX E 1 9 7

NATIONAL STRATEGY FOR SUICIDE PREVENTION

Community – a group of peop le resid ing in the same loca lity or shar-
ing a common interest .

Comprehensive suicide prevention plans – p lans that use a multi-
faceted approach to addressing the prob lem; for examp le, includ ing
intervent ions target ing b iopsychosocial, social and environmental
factors.

Comorbidity – the co-occurrence of two or more d isorders, such as
depressive d isorder w ith substance abuse d isorder.

Connectedness – closeness to an ind ividua l, group or peop le w ith in
a specific organ izat ion; perceived caring by others; sat isfact ion w ith
relat ionsh ip to others, or feeling loved and wanted by others.

Consumer – a person using or having used a health service.

Contagion – a phenomenon whereby suscept ib le persons are influ-
enced towards su icidal behavior through know ledge of another per-
son's su icida l acts.

Culturally appropriate – a set of va lues, behaviors, att itudes, and
pract ices reflected in the work of an organ izat ion or program that
enab les it to be effect ive across cu ltures; includes the ab ility of the
program to honor and respect the beliefs, language, interpersonal
styles, and behaviors of ind ividua ls and fam ilies receiving services.

Culture – the integrated pattern of human behavior that includes
thoughts, commun icat ion , act ions, customs, beliefs, va lues, and inst i-
tut ions of a racia l, ethn ic, fa ith or socia l group .

Depression – a constellat ion of emot iona l, cogn it ive and somat ic
signs and symptoms, includ ing susta ined sad mood or lack of p leas-
ure .

Effective – prevent ion programs that have been scient ifica lly eva lu-
ated and shown to decrease an adverse outcome or increase a bene-
ficia l one in the target group more than in a comparison group .

Elderly – persons aged 65 or more years.
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Environmental approach – an approach that attempts to influence
either the physica l environment (such as reducing access to letha l
means) or the social environment (such as provid ing work or aca -
dem ic opportun it ies).

Epidemiology – the study of stat ist ics and trends in hea lth and d is-
ease across commun it ies.

Evaluation – the systemat ic invest igat ion of the va lue and impact of
an intervention or program .

Evidence-based – programs that have undergone scient ific eva lua-
t ion and have proven to be effect ive.

Follow-back study – the co llect ion of deta iled informat ion about a
deceased ind ividual from a person fam iliar w ith the decedent's life
h istory or by other exist ing records. The informat ion co llected sup-
p lements that ind ividua l's death cert ificate and deta ils h is or her cir-
cumstances, the immed iate antecedents of the su icide, and other
important but less immed iate antecedents.

Frequency – the number of occurrences of a d isease or in jury in a
g iven un it of t ime; w ith respect to su icide, frequency app lies on ly to
suicidal behaviors which can repeat over t ime.

Gatekeepers – those ind ividua ls in a commun ity who have face-to-
face contact w ith large numbers of commun ity members as part of
their usual rout ine; they may be trained to ident ify persons at risk of
su icide and refer them to treatment or support ing services as appro-
priate.

Goal – a broad and h igh-level statement of general purpose to gu ide
p lann ing around an issue; it is focused on the end resu lt of the work.

Health – the comp lete state of physical, mental, and social well-
being , not merely the absence of d isease or infirm ity.

Health and safety officials – law enforcement officers, fire fighters,
emergency med ical technicians (EMTs), and outreach workers in
community health programs.
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Healthy People 2010 – the nat ional prevent ion in it iat ive that ident i-
fies opportun it ies to improve the health of all Americans, w ith spe-
cific and measurab le ob ject ives to be met by 2010.

Indicated prevention intervention – intervention designed for ind i-
vidua ls at h igh risk for a cond it ion or d isorder or for those who have
already exhib ited the cond ition or d isorder.

Intentional – in juries resu lt ing from purposefu l human act ion
whether d irected at oneself (self-d irected) or others (assau lt ive),
somet imes referred to as vio lent in juries.

Intervention – a strategy or approach that is intended to prevent an
outcome or to alter the course of an exist ing cond it ion (such as pro-
vid ing lithium for b ipolar d isorder or strengthening social support in
a commun ity).

Means – the instrument or ob ject whereby a self-destruct ive act is
carried out (i.e., firearm , po ison , med icat ion).

Means restriction – techniques, policies, and procedures designed to
reduce access or availab ility to means and methods of deliberate self-
harm .

Methods – act ions or techn iques wh ich resu lt in an ind ividua l inflict-
ing self-harm (i.e., asphyxiat ion , overdose, jump ing).

Mental disorder – a d iagnosab le illness characterized by a lterat ions
in th inking , mood , or behavior (or some comb inat ion thereof) asso-
ciated w ith d istress that sign ificant ly interferes w ith an ind ividual's
cogn it ive, emot iona l or socia l ab ilit ies; often used interchangeab ly
w ith mental illness.

Mental health – the capacity of ind ividuals to interact w ith one
another and the environment in ways that promote sub ject ive well-
being , opt ima l development and use of menta l ab ilit ies (cogn it ive,
affect ive and relat iona l).
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Mental health problem – d im in ished cogn it ive, socia l or emot iona l
ab ilities but not to the extent that the criteria for a mental d isorder
are met .

Mental health services – hea lth services that are specia lly designed
for the care and treatment of peop le w ith menta l hea lth prob lems,
includ ing mental illness; includes hosp ital and other 24-hour services,
intensive commun ity services, ambu latory or outpat ient services,
med ica l management , case management , intensive psychosocia l
rehab ilitat ion services, and other intensive outreach approaches to
the care of ind ividuals w ith severe d isorders.

Mental illness – see mental disorder.

Mood disorders – a term used to describe all mental d isorders that
are characterized by a prom inent or persistent mood d isturbance;
d isturbances can be in the d irect ion of elevated expansive emot iona l
states, or, if in the opposite d irect ion , depressed emot ional states;
included are Depressive Disorders, Bipo lar Disorders, mood d isorders
due to a med ica l cond it ion , and substance-induced mood d isorders.

Morbidity – the relative frequency of illness or injury, or the illness or
injury rate, in a community or population .

Mortality – the relat ive frequency of death , or the death rate, in a
commun ity or popu lat ion .

Objective – a specific and measurab le statement that clearly ident i-
fies what is to be ach ieved in a p lan; it narrows a goa l by specifying
who , what , when and where or clarifies by how much , how many, or
how often .

Outcome – a measurab le change in the health of an ind ividual or
group of peop le that is attributab le to an intervent ion .

Outreach programs – programs that send staff into commun it ies to
deliver services or recru it part icipants.
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Personality disorders – a class of mental d isorders characterized by
deep ly ingra ined , often inflexib le, ma ladapt ive patterns of relat ing ,
perceiving , and th inking of sufficient severity to cause either impa ir-
ment in funct ion ing or d istress.

Postvention – a strategy or approach that is imp lemented after a cri-
sis or traumat ic event has occurred .

Prevention – a strategy or approach that reduces the likelihood of
risk of onset , or delays the onset of adverse health prob lems or
reduces the harm resu lt ing from cond it ions or behaviors.

Protective factors – factors that make it less likely that ind ividua ls
w ill develop a d isorder; protect ive factors may encompass b io log ica l,
psycho log ical or social factors in the ind ividual, fam ily and environ-
ment.

Psychiatric disorder – see mental disorder.

Psychiatry – the med ica l science that dea ls w ith the orig in , d iagno-
sis, prevent ion , and treatment of menta l d isorders.

Psychology – the science concerned w ith the ind ividua l behavior of
humans, includ ing menta l and physio log ica l processes related to
behavior.

Public information campaigns – large sca le efforts designed to pro-
vide facts to the general pub lic through various med ia such as rad io ,
television , advert isements, newspapers, magazines, and b illboards.

Rate – the number per un it of the popu lat ion w ith a part icu lar char-
acterist ic, for a g iven un it of t ime.

Residency programs – postgraduate clin ical train ing programs in
specia l sub ject areas, such as med icine.

Resilience – capacit ies w ith in a person that promote posit ive out-
comes, such as mental health and well-being , and provide protect ion
from factors that m ight otherw ise p lace that person at risk for
adverse hea lth outcomes.
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Risk factors – those factors that make it more likely that ind ividua ls
w ill develop a d isorder; risk factors may encompass b io log ica l, psy-
cho log ica l or socia l factors in the ind ividua l, fam ily and environment .

Screening – adm in istrat ion of an assessment too l to ident ify persons
in need of more in-depth eva luat ion or treatment .

Screening tools – those instruments and techn iques (quest ionnaires,
check lists, self-assessments forms) used to evaluate ind ividuals for
increased risk of certa in hea lth prob lems.

Selective prevention intervention – intervention targeted to sub-
groups of the popu lat ion whose risk of develop ing a hea lth prob lem
is sign ificant ly h igher than average.

Self-harm – the various methods by wh ich ind ividua ls in jure them-
selves, such as self-laceration, self-battering , taking overdoses or
exh ib it ing deliberate recklessness.

Self-injury – see self-harm .

Sociocultural approach – an approach to su icide prevent ion that
attempts to affect the society at large, or part icu lar subcu ltures w ith-
in it , to reduce the likelihood of su icide (such as adu lt-youth mentor-
ing programs designed to improve the well-being of youth).

Social services – organ ized efforts to advance human welfare, such
as home-delivered meal programs, support groups, and community
recreation projects.

Social support – assistance that may include compan ionsh ip , emo-
t iona l backing , cogn it ive gu idance, materia l a id and specia l services.

Specialty treatment centers (e.g., mental health/substance
abuse) – health facilit ies where the personnel and resources focus on
specific aspects of psycho log ical or behavioral well-being .

Stakeholders – ent it ies, includ ing organ izat ions, groups and ind ivid-
uals, that are affected by and contribute to decisions, consu ltat ions
and po licies.
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Stigma – an ob ject , idea , or label associated w ith d isgrace or
reproach .

Substance abuse – a maladapt ive pattern of substance use mani-
fested by recurrent and sign ificant adverse consequences related to
repeated use; includes ma ladapt ive use of lega l substances such as
alcohol; prescript ion drugs such as analgesics, sedat ives, tranquiliz-
ers, and st imu lants; and illicit drugs such as marijuana , coca ine,
inha lants, ha llucinogens and hero in .

Suicidal act (also referred to as suicide attempt) – a potent ia lly
self-in jurious behavior for wh ich there is evidence that the person
probab ly intended to kill h imself or herself; a su icida l act may resu lt
in death , injuries, or no injuries.

Suicidal behavior – a spectrum of act ivit ies related to thoughts and
behaviors that include su icida l th inking , su icide attempts, and com-
p leted su icide.

Suicidal ideation – self-reported thoughts of engag ing in su icide-
related behavior.

Suicidality – a term that encompasses su icidal thoughts, ideat ion ,
p lans, su icide attempts, and comp leted su icide.

Suicide – death from injury, poisoning , or suffocation where there is
evidence that a self-inflicted act led to the person's death .

Suicide attempt – a potent ia lly self-in jurious behavior w ith a nonfa-
tal outcome, for wh ich there is evidence that the person intended to
kill h imself or herself; a su icide attempt may or may not resu lt in
in juries.

Suicide attempt survivors – ind ividuals who have survived a prior
su icide attempt .

Suicide survivors – fam ily members, sign ificant others, or acqua in-
tances who have experienced the loss of a loved one due to su icide;
somet imes th is term is a lso used to mean su icide attempt survivors.
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Surveillance – the ongo ing , systemat ic co llect ion , analysis and inter-
pretat ion of health data w ith t imely d issem inat ion of find ings.

Unintentional – term used for an in jury that is unp lanned; in many
sett ings these are termed accidental in juries.

Universal preventive intervention – intervent ion targeted to a
defined popu lat ion , regard less of risk; (th is cou ld be an ent ire schoo l,
for examp le, and not the general population per se).

Utilization management guidelines – po licies and procedures that
are designed to ensure efficient and effect ive delivery (ut ilizat ion) of
services in an organizat ion .


