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FISCA L NOTE

STATE OF ALASKA
2001 LEGISLATIVE SESSION

Revision Dale/Time (Note if correction): 4/28/01
Title:

Sponsor:
Requester:

Statewide Suicide Prevention Council

Senator Halford et a l

Fiscal Note Number: 
Bill Version:
(S ) Publish Date:

Dept. Affectech______
'BRU:

C S S B  1 9 8 (H E S )
4/30/01

Health & Social Services
Administrative Services

Senate (Fin)

Component: Commissioner's Office 

Component Number: 317

E x p e n d itu re s /R e v e n u e s (T housands of Oollars)
Note: Amounts do not include inflation unless otherwise noted below.
OPERATING EXPENDITURES FY 2002 FY 2003 FY 2004 FY 2005 FY 2006 FY 2007
Personal Services
Travel
Contractual
Supplies
Equipment
Land & Structures
Grants & Claims
Miscellaneous

80.5 83.1 85.6 88.6 91.3 91.3
50.0 53.9 55.0 55.0 55.0 55.0

108.5 112.0 108.4 105.4 102.7 102.7
1.0 1.0 1.0 1.0 1.0 1.0

10.0

TO TAL OPERATING 250.0 250.0 250.0 250.0 250.0 250.0
CAP ITAL EXPENDITURES
CHANGE IN FEVENUES ( i — r
FUND SOURCE______________________   (Thousands of Dollars)
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Receipts 
1037 GF/Mental Health 
1092 MHTAAR

125 3 125.0 125.0 125.0 125.0 125.0
125.0 125.0 125.0 125.0 125.0 125.0

TOTAL 250.0 250.0 250.0 250.0 250.0 250.0

Estimate of any current year (FY2001) cost: 0.0
Chock this box (X) if funding for this bill is included in the Governor’s FY 2002 budget proposal:

POSITIONS
Full-time 1 1 1 1 1 1
Part-time
Temporary
ANALYSIS: (Attach a separate page ilnecessary)
This bill establishes a 15-member Suicide Prevention Council. The Council's operating costs would include the 
salary for a partially exempt program coordinator, office space, travel and per diem costs for the Council lo meet 
twice a year and monthly by teleconference. The balance of the available budget would be applied towards 
contracts for Suicide Prevention statewide programs and public awareness campaigns, arid the completion of an 
annual report. See attached cost detail.

P re p a re d  by:
Division

A p p ro v ed  by:
A g en cy

J a n e .  C lark e P h o n o  4 6 5 -1 6 3 0
A d m in is tra tiv e  S e rv ic e s D a te /T im e  4 /2 8 /0 1  3 :0 7  PM

E lm er A. L ind slrom , S p e c ia l  A s s is ta n t D a te  4 /2 8 /0 1  3 :0 7  PM
D e p a rtm e n t of H ea lth  & S o c ia l S e rv ic e s

For distribution information, call the Governor's Leqislativo Office
(R«v JP/JOOI OM0|

• O M M I T T E E  C O . '
Page 1 o f  2_



R e v is io n  D a te : Bill V e r s io n :  C S S E 3 1 9 8 (H E S ) « 2

ANALYS IS : (continued)

FY02 cost detail:

S80.5 Personal Services - Range 21 partially exempt program coordinator 
$50.0 T rave l and per diem for meetings of the full Council 
$15.0 Contractual - office space for program coordinato: and conference room 
$ 8.0 Contractual - monthly teleconferences for the full Council 
$ 5.0 Contract for annual report
$80.5 Contracts for statewide suicide prevention programs, public awareness campaign 
$ 1.0 Office supplies
$10.0 Computers and office furnishings (first year only)

$250.0 FY02 total

P a g e  2  o f  _ 2 _



F I S C A L  N O T E

STATE OF ALASKA
2001 LEGISLATIVE SESSION

Revision Dale/Time (Note if correction): 4/28/01 
Title:

Sponsor:
Requester:

Statewide Suicide Prevention Council

Senator Halford e ta l

Dept. Affected:______
'BRU:

F isca l N o te  N u m b er:
T I V ersio n :
( S  ) P u b lish  D ate :

C S S B  19 8 (H E S )
4/30/01

Health & Social Services
Administrative Services

Senate (Fin)

Component: Commissioner's Office 

Component Number: 317

Expenditures/Revenues (T housands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.
OPERATING EXPENDITURES FY  2002 FY 2003 FY 2004 FY 2005 FY 2006 FY 2007
Personal Services
Travel
Contractual
Supplies
Equipment
Land & Structures
Grants & Claims
Miscellaneous

80.5 83.1 85.6 88.6 91.3 91.3
50.0 53.9 55.0 55.0 55.0 55.0

108.5 112.0 108.4 105.4 102.7 102.7
1.0 1.0 1.0 1.0 1.0 1.0

10.0

TO TA L  OPERATING 250.0 250.0 250.0 250.0 | 250.0 250.0
CAP ITAL EXPENDITURES
CHANGE IN REVENUES (
FUND SOURCE______________________   (Thousands of Dollars)
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Receipts 
1037 GF/Mental Health 
1092 MHTAAR

125.0 125.0 125.0 125.0 125.0 125.0
125.0 125.0 125.0 125.0 125.0 125.0

TOTAL 250.0 250.0 250.0 250.0 250.0 250.0

Estimate of any current year (FY2001) cost: 0.0
Check this box (X) if funding fo r this bill is included in the Governor’s FY 2002 budget proposal:

POSITIONS
Full-time 1 1 1 1 1 1|
Part-time
Temporary
ANALYSIS: (Attach a separata papa if  necessary)
This bill establishes a 15-member Suicide Prevention Council. The Council’s operating costs would include the 
salary for a partially exempt program coordinator, office space, travel and per diem costs for the Council to meet 
twice a year and monthly by teleconference. The balance of the available budget would be applied towards 
contracts for Suicide Prevention statewide programs and public awareness campaigns, and the completion of an 
annual report. See attached cost detail.

P r e p a re d  by:
Division

A p p ro v e d  by:
A g e n c y

J a n e t  C la rk e P h o n e  4 6 5 - 1 6 3 0
A d m in is tra tiv e  S e rv ic e s D a te fT im e 4/5 8 /01  3 :0 7  PM

E lm e r A. L in d stro m , S p e c ia l  A s s is ta n t D a te  4 /2 8 /0 1  3 :0 7  PM
D e p a r tm e n t of H e a lth  & S o c ia l S e rv ic e s

For distribution information, call the Governor's Leqislative Offico
(Rev 2/7/2001 OMB)

O M M I T ~ E E  C C
Pa<je 1 of 2_



Revision Date: Bill Version: C S S B  1 9 8 0 -F S )  ?2

ANALYSIS: (continued)

FY02 cost detail:

580.5 P ersonal Serv ices - R ange 21 partially exem pt program  coordinator
550 .0  Travel and  per diem for m eetings of the full Council
515.0 C ontractual - office sp a c e  for program  coordinator and  conference  room 
S 8.0 C ontractual - monthly te lecon ferences for the full Council
S 5.0 C ontract for annual report
580.5 C ontracts for sta tew ide suicide prevention program s, public aw a re n e ss  cam paign 
S 1.0 Office supplies
510.0 C om puters and office furnishings (first year only)

$250.0 FY02 total

Page 2 of 2.



ALASKA STATE LEGISLATURE
Senator Rick Halford

President o f the Senate

Senate Bill 198
Statewide Suicide Prevention Council

“The greatest gift we can give is the gift o f  life. "

While in  S fJ iiu n :
Siatc Capir '
Juneau. AK 99SC1-1 ISC 
907-465-495S

While in Interim 
P.O. Box 670190 
Chugiak, AK 99567 
907-694-)95a

S u ic id e  is p re v e n ta b le .

I t is d e v a s ta tin g  to  lose so m e o n e  to  su ic id e  a t an y  age, b u t  it is espec ially  trag ic  to  lose a 
y o u n g  p e rso n  w h o  has so m u c h  to  live for. S u ic id e  is a fina l c ry  o f  desp a ir, a n d  w e n eed  to  
h e a r  th a t  cry.

In  1 9 9 9 , th e  U n ite d  S ta tes  S u rg e o n  G e n e ra l issued  “A  C a ll to  A c tio n ” to  p re v e n t su ic id e . 
T h e  re p o r t  m a d e  15 re c o m m e n d a tio n s  ca teg o rized  in  th e  areas o f  aw areness, in te rv e n tio n  
a n d  m e th o d o lo g y . H e  .r in g  th e  cries a n d  re sp o n d in g , S e n a te  Bill 198 is a n o th e r  s tep  in 
an sw e rin g  b o th  th e  s ta te s  a n d  th e  n a tio n a l call to  a c tio n .

SB 198 w ill e s tab lish  a s ta tew id e  su ic id e  p re v e n tio n  c o u n c il m a d e  u p  o f  fo u r te e n  p riv a te  a n d  
p u b lic  m e m b e rs  re p re se n tin g  ru ra l an d  u rb a n  A laska. T w o  m e m b e rs  from  b o th  th e  H o u se  
a n d  S en a te  w o u ld  sit o n  th e  c o u n c il. T h e  g o v e rn o r  w o u ld  a p p o in t  ten  m e m b ers , in c lu d in g  
ex p erts  in  su b s ta n c e  ab u se  a n d  m e n ta l h e a ith , as w ell as p eo p le  w h o  have b een  d irec tly  
im p a c te d  by  su ic id e , a n d  w h o  w o rk  w ith  y o u th  across th e  sta te .

S u ic id e  is an  o n -g o in g  e p id e m ic  in m a n y  p a rts  o f  th e  s ta te  —  espec ially  ru ra l A laska a n d  th e  
M a ta n u sk a -S u s itn a  V alley  —  an d  th e  n u m b e rs  are  a t an  a ll- t iin c  h ig h . T h is  is h e a rt b reak in g . 
W e  all m u s t w o rk  to g e th e r  ro red u ce  th e  roll su ic id e  is h av in g  o n  th e  p eo p le  o f  o u r  s ta te .

T h e  c o u n c il w ill fo cu s o n  f in d in g  w ays to  reduce  su ic id e  rates, b ro a d e n  p u b lic  aw areness o f  
th e  su ic id e  w a rn in g  signs . ’d  e n h a n c e  su ic id e  p re v e n tio n  serv ices a n d  p ro g ram s th r o u g h o u t  
th e  stare . E ach  M a rc h  th e  c o u n c il w ill s u b m it  a  re p o r t to  the  L egisla tu re  a n d  th e  g o v e rn o r  
w ith  its f in d in g s  a n d  re c o m m e n d a tio n s .

A p r io r  e ffo r t to  s tu d y  su ic id e  in  A laska w as in i tia te d  o v e r tw elve years ago w h e n  S e n a to r 
W illie  H e n s le y  b ro u g h t th e  issue to  th e  fo re fro n t. T h e  lives o f  A laskans are still a t risk.

E s ta b lish in g  th is  su ic id e  p re v e n tio n  co u n c il has b i-p a r tisa n  s u p p o r t  in  th e  S ena te . 1 s in ce re ly  
urge all m e m b e rs  o f  th e  c o m m itte e  to  jo in  m e  in  s u p p o r tin g  SB 198 by o ffe rin g  a h a n d  o f  
s u p p o r t  a n d  lif t in g  th e m  from  desp a ir.

“Hope -  the major weapon against he suicide impulse. " Karl Merminger



Received via email on 4/?'3/01

Dear Senator Halford:

I am writing to express my support for SB 198. creating a state suicide prevention 
council. I think I speak for many people in the Yukon-Koyukuk region when I express 
my gratitude for your attention to the issue of suicide. Since I became the Director of 
Yukon Koyukuk Mental Health here in Galena, I have seen how the suicide of one young 
person devastates hundreds of friends, associates, and loved ones. The people here want 
badly for the dying to stop. Supporting them with a council and a coordinator is a good 
idea.

I favor creating a suicide prevention council, but I believe it will be very important to 
ensure that the areas and people who are losing loved ones to suicide have the greatest 
say on the council. I worked in Anchorage for years and know first-hand that urban folks 
have a hard time understanding how things work in the Bush. Although suicide is not just 
a rural. Native problem, our people out here are disproportionately represented in the 
suicide statistics. They must be allowed to speak and plan for tiiemsel'-es. I also hope to 
see a statewide suicide prevention plan and a funded coordinator position to carry out 
those plans.

Again. I support your bill and hope to see our state move forward in addressing this 
difficult problem.

Sincerely,
Diana Weber. MS
Director, Yukon Koyukuk Mental Health Program



550 W. 7* Avenue, Suite 1820 
Anchorage, AK 99501 

Main line: 7907) 250-7960
FAX: (907) 269-7965

T h e  HP

The Alaska Mental Health Trust Authoritv

April 17, 2001

Senator Rick Halford 
State Capitol 
Juneau. AK 99801-1132

Dear Senator Halford:

Subject: Support for Suicide Prevention Council

This letter is to acknowledge the Trust's appreciation for your efforts at acdressing the problem of 
Alaska's high suicide rate by establishing a  statewide Suicide Prevention Ccunctl, and lo confirm the 
Trust's commitment regarding funds for this initiative.

For FY02, the Trust is willing to match S125.C00 in MHTAAR with $125,000 GF/MH to establish the 
Council and facilitate its work.

Trustees look forward to working with the Council and appreciate your willingness to support this 
important effort.

Executive Director



U.S.A. SUICIDE: 1998 OFFICIAL FINAL DATA
Number Per Dav Rate % of Deaths

N atio n .........................,...30 .575 ....... ........83 .8 ......... ..... 11.3... ........1.3
M ales.......................... ...24 ,538 ....... ........67 .2 ......... ..... 18.6... ........2.1 Groun (Number of Sui.) Rate
F em ales..................... .......6 ,037 ....... .........16.5......... ........4.4.... ........0.5 White Male (22.174) 20.3
W hites.............................27 .648....... ........75 .7 ........ ..... 12.4..,. ........1.4 White Female (5,474) 4.S
N onw hitcs.................. -> 007 ..........8.0......... .......6.2.... .......0.9 Nonwhite Male (2.364) 10.5

B lacks....................... .....1.977 ........ ..........5 .4 ......... .......5 .7 .... .......0.7 Nonwhitc Female (563) 2.3
Elderly (65+ yrs.).... ...... 5 ,803 ................15.9......... .....16.9.... ....... 0.3 Black Male (1.659) 10.2
Young (15-24 yrs.).. ...... 4 ,135 ....... ....... 11.3.......... .....11.1...... .....13.5 Black Female (318) 1.8

Completions:
• Average of 1 perron every 17.2 minutes killed themselves.
• Average of 1 old person every 1 hour 30.1 minutes killed themselves.
• Average of I young person every 2 hours 7.1 minutes killed themselves. (If the 324 suicides below age 15 are

included. 1 young person every I hour 57.9 minutes)
• 8th ranking cause of death in U.S.—  15th for old; 3rd for y o u n g ---------------------- >
• 4.1 male completions for each female completion.

• Suicide ranks 8th as a cause of death: Homicide ranks I3in___________________

Cause Number Rate 
All Causes 30,627 S2.3
1-Accidents 13,349 35.9
2-Homicide 5.506 14.S

3-Suicide 4.135 111
Attempts (figures are estimates; no official U.S. national attempt data arc compiled):

• 764,000 annual attem pts in U.S.
• 25 attempts for every completion for nation. 100-200:1 for young, and 4:1 for elderly.
• 5 million living Americans (estimate) have attempted to kill themselves.
• 3 female attempts for each male attempt.

Survivors (i.e., family members and friends of a loved one who died by suicide):
• Each suicide intimately affects at least 6 other people, (estimate)
• Based on the over 732,000 suicides from 1974 through 1998. estimated that the number of survivors o f suicides

in the U.S. is 4.4 million (I o f every 62 Americans in 1998); number grows more than 180.000 each year.
• If there is a suicide every 17 minutes, then there are 6 new survivors every 17 minutes as well.

Suicide hv Firearms: Number Rate Percent of Total Number Rate Percent o f Total
Firearm suicides USA 17.424 6.4 57.0% All Other USA 13,151 4.9 43.0%
Firearm suicides Young 2.510 6.7 60.7% All Other Younc 1.625 4.4 39.3%
Firearm suicides Old 4.113 12.0 70.9% Ml Other Old 1.690 4.9 29.1%
Firearm suicides Male 15.104 11.4 61.6% All Other Male 9.434 7.1 38.4%
Firearm suicides Female 2.320 1.7 38.4% All Other Female 3.717 2.7 61.6%

10 L e a d in g  C a u s e s  o f  D ea th  in th e  U.S.A..  1998
(Rules pe r  100.000 popula ti on) II i lolal o f  2.33 7 .256  deaths;  864  7 r a i d

1990* 1998 II
A rc 1 9 9 0 1991 1992 1991 1 994 109 5 1996 1997 1998 II Rank . t  Cause  of  Death Rale Deaths
5*14 a  a 0  7 0  9 0  9 0 .9 O 9 0 .8 U S 0  a II 1 D iseases  o f  ihe heart ............. . . .208 2 7 2 4  859

15*24 13 : 13 1 13 0 13.5 13 8 13 3 12 0 1 1 4 I I  1 II 2  M a lignant neopla sm s . 200  3 5 4 1 . 5 3 2
25*34 1 5 : 15 2 14 5 15 1 15 4 15 4 14 5 14 3 13 8 II .1 Cereb rovascu la r  d iseases . 58  b 1 5 8 .4 4 8
35*44 15.3 14 7 15 1 15 1 15 3 15 2 15 5 15 1 1 5 4 II 4 C h iu n ic  ob st ruc tive  pu lm o n ary  J i ; 41 7 1 12 ,5 84
45*54 14 3 15 5 14 7 14 5 14 4 14 6 14,9 14 7 14 8 II 5 A c c i d e n t s ........................... 30  2 9 7  81 5
55*64 l b . 0 15 4 14 8 14 6 13 4 13 3 13 7 13 5 13.1 II 6 P neum onia  St m f l u e m a ......................... . . .. .14 0 9 1 .8 71
65*74 17 9 16 9 16 5 16.3 15 3 15 8 15 0 1 4 4 14 1 II 7 Diabe tes m e l ln u s ............ .............................. 24 0 0 4 .7 5 1
75*54 34  9 23 5 22 8 22 3 21 .3 20  7 20  0 19 3 19 7 II 8 . S u i c i d e ............................................................... .......... JO .575
H5+ 22  ^ 24 0 21 9 22 S 2 3 .0 21 6 20  2 20  8 21 0 II 9 Nephr it is,  nep h ro s is ..................................... 9  7 2 6 .1 8 2
r*5+ 2 0  5 19 7 19.1 19 0 18 1 IS 1 17.3 16 8 16 9 II 10 C h ro n ic  liver d isease and  ei rrliosis ........ ................9 3 2 5 .1 9 2

1 nlal 12 4 12.* 12.0 12 1 12 0 I I  9 1 1 6 I I  4 I I  3 II ■ All o th e r  causes (Res id ua l) ........................ ........  1 7 '  5 4 6 3 . 4 2 7

Old made up 12.7% of 1998 population but committed 19.0% of the suicides.
Young were 13.8% of 1998 population and committed 13.5% of the suicides.

Official data source: Murphy. S.L. (2000). Deaths: Final data for 1998, National Vital Statistics Report. 48 ( 11). ilyaitsville.
MD: National Center lor Health Statistics. DNHS Publication No. (PUS) 2000-1120. [Data to he published in the I99S 
annual volume of Vital Statistics o f the Untied States.]

1‘opulaiion figures source: Table I, p. 100, of the National Center for Health Statistics (Murphy. 2000) publication above

num b er  of  su ic id es by  group
suicide rate =

population of group

S uicide Dulu Page: 1998 
Xtoo.eoo 31 July 2000 • rev  12 S e p te m b e r 2000

P repared  for 4/1.9 by Jo h n  L. M c In to sh , P h .I).



Rate, Number, and Ranking of Suicide for Each U.S.A. State•
Rank-State TRcgionl ("97 rank) Rate 
01 Nevada [M] (01)..................... 22.7 ..

1998

03 W yom ing [M] (04) IS. 1.

05 Arizona [M] (08).....................17.2

08 Idaho [M] (05T)...................... 16.4
09 Utah [M] (12).......................... 16.0
10 Maine [NE] (37T)................... 15.8

12 Colorado [M] (10)....................15.4............. 611
13 Florida [SA] (14)...................... 14.6..........2.172
13 Vermont [NE] (21T)................ 14.6................86
15 Oklahoma [WSC] (I I) ..........14.1 ...............471
16 Tennessee [ESC] (16)........... 1 3 .7 ............... 744
17 Arkansas [WSC] (15)............1 3 .6 ................344
18 Kentucky [ESC] (19T)......... 1 3 .4 ............... 526
19 Alabama [ESC] (29T)............13.1............... 569
20 New Hampshire [NE] (32T )...I3 .0 .............. 154
21 West Virginia [SA] (13)........1 2 .8 ............... 232
21 M issouri [WNC] (17)............ 12 .S ...............698
23 Washington [P] (18).............. 1 2 .4 ...............708
23 Kansas [WNC] (24) ............. 12.4.............. 325
25 Nebraska [WNC] (39T)......... 12 .3 ...............204
26 Virginia [SA] (35).................. 12.2.............. 827
27 M ississippi [ESC] (2 IT ).......1 2 .0 .............. 329
2S Indiana [ENC] (2 IT).............. 11 .S .............. 699
20 South Carolina [SA] (34)......11.7 ...............449
30 Iowa [WNC] (26T).................1 1 .5 ...............329
31 North Carolina [SA] (25)...... 1 1 .4 ...............S57
31 Pennsylvania [MA] (31)........ 11.4.........1.370
31 Wisconsin [ENC] (36)............ 11.4  594
34 North Dakota [WNC] (I9T) ..1 1.3............... 72

U.S.A. TO TA L........................ 11.3........ 30.575
35 Louisiana [WSC] (26T)......... 11 .0 ..............480
36 Georgia [SA] (26T).................1 0 .8 ..............822
36 Texas [WSC] (37T).................10.8...........2.133
38 California [P] (39T)................10.5...........3,415
39 Michigan [ENC] (41).............. 9 . 9 .............. 969
39 Ohio [ENC] (43T)....................9 .9 ............1.108
41 Hawaii [P] (32T).......................9 .7 ............... 116
41 M aryland [SA] (42).................. 9.7  497
41 Minnesota [WNC] (43T).........9 .7 ..............459
44 Delaware [SA] (29T)................ 9 .1 ................68
45 Rhode Island [NE] (49T)..........8 .7 ................86
40 Mlinois [ENC] (47T)................8.6............ 1.036
47 Massachusetts [NE] (45)..........8.2  506
47 W ashington. DC [SA] (51)......8 .2 ............... 43
49 Connecticut [NE] (46)..............7.8  257
50 New York [MA] (4 7 T ) .......... 7 .5 ............ 1.364
51 New Jersey [MA] (49T).......... 7 .2 ...............581
Caution: Annual Jluctuations in state levels 
combined with often relatively small populations 
can make these data highly variable. The use o f  
several years'data is preferable to conclusions 
based on single years alone.

Number Rerion fAbbrcviationl Rate Number
....397 M ountain [M ]................................. ......... 17.2... ...2 .S9I

p o East South Central [E S C ]............ ......... 13.2... .......2.16S
......87 South A tlantic [SA ]...................... 11 -i .......j,9 6 7
...158 West Narth Central [W NC]......... ..........11.8... ...... 2.202
...804 W est South Central [W SC]......... ..........11.4... .......3.42S
...297 Pacific [ P ] ....................................... ........1 1.3.... ......4.913
...545 N a t i o n ............................................ .3 0 ,5 7 5
...201 East North Central 'E N C ]............. ........10.0.... ..... 4,406
...336 New Ensland [N E]........................ ............9.6... ...... 1.2S5
...196 M iddle Atlantic [M A]................... ............S.7... ...... 3.315
....115

1998
S o u rc e : Murphy. S.L. (2000). Deaths: Final data lor 

1998. National Vital Statistics Report. 4S( 11). 
Hyattsville, MD: National Center I'or Health 
Statistics. DHHS Publication No. (PHS) 2000- 
1120. (p. 86. Tabic 26).
[data arc by place of residence]
[Suicide = ICD-9 Codes E950-E959]

Note: All rates arc per 100,000 population.

* Including the District of Columb'a.
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A  L e t t e r  F r o m  T h e  S u r g e o n  G e n e r a l

U.S. Department of Health and Human Services
Suicide is a serious public health problem. In 1996, the year for which 

the most recent statistics are available, suicide was the tiinth leading cause 
of mortality in the United States, responsible for nearly 31,000 deaths. This 
number is more than 50% higher than the number o f homicides in the United 
States in the same year (around 20,000 homicides in 1996).1 M any fail to 
realize that far more Americans die from suicide than from homicide. Each 
year in the United States, approximately 500,000 people require emergency 
room treatment as a result of attempted suicide.2 Suicidal behavior typically 
occurs in the presence o f mental or substance abuse disorders - illnesses that 
impose their own direct suffering.3’5 Suicide is an enormous trauma for 
millions o f  Americans who experience the loss o f someone close to them.6 
The nation must address suicide as a significant public health problem and 
put into place national strategies to prevent the loss o f life and the suffering 
suicide causes.

In 1996. the World Health Organization (WHO), recognizing the 
growing problem o f suicide worldwide, urged member n-iions to address 
suicide. Its document, Prevention o f  Suicide: Guidelines fo r  the Formulation 
and Implementation o f  National Strategics1, motivated the creation o f an 
innovative public/private partnership to seek a national strategy for the 
United States. This public/private partnership included agencies in the U.S. 
Department o f Health and Human Services, encompassing the Centers for 
Disease Control and Prevention (CDC), the Health Resources and Services 
Adminisuation (HRSA) 'he Indian Health Service (IHS), the National 
Institute o f Mental Health (NIMH), the Office o f the Surgeon General, and 
the Substance Abuse and M ental Health Services A dm inistration 
(SAMHSA) and the Suicide Prevention Advocacy Network (SPAN), a 
public grassroots advocacy organization made up o f suicide survivors 
(persons close to someone who completed suicide), attemptcrs of suicide, 
community activists, and health and mental health clinicians.

An outgrowth of this collaborative effort was a jointly sponsored 
national conference on suicide prevention convened in Reno, Nevada, in 
October 1998. Conference participants included researchers, health and 
mental health clinicians, policy makers, suicide survivors, and community 
activists and leaders. They engaged in careful analysis o f what is known and 
unknown about suicide and its potential responsiveness to a public health 
model emphasizing suicide prevention.



This Surgeon G eneral’s  Call To Action  introduces a blueprint for 
addressing suicide -  Awareness, Intervention, and Methodology, or A IM  -  
an approach derived from the collaborative deliberations of the conference 
participants. As a framework for suicide prevention, A IM  includes 15 key 
recommendations that were refined from consensus and evidence-based 
findings presented at the Reno conference. Recognizing tha» mental and 
substance abuse disorders confer the greatest risk for suicidal behavior, these 
recommendations suggest an important approach to preventing suicide and 
injuries from suicidal behavior by addressing the problems o f undetected 
and undertreated mental and substance abuse disorders in conjunction with 
other public health approaches.

These recommendations and their supporting conceptual framework 
are essential steps toward a comprehensive N ational S trategy  fo r Suicide 
Prevention, Other necessary elements will include constructive public 
health policy, measurable overall objectives, ways to monitor and evaluate 
prog ward these objectives, and provision o f resources for groups and 
agenc:'. dentified to carry out the recommendations. The nation needs to 
move forward with these crucial recommendations and support continued 
efforts to improve the scientific bases of suicide prevention.

Many people, from public health leaders and menial and substance 
abuse disorder health experts to community advocates and suicide survivors, 
worked together in developing and proposing A IM  for the American public. 
A IM  and its recommendations chart a course for suicide prevention action 
now  as well as serve as the foundation for a more comprehensive N ational 
S tra tegy  fo r Suicide Prevention in die future. Together, they represent a 
critical component o f a broader initiative to improve the mental health o f the 
nation. I endorse the ongoing work necessary to complete a N ational 
S trategy  because I believe that such a coordinated and evidence-based 
approach is the best way to use our resources to prevent suicide in America.

But even the most well-considered plan accomplishes nothing if  it 
is not implemented. To translate AIM into action, each o f us, whether we 
play a role at the federal, state, or local level, must turn these recommen­
dations into programs best suited for our own communities, We must act 
now. We cannot change the past, but together we can shape a different future.

David Satcher, M.D., Ph.D. 
Assistant Secretary for Health 

and Surgeon General



S u i c i d e  a s  a  P u b l i c  H e a l t h  P r o b l e m

On average, 35 A m ericans die from  su icide each day. A lthough 
m ore fem ales attem pt su icide than m ales, m ales arc at least four tim es 
m ore likely to die from  su ic id e .1’8 F irearm s are the m ost com m on 
m eans o f  su icide am ong men and w om en, accounting  for 59%  o f  all 
su icide d ea th s .1

O ver time, su icide rates fo r the general population  have been 
fairly  stable in the U nited S tates.9 O ver the last tw o decades, the 
su icide rate has declined  from  12.1 p e r 100,000 in 1976 to 10.8 per
100,000 in 1996.10 H ow ever, the rates fo r various age, gender and 
ethn ic  groups have changed substantially . B etw een 1952 and 1996, the 
reported  rates o f  su icide am ong adolescents and young adults nearly  
trip led .1-11 From  1980 to 1996, the ra te  o f  su icide am ong persons aged 
15-19 years increased by 14% and am ong persons aged 10-14 years by 
100%. A m ong persons aged 15-19 years, firearm s-related  su icides 
accounted  for 96%  o f the increase in the  rate o f  su icide since 1980. For 
young people 15-24 years old, su icide is currently  the third leading 
cause o f  death, exceeded only by unin tentional injury and ho m ic id e .12 
M ore teenagers and young adults die from  suicide than from  cancer, 
heart disease, A ID S, birth defects, stroke, pneum onia and influenza, 
and chronic lung disease com bined . D uring the past decade, there have 
also been dram atic and disturb ing  increases in reports o f  suicide 
am ong children. Suicide is currently  the fourth  leading cause o f  death 
am ong children  betw een the ages o f  10 and 14 y ea rs .10

Suicide rem ains a serious public health  problem  at the o ther end 
o f  the age spectrum , too. Suicide rates increase with age and are h ig h ­
est am ong w hite A m erican m ales aged 65 years and older. O lder adult 
su icide victim s, w hen com pared  to younger suicide v ictim s, are m ore 
likely to have lived alone, have been w idow ed, and to have had a 
physical illn ess .13’14 They are also m ore likely to have visited a health  
care p rofessional shortly  before the ir su icide and thus represent a 
m issed opportunity  for in terven tion .15

O ther population  groups in this country  have specific  suicide 
prevention  needs as w ell. M any com m unities o f  N ative A m ericans and 
A laskan N atives long have had elevated  su icide ra te s .16’17 Betw een 
l r  and 1996, the rate o f  suicide am ong A frican  A m erican  m ales 
aged 15-19 years increased 105% and alm ost 100% o f  the increase in 
this group is attributable to the use o f  firearm s.18
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It is generally  agreed that not all deaths that are suicides are 
reported as such. For exam ple, deaths classified as hom icide or acci­
dents, w here individuals m ay have intentionally put them selves in 
harm ’s way are not included in suicide ra tes.19'21

C om pounding the tragedy o f  Joss o f life, suicide evokes com pli­
cated  and uncom fortable reactions in m ost o f us. Too often, w e blam e 
the victim  and stigm atize the surviving fam ily m em bers and friends. 
T hese reactions add to the surv ivors’ burden o f  hurt, intensify their 
isolation, and shroud suicide in secrecy. U nfortunately, secrecy and 
siience dim inish  the accuracy and am ount o f  inform ation available 
about persons w ho have com pleted  suicide —  inform ation that m ight 
help prevent o ther suicides.

M e t h o d o l o g y _______________________________________________

Developing Recommendations for a National 
Strategy for Suicide Prevention

D eveloping and im plem enting a N a tio n a l S tra te g y  fo r S u ic ide  
P re v e n tio n  should  achieve a significant, m easurable, and sustained 
reduction in suicidal behaviors. T he action steps presented in this 
docum ent w ere prioritized from  am ong a variety o f  recom m endations 
developed through a public-private collaboration o f  nongovernm ental 
organ izations, federal and state governm ental agencies, corporations 
and foundations, and public health/health /m cntal health experts.

B efore the R eno Conference, experts evaluated research studies, 
program s, policies, and best in terventions to prevent suicide am ong 
five U .S. population groups know n to be at high risk o f suicide. T hose 
identified as being at increased risk  w ere youth, the m edically ill, 
specific population groups, persons w ith m ental and substance abuse 
disorders, and the elderly. Follow ing review  o f  the evidence by a 
second expert, the lead expert ex tracted recom m endations for suicide 
prevention . In extracting recom m endations, ex p en s were instructed to 
consider the robustness o f the available data; an in tervention’s likeli­
hood o f reducing suicide; its perceived suitability  for im plem entation 
in the real w orld; and estim ates o f  the lead-tim e to put the recom m en­
dation into practice and produce its intended effect. T hey w ere also 
asked to consider the ethical im plications and cultural appropriateness 
o f  each recom rr endation.

T hose experts’ draft recom m endations were brought to the Reno 
conference. A broad cross section o f  conference participants and a
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highly  varied expert panel w ere identified  to w ork w ith the recom m en­
dations and evaluate each one. T he panel and the invited conference 
partic ipan ts rep resen ted  d iverse areas o f  expertise and included 
researchers, su icide survivors, persons w ho had attem pted suicide, 
public health  leaders, com m unity volunteers, clinicians, educators, 
consum ers o f  m ental health  services, and corporate/nonprofit advo­
cates. F inancial support w as m ade available so that socioeconom ic 
status w ould  not exclude panelists and participants who w anted to 
con tribu te  from  attend ing  the conference. T he R egional H ealth 
A dm inistrato rs o f  the U .S. Public H ealth Service served as facilitators 
in w orking w ith  over 400  participants to refine recom m endations 
during  the conference. T he expert panel received over 700 w ritten 
com m ents from  participants during the course o f  their deliberations.

T he expert p anel’s recom m endations were derived from  a rigor­
ous rev iew  o f  suicide and suicide prevention research. Existing suicide 
research is strongest in the identification of risk  factors, particularly 
m ental and substance abuse disorders, less developed in categorizing 
pro tective factors, and only  beginning to analyze the m utual interac­
tions am ong risk  and protective factors. Som e treatm ents for mental 
and substance abuse d isorders have been associated with a reduction in 
suicidal behaviors.22'30 Further research is needed to determ ine w hether 
these benefits will occur if  treatm ents are offered to groups outside the 
sm all populations that w ere studied.

T he recom m endations the panel developed include past and 
current initiatives, program s, and interventions. O ther recom m enda­
tions pragm atically  extend findings from existing suicide and suicide 
nrcvention research  into proposed applications. Suicide prevention 
experts from  m ultip le disciplines endorsed  these proposed recom m en­
dations as having the greatest potential for effectiveness.

B y the end o f  the conference, the expert panel had advanced 
81 recom m endations for consideration for inclusion in a N atio n a l 
S tra te g y  fo r  S u ic id e  P re v e n tio n . T hese recom m endations w ere 
posted  on the  SPAN W eb site  to allow  a period o f further reflection and 
public com m ent. T he C D C  developed a tool for priority ranking the 8 1 
recom m endations. R espondents from  all interested sectors prioritized 
the recom m endations using criteria o f  feasibility, necessity, clarity, and 
likelihood o f  being funded. R ecom m endations w ith the highest priority 
scores and broadest support were com bined and edited to serve as the 
essential first steps o f an action agenda for suicide prevention.
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R e s u l t s

AIM to Prevent Suicide
T his S u rg e o n  G en era l’s  C all to A c tio n  introduces an initial b lue­

p rin t fo r reducing suicide and the associated toll that m ental and 
substance abuse d isorders take in the U nited States. As both evidence- 
based and highly prioritized  by leading experts, these 15 key recom ­
m endations listed below  should serve as a fram ew ork for im m ediate 
action. T hese recom m ended first steps are categorized as A w areness, 
In te rv e n tio n , a n d  M ethodo logy , o r A IM .

A w aren ess: A ppropriately  broaden the public’s aw areness o f
suicide and its risk  factors
In te rv e n tio n : E nhance services and program s, both population-
based and clin ical care
M eth o d o lo g y : A dvance the science o f  suicide prevention.

A w aren ess: A p p ro p r ia te ly  b ro a d e n  th e  p u b lic ’s  a w aren ess  of 
su ic id e  a n d  its  r is k  fa c to rs

• P rom ote public aw areness that suicide is a  public health  p rob­
lem  and, as such, m any suicides arc preventable. Use inform ation tech­
nology appropriately  to m ake facts about suicide and its risk  factors 
and prevention  approaches available to the public and to health care 
providers.

•  E xpand  aw areness o f  and enhance resources in com m unities for 
suicide prevention  program s and m ental and substance abuse d isorder 
assessm ent and  treatm ent.

•  D evelop and im plem ent strategies to reduce the stigm a associ­
ated w ith  m ental illness, substance abuse, and suicidal behavior and 
w ith  seeking help  for such problem s.

In te rv e n tio n : E n h a n c e  se rv ices a n d  p ro g ra m s , bo th  p o p u la tio n - 
b ased  a n d  c lin ica l c a re

• Extend collaboration  w ith and am ong public and private sectors 
to com plete a N a tio n a l S tra te g y  fo r  S u ic ide  P rev en tio n .

•  Im prove the ability o f  prim ary care providers to recognize and 
treat depression, substance abuse, and o ther m ajor m ental illnesses 
associated w ith su icide risk. Increase the re fen a l to specialty care w hen 
appropriate.
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• E lim inate barriers in public and private insurance program s for 
provision o f  quality m ental and substance abuse d isorder treatm ents 
and create incentives to treat patients w ith coexisting m ental and 
substance abuse disorders.

•  Institute training for all health, m ental health, substance abuse 
and hum an service professionals (including clergy, teachers, co rrec­
tional w orkers, and social w orkers) concerning suicide risk assessm ent 
and recognition, treatm ent, m anagem ent, and aftercare interventions.

• D evelop and im plem ent effective training program s for fam ily 
m em bers o f those at risk  and for natural com m unity helpers on how  to 
recognize, respond to, and refer people show ing signs o f suicide risk  
and associated m ental and substance abuse disorders. N atural com m u­
nity helpers are people such as educators, coaches, hairdressers, and 
faith leaders, am ong others.

•  D evelop and im plem ent safe and effective program s in educa­
tional settings for youth that address adolescent distress, provide crisis 
intervention and incorporate peer support for seeking help.

• Enhance com m unity care resources by increasing the use of 
schools and w orkplaces as access and referral points for m ental and 
physical health services and substance abuse treatm ent program s and 
provide support for persons w ho survive the suicide o f  som eone close 
to them.

• Prom ote a public/private collaboration w ith the m edia to assure 
that en tertainm ent and news coverage represent balanced and inform ed 
portrayals o f suicide and its associated risk factors including m ental 
illness and substance abuse disorders and approaches to prevention and 
treatm ent.

Methodology: Advance the science of suicide prevention
• Enhance research to understand risk and protective factors 

related to suicide, their interaction, and their effects on suicide and 
suicidal behaviors. A dditionally, increase research on effective suicide 
prevention program s, clinical treatm ents for suicidal individuals, and 
culture-specific interventions.

• D evelop additional scientific strategies for evaluating suicide 
prevention interventions and ensure that evaluation com ponents are 
included in all suicide prevention program s.
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• Establish m echanism s fo r federal, regional, and state in tera­
gency public  health  co llabo ra tion  tow ard im proving  m onitoring  
system s for su icide and suicidal behaviors and develop and prom ote 
standard  term inology in these system s.

w  E ncourage the developm ent and evaluation o f  new prevention 
technologies, including firearm  safety  m easures, to reduce easy access 
to lethal m eans o f  suicide.

D i s c u s s i o n

Risk and Protective Factors
Suicide risk and protective factors and their interactions form  the 

em pirical base for suicide prevention . R isk factors are associated w ith 
a  greater potential for suicide and suicidal behavior w hile protective 
factors are associated w ith reduced potential for su icide.31-33

Substantial age, gender, ethnic, and cultural variations in suicide 
rates p rovide opportunities to understand the different roles o f  risk and 
protective factors am ong these groups. R isk and protective factors 
encom pass genetic, ncurobiological, psychological, social, and cultural 
characteristics o f  individuals and groups and environm ental factors 
such as easy access to firearm s.34-38 This expanding base o f  em pirical 
evidence generates prom ising  ideas about w hat can be changed or 
m odified to prevent suicide,

C lear progress has been m ade in the scientific understanding o f 
suicide, m ental and substance abuse disorders, and in developing inter­
ventions to treat these disorders. F or exam ple, increased understanding 
o f  brain system s regulated by chem icals called ncurotransm itters 
holds prom ise fo r understanding the biological underpinnings o f 
depression, anxiety  d isorders, im pulsiveness, aggression, and violent 
behaviors.39 M uch rem ains to be learned, how ever, about the com m on 
risk factors for m ental d isorders and substance abuse, suicide and other 
form s o f  intentional vio lence including hom icide, dom estic violence, 
and child abuse. Expanding fhe base o f  scientific evidence will help in 
the developm ent o f  m ore .ffcctive interventions for these harm ful 
behaviors.

A dvances in ncurobiology and the behavioral sciences and their 
application in developing effective treatm ents for m ental and substa rce  
abuse disorders have generated m uch hope. W ider public understand­
ing o f the science o f  the brain and behavior can reduce the stigm a asso­
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ciated  w ith seeking help fo r m ental and substance abuse d isorders and 
consequently  m ay contribute to reducing the risk fo r suicidal behavior.

R isk  Factors
U nderstanding risk factors can help dispel the m yths that su icide 

is a  random  s j t  o r results from  stress alone. Som e persons are particu­
larly  vu lnerab le  to suicide and suicidal self-in jury  because they have 
m ore than one m ental d isorder present'10, such as depression w ith alco­
hol abuse41. T hey m ay also be very im pulsive and/or aggressive42, and 
use h ighly  lethal m ethods to attem pt suicide. A s noted above, the 
im portance o f  certain risk factors and their com bination vary by age, 
gender, and ethnicity.

T he im pact o f  som e risk  factors can be reduced by in terventions 
(such as prov id ing  effective treatm ents for depressive illness).31*43 
T hose risk factors that cannot be changed (such as a  previous suicide 
a ttem pt) can alert others to the heightened risk o f  suicide during  peri­
ods o f  the recurrence o f  a m ental o r substance abuse disorder, or 
fo llow ing a significant stressful life event,31*44
R isk factors include:

• P revious suicide attem pt
•  M ental disorders —  particularly m ood disorders such as

depression  and bipolar disorder
• C o-occurring mental and alcohol and substance abuse disorders
•  Fam ily history of suicide
• H opelessness
• Im pulsive and/or aggressive tendencies
•  B arriers to accessing m ental health treatm ent
•  R elational, social, w ork, or financial loss
•  Physical illness
•  E asy access to lethal m ethods, especially  guns
• U nw illingness to seek help because o f  stigm a attached to

m ental and substance abuse disorders and/or suicidal thoughts
•  Influence o f significant people— fam ily m em bers, celebrities,

peers w ho have died by suicide— both through d irect
personal contact o r inappropriate m edia representations

•  C ultural and religious beliefs— for instance, the belief that
suicide is a noble resolution o f a personal dilem m a

•  Local epidem ics o f suicide that have a contagious influence
•  Isolation, a feeling o f  being cut o ff from  other people
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Som e lists o f  warning signs for su icide have been created in an 
effort to identify and increase the referral o f  persons at risk. H ow ever, 
the warning signs g iven  are not necessarily risk factors for su icide and 
m ay include com m on behaviors am ong distressed persons, behaviors 
that are not sp ecific  for suicide. If such lists are applied broadly, for 
instance in the general classroom  setting, they m ay be counterproduc­
tive. In effect, indiscrim inate suicide aw areness efforts and overly  
inclusive screening lists m ay promote su icide as a possib le solution to 
ordinary distress or suggest that suicidal thoughts and behaviors are 
normal responses to stress.45 Efforts m ust be made to avoid norm aliz­
ing, glorifying , or dramatizing suicidal behavior, reporting how -to  
m ethods, or describing su icide as an understandable solution to a trau­
matic or stressful life  event. Inappropriate approaches could potentially  
increase the risk for suicidal behavior in vulnerable individuals, partic­
ularly youth.46'47

P r o t e c t i v e  F a c t o r s

Protective factors can include an individual’s genetic or neurobi- 
ologica l makeup, attitudinal and behavioral characteristics, and envi­
ronmental attributes.31 M easures that enhance resilience or protective 
factors are as essential as n sk  reduction in preventing suicide. Positive  
resistance to su icide is not permanent, so  programs that support and 
maintain protection against su icide should be ongoing.
Protective factors include:

•  E ffective  and appropriate clin ical care for m ental, physical,
and substance abuse disorders

•  E asy access to a variety o f  clin ical interventions and support
for help seeking

•  Restricted access to highly lethal m ethods o f  suicide
•  Fam ily and com m unity support
•  Support from ongoing medical and mental health care relationships
•  Learned sk ills in problem solving, con flict resolution, and

nonviolent handling o f  disputes
•  Cultural and religious beliefs that discourage suicide and

support self-preservation instincts
T he risk factors that lead to su icide (especially  mental and 

substance abuse disorders) and the protective factors that safeguard  
against it form the conceptual framework for the prevention recom ­
m endations developed  and presented in this docum ent and in the ev o lv ­
ing N ation a l S tra teg y  for  S u ic id e  P reven tion .
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Identifying and Addressing Risk
Unfortunately, it is d ifficu lt to identify particular individuals at 

greatest risk for su icidal behaviors or com pleted  suicide. M easures to 
screen the general population for su icide risk  lack the precision needed  
to identify in advance on ly  those people w h o  eventually would d ie by  
suicide. B ecau se  su icid e screening in the general population currently  
is not feasib le , it is  esp ecia lly  important for su icide prevention  
programs to include broader approaches that benefit the w hole popula­
tion as w e ll as efforts focused  on sm aller, high-risk subgroups that can 
be identified. W ithin those subgroups, a different approach to screening  
—  screen ing programs for sp ecific  disorders, like depression, that are 
associated with su ic id e  —  can be used to identify and direct p eop le  to 
highly e ffec tiv e  treatments that m ay low er their risK o f  suicide.

O ften, the su ic id e  prevention efforts in p lace are directed primar­
ily  at im proving clin ica l care for the individual already struggling with  
suicidal ideas or the individual requiring m edical attention for a su icide  
attempt. S u icide  prevention also dem ands approaches that reduce the 
likelihood  o f  su ic id e  before vulnerable individuals reach the point o f  
danger. A p plyin g  the public health approach to the problem o f  su ic id e  
in the U nited  States w ill m axim ize the benefits o f  efforts and resources 
for su icide prevention.

The Public Health Approach
Suicide is a public health problem  that requires an evidence-based  

approach to prevention. In concert with the clin ical m edical approach, 
w hich exp lores the history and health conditions that could lead to 
su icide in a s in g le  individual, the public health approach focuses on 
identifying and understanding patterns o f  su icide and suicidal behavior 
throughout a group or population. T he public health approach defines 
the problem , id entifies risk factors and causes o f  the problem, d evelops  
interventions evaluated for effectiven ess, and im plem ents such inter­
ventions w id ely  in a variety o f  com m unities.'’8-49

A lthough this description su ggests a linear progression from the 
first step to the last, in reality the steps occur sim ultaneously and 
depend on each other. For exam ple, system s for gathering inform ation  
to define the exact nature o f  the su icide problem  m ay also be usefu l in 
evaluating programs. Sim ilarly, inform ation gained from program ev a l­
uation and im plem entation  m ay lead to new  and promising interven­
tions. Public health has traditionally used this m odel to respond to 
epidem ics o f  in fectious d isease. During the past few  decades, the
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m odel has a lso  been used to address other problem s that are likew ise  
com plicated and challenging to prevent, such as chronic d isease  and 
injury.

The Public Health Approach Applied to 
Suicide Prevention
D e f i n i n g  t h e  P r o b l e m

The first step includes collecting information about incidents o f  
su icid e and su icidal behavior. It g o es beyond sim p le counting. 
Information is gathered on characteristics o f  the persons in vo lved , the 
circum stances o f  the incidents, events that may have precipitated the 
act, the adequacy o f  support and health services received, and the 
severity  and cost o f  the injuries. This step covers the w ho, what, w hen, 
w here, how, and how  many o f  the identified problem.

I d e n t i f y i n g  C a u s e s  a n d  P r o t e c t i v e  F a c t o r s

T he secon d  step focuses on why. It addresses risk factors such as 
depression, a lcoh ol and other drug use, bereavem ent, or jo b  loss. This  
step m ay be used to define groups o f  people at higher risk for su icide. 
M any questions remain, how ever, about the interactive matrix o f  risk 
and protective factors in suicide and suicidal behavior and, more 
importantly, h ow  this interaction can be m odified.

D e v e l o p i n g  a n d  T e s t i n g  I n t e r v e n t i o n s

The next step in volves deve.oping approaches to address the 
causes and risk factors that have been identified. Testing the effective­
ness o f  each approach is a critical part o f  this step to ensure that strate­
g ies are safe, ethical, and feasible. Pilot testing, which may reveal differ­
ences am ong particular age, gender, ethnic and cultural groups, can help  
determine for w hom  a suicide prevention strategy is best fitted.

I m p l e m e n t i n g  I n t e r v e n t i o n s

The final step is to im plem ent interventions that nave dem on­
strated effectiven ess in preventing su icide and suicidal behavior. 
Im plem entation requires data co llection  as a m eans to continue eva lu ­
ating e ffectiven ess o f  an intervention. T his is essential because an inter­
vention that has been found effective  in a clin ical trial or academ ic  
study m ay have different outcom es in other settings. O ngoing evalua-
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tion builds the evidence base for refining and extending effective  
su icide prevention programs. D eterm ination o f  an intervention’s cost- 
effectiven ess is another important com ponent o f  this step. This ensures 
that lim ited resources can be used to ach ieve the greatest benefit.

A s interventions for preventing su icid e are developed and im ple­
m ented, com m unities m ust consider several key  factors. Interventions 
have a m uch greater likelihood  o f  su ccess i f  they in vo lve  a variety o f  
services and providers. T his requires com m unity  leaders to build e ffec ­
tive coalitions across traditionally separate sectors, such as the health  
care delivery system , the mental health system , faith com m unities, 
schools, socia l serv ices, c iv ic  groups, and the public health system . 
Interventions m ust be adapted to support and reflect the experience o f  
survivors and sp ecific  com m unity values, cultures, and standards. T hey  
m ust also be designed to benefit from  m ulti-ethnic and culturally  
diverse participation from all segm ents o f  the com munity.

A s it e v o lv e s , A m er ica ’s National Strategy for Suicide 
Prevention m ust recognize and affirm the value, dignity, and im por­
tance o f  each person. E veryone concerned with su icide prevention  
shares the responsibility  to help change and elim inate the societal 
conditions and attitudes that often  contribute to suicide. Individuals, 
com m unities, organizations, and leaders at all leve ls should collaborate 
in prom oting su icide prevention. Final developm ent o f  a National 
Strategy for Suicide Prevention and the su ccess o f  these essential 
action steps ultim ately rest with individuals and com m unities and insti­
tutions and policy  makers across the U nited States.

Implementing AIM as an Action Agenda 
in Communities

As slates and local com m unities apply the public health approach 
to AIM  recom m endations, they m ust consider both population-based  
and clin ical care initiatives. Their first step is to define and to describe  
the problem  o f  su icide and its associated  risk factors locally  and 
m easure their m agnitude. N ext, causes o f  the conditions found must be 
identified. T hen, com m unity interventions m ust be designed to address 
the id en tified  n eed s through attention  to the cau ses revealed . 
E valuating project e ffectiven ess provides guidance for refining the 
intervention and expanding benefits to other settings. The fo llow ing  
hypothetical descriptions o f  com m unity su icide prevention activities 
have been created to illustrate applied public health and clin ical 
m anagem ent prevention m odels.
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Y o u t h

R ecognizing the state’s increasing rates o f  substance abuse and 
suicide am ong youth, the state public health director in consultation with 
the Regional Health Administrator brought together concerned represen­
tatives to form a state youth suicide, substance abuse and depression  
prevention coalition. The coalition members reflected many sectors in 
the com m unity including su icide survivors, educators, social service  
agencies, the faith community, businesses, the state cooperative exten­
sion programs (4-H ), school psychologists, child psychiatrists, the PTA, 
substance abuse treatment counselors, public officials, and tire juvenile  
justice system . The coalition also established a youth advisory board.

After co llecting  detailed inform ation on the dim ensions o f  youth  
substance abuse, depression and su icide in the state and identifying  
how  few  sch ool system s had screening, referral, and crisis plans, the 
coalition  formed a m ultidisciplinary study com m ittee to develop  a 
m odel su icide prevention plan. A  broad array o f  public and professional 
organizations in the state studied and endorsed the m ode! plan. A  
corporate partner from the business com m unity provided a grant to 
distribute the m odel plan along with a curriculum guide for natural 
helpers to identify high-risk youth. A s sch oo l districts adapted the plan 
and im plem ented it locally, fo llow up  surveys were conducted to deter­
m ine patterns o f  use, satisfaction w ith the m odel plan and guide, and 
impact on substance abuse, depression and suicidal behaviors in 
com m unities statew ide. B ased  on ev id en ce  collected  from the evalua­
tions, the m odel plan was revised  to include more guidance on working 
with the m edia to de-sensationalize coverage o f  su icide, and prom ote  
abstinence from  substance use as w e ll as encourage youth to seek  treat­
ment for both substance abuse and depression.

T h e  E l d e r l y

The public health approach has revealed that su icide tales arc 
highest am ong the elderly and that m ost elderly su icide victim s are 
seen by their primary care provider w ithin a few  w eeks o f  their su icide  
and are experiencing a first ep isod e o f  m ild to moderate depression. 
R ecognizing that clin ical depression is a h ighly treatable illness, but 
treatment has not yet been adequately provided in primary care 
settings, a state with a large elderly population brought together a group  
o f  health professionals and com m unity advocates. Together they 
devised  and supported a pilot program to fo llo w  depression screening  
in the primary care setting with the addition o f  an on-site nurse or social
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worker specializing in depression services. T hese on-site specialists  
ensured that those elderly patients w ho screened positive for depression  
received depression treatment and fo llo w  up from the physician and 
assessed  patient progress so  that on going  treatments could be adjusted 
to increase their effectiveness. O utcom es for patients in the pilot 
project were com pared to those patients receiving usual treatment in 
com parable primary care settings. T his evaluc' n provided inform a­
tion to fine tune the program and extend its benefits to other primary 
care settings in the state.

Advancing a National Suicide Prevention Strategy
T he 15 recom m endations (A IM ) presented in this Surgeon  

G enera l’s Call to A ction  propose a nationw ide, collaborative effort to 
reduce suicidal behaviors, and to prevent premature death due to 
suicide across Lite life  span. The conceptual framework for A IM  incor­
porates analysis o f  suicide risk and protective factors and em phasizes 
the benefits o f  e ffective ly  treating m ental and substance abuse disor­
ders. A  com prehensive N ation a l S tra teg y  fo r  S u ic id e  F avention  
should include these elem ents along with supportive governm ent 
policy, measurable objectives for the S tra teg y , means o f  monitoring 
and evaluating progress, and provision o f  authority and resources to 
carry out the S tr a te g y ’s recom m endations.

To realize success in preventing su icide and suicidal behaviors, 
collaboration must be fostered on this public health priority across a 
broad spectrum o f  agencies, institutions, groups, and representative 
individuals throughout the country. A s additional elem ents o f  a 
com prehensive S tra tegy  evolve, die public and prospective im plem en­
tation partners must also sustain aw areness that improved detection and 
treatment o f  mental and substance abuse disorders represent a primary 
approach to su icide prevention. T hese partners mu:' ensure the ava il­
ability o f  evidence-based  guidance for com m unit'es to develop  and 
refine effective  su icide prevention approaches. L ikew ise, as com m uni­
ties im plem ent approaches to recognize and reduce risk factors to 
prevent su icide, they must be aware o f  the dangers o f  inadvertently 
glam orizing su icide, and remain vigilant to avoid doing so . O ngoing  
review  o f  research, policy, and program advances in su icide prevention  
m ay expand the number o f  effective  initiatives and interventions for 
incorporation into the S trategy . Work should continue that outlines 
m easurable objectives for an overall S tra teg y , provides m echanism s 
for tracking these objectives, and d evelops means o f  com m unicating  
significant progress in preventing su icide and suicidal self-injury.
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C o n c l u s i o n

A m ericans in com m unities nationw ide can m ake a significant 
difference in preventing su icide and suicidal behaviors. T he recom ­
m endations presented in AIM provide a bluprint and call for action  
now. Programs and activities that are carried out and evaluated today 
w ill generate additional recom m endations for effective  su icide preven­
tion initiatives in the future. Working together locauy, in states, and at 
the federal level to com plete and im plem ent a National Strategy for 
Suicide Prevention is an important step in responding to the major 
public health problem  o f  su icide in the United States.
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