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A Letter From The Surgeon General

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 of homicides in the United
States in the same year (around 20,000 homicides in 1996).1 Many 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 of mental or substance abuse disorders - illnesses that
impose their own direct suffering.35 Suicide is an enormous trauma for
millions of Americans who experience the loss of 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 of life and the suffering
suicide causes.

In 1996. the World Health Organization (WHO), recognizing the
growing problem of suicide worldwide, urged member n-iions to address
suicide. Its document, Prevention ofSuicide: Guidelinesfor the Formulation
and Implementation of National Strategicsl motivated the creation of 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 of 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 of Mental Health (NIMH), the Office of the Surgeon General, and
the Substance Abuse and Mental Health Services Administration
(SAMHSA) and the Suicide Prevention Advocacy Network (SPAN), a
public grassroots advocacy organization made up of 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 of what is known and
unknown about suicide and its potential responsiveness to a public health
model emphasizing suicide prevention.



This Surgeon Generals Call To Action introduces a blueprint for
addressing suicide - Awareness, Intervention, and Methodology, or AIM -
an approach derived from the collaborative deliberations of the conference
participants. As a framework for suicide prevention, AIM 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 of 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 National Strategy for 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 of 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 AIM for the American public.
AIM and its recommendations chart a course for suicide prevention action
now as well as serve as the foundation for a more comprehensive National
Strategy for Suicide Prevention in die future. Together, they represent a
critical component of a broader initiative to improve the mental health of the
nation. | endorse the ongoing work necessary to complete a National
Strategy because | 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 of 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



Suicide as a Public Health Prohlem

On average, 35 Americans die from suicide each day. Although
more females attempt suicide than males, males arc at least four times
more likely to die from suicide.18 Firearms are the most common
means of suicide among men and women, accounting for 59% of all
suicide deaths.1

Over time, suicide rates for the general population have been
fairly stable in the United States.9 Over the last two decades, the
suicide rate has declined from 12.1 per 100,000 in 1976 to 10.8 per
100,000 in 1996.10 However, the rates for various age, gender and
ethnic groups have changed substantially. Between 1952 and 1996, the
reported rates of suicide among adolescents and young adults nearly
tripled. 2 From 1980 to 1996, the rate of suicide among persons aged
15-19 years increased by 14% and among persons aged 10-14 years by
100%. Among persons aged 15-19 years, firearms-related suicides
accounted for 96% of the increase in the rate of suicide since 1980. For
young people 15-24 years old, suicide is currently the third leading
cause of death, exceeded only by unintentional injury and homicide.12
More teenagers and young adults die from suicide than from cancer,
heart disease, AIDS, birth defects, stroke, pneumonia and influenza,
and chronic lung disease combined. During the past decade, there have
also been dramatic and disturbing increases in reports of suicide
among children. Suicide is currently the fourth leading cause of death
among children between the ages of 10 and 14 years.10

Suicide remains a serious public health problem at the other end
of the age spectrum, too. Suicide rates increase with age and are high-
estamong white American males aged 65 years and older. Older adult
suicide victims, when compared to younger suicide victims, are more
likely to have lived alone, have been widowed, and to have had a
physical illness.1314 They are also more likely to have visited a health
care professional shortly before their suicide and thus represent a
missed opportunity for intervention.15

Other population groups in this country have specific suicide
prevention needs as well. Many communities of Native Americans and
Alaskan Natives long have had elevated suicide rates.1617 Between
[r and 1996, the rate of suicide among African American males
aged 15-19 years increased 105% and almost 100% of the increase in
this group is attributable to the use of firearms.18



[t is generally agreed that not all deaths that are suicides are
reported as such. For example, deaths classified as homicide or acci-
dents, where individuals may have intentionally put themselves in
harm’s way are not included in suicide rates.192

Compounding the tragedy of Joss of life, suicide evokes compli-
cated and uncomfortable reactions in most of us. Too often, we blame
the victim and stigmatize the surviving family members and friends.
These reactions add to the survivors’ burden of hurt, intensify their
isolation, and shroud suicide in secrecy. Unfortunately, secrecy and
siience diminish the accuracy and amount of information available
about persons who have completed suicide — information that might

help prevent other suicides.

M ethodology

Developing Recommendations for a National
Strategy for Suicide Prevention

Developing and implementing a National Strategy for Suicide
Prevention should achieve a significant, measurable, and sustained
reduction in suicidal behaviors. The action steps presented in this
document were prioritized from among a variety of recommendations
developed through a public-private collaboration of nongovernmental
organizations, federal and state governmental agencies, corporations
and foundations, and public health/health/mcntal health experts.

Before the Reno Conference, experts evaluated research studies,
programs, policies, and best interventions to prevent suicide among
five U.S. population groups known to be at high risk of suicide. Those
identified as being at increased risk were youth, the medically ill,
specific population groups, persons with mental and substance abuse
disorders, and the elderly. Following review of the evidence by a
second expert, the lead expert extracted recommendations for suicide
prevention. In extracting recommendations, expens were instructed to
consider the robustness of the available data; an intervention’s likeli-
hood of reducing suicide; its perceived suitability for implementation
in the real world; and estimates of the lead-time to put the recommen-
dation into practice and produce its intended effect. They were also
asked to consider the ethical implications and cultural appropriateness
of each recomrr endation.

Those experts’ draft recommendations were brought to the Reno
conference. A broad cross section of conference participants and a
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highly varied expert panel were identified to work with the recommen-
dations and evaluate each one. The panel and the invited conference
participants represented diverse areas of expertise and included
researchers, suicide survivors, persons who had attempted suicide,
public health leaders, community volunteers, clinicians, educators,
consumers of mental health services, and corporate/nonprofit advo-
cates. Financial support was made available so that socioeconomic
status would not exclude panelists and participants who wanted to
contribute from attending the conference. The Regional Health
Administrators of the U.S. Public Health Service served as facilitators
in working with over 400 participants to refine recommendations
during the conference. The expert panel received over 700 written
comments from participants during the course of their deliberations.

The expert panel’s recommendations were derived from a rigor-
ous review of suicide and suicide prevention research. Existing suicide
research is strongest in the identification of risk factors, particularly
mental and substance abuse disorders, less developed in categorizing
protective factors, and only beginning to analyze the mutual interac-
tions among risk and protective factors. Some treatments for mental
and substance abuse disorders have been associated with a reduction in
suicidal behaviors.2230 Further research is needed to determine whether
these benefits will occur if treatments are offered to groups outside the
small populations that were studied.

The recommendations the panel developed include past and
current initiatives, programs, and interventions. Other recommenda-
tions pragmatically extend findings from existing suicide and suicide
nrcvention research into proposed applications. Suicide prevention
experts from multiple disciplines endorsed these proposed recommen-
dations as having the greatest potential for effectiveness.

By the end of the conference, the expert panel had advanced
81 recommendations for consideration for inclusion in a National
Strategy for Suicide Prevention. These recommendations were
posted on the SPAN Web site to allow a period of further reflection and
public comment. The CDC developed a tool for priority ranking the 81
recommendations. Respondents from all interested sectors prioritized
the recommendations using criteria of feasibility, necessity, clarity, and
likelihood of being funded. Recommendations with the highest priority
scores and broadest support were combined and edited to serve as the
essential first steps of an action agenda for suicide prevention.



Results

AlIM to Prevent Suicide

This Surgeon Generals Call to Action introduces an initial blue-
print for reducing suicide and the associated toll that mental and
substance abuse disorders take in the United States. As both evidence-

based and highly prioritized by leading experts, these 15 key recom-
mendations listed below should serve as a framework for immediate

action. These recommended first steps are categorized as Awareness,
Intervention, and Methodology, or AIM.
Awareness: Appropriately broaden the public’s awareness of
suicide and its risk factors
Intervention: Enhance services and programs, both population-
based and clinical care

Methodology: Advance the science of suicide prevention.

Awareness: Appropriately broaden the public’s awareness of
suicide and its risk factors

« Promote public awareness that suicide is a public health prob-
lem and, as such, many suicides arc preventable. Use information tech-
nology appropriately to make facts about suicide and its risk factors
and prevention approaches available to the public and to health care
providers.

 Expand awareness of and enhance resources in communities for
suicide prevention programs and mental and substance abuse disorder
assessment and treatment.

 Develop and implement strategies to reduce the stigma associ-
ated with mental illness, substance abuse, and suicidal behavior and
with seeking help for such problems.

Intervention: Enhance services and programs, both population-
based and clinical care

+ Extend collaboration with and among public and private sectors
to complete a National Strategy for Suicide Prevention.

* Improve the ability of primary care providers to recognize and
treat depression, substance abuse, and other major mental illnesses
associated with suicide risk. Increase the refenal to specialty care when

appropriate.
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+ Eliminate barriers in public and private insurance programs for
provision of quality mental and substance abuse disorder treatments
and create incentives to treat patients with coexisting mental and
substance abuse disorders.

« Institute training for all health, mental health, substance abuse
and human service professionals (including clergy, teachers, correc-
tional workers, and social workers) concerning suicide risk assessment
and recognition, treatment, management, and aftercare interventions.

+ Develop and implement effective training programs for family
members of those at risk and for natural community helpers on how to
recognize, respond to, and refer people showing signs of suicide risk
and associated mental and substance abuse disorders. Natural commu-
nity helpers are people such as educators, coaches, hairdressers, and
faith leaders, among others.

+ Develop and implement safe and effective programs in educa-
tional settings for youth that address adolescent distress, provide crisis
intervention and incorporate peer support for seeking help.

« Enhance community care resources by increasing the use of
schools and workplaces as access and referral points for mental and
physical health services and substance abuse treatment programs and
provide support for persons who survive the suicide of someone close
to them.

* Promote a public/private collaboration with the media to assure
that entertainment and news coverage represent balanced and informed
portrayals of suicide and its associated risk factors including mental
illness and substance abuse disorders and approaches to prevention and
treatment.

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. Additionally, increase research on effective suicide
prevention programs, clinical treatments for suicidal individuals, and
culture-specific interventions.

« Develop additional scientific strategies for evaluating suicide
prevention interventions and ensure that evaluation components are
included in all suicide prevention programs.



+ Establish mechanisms for federal, regional, and state intera-
gency public health collaboration toward improving monitoring
systems for suicide and suicidal behaviors and develop and promote
standard terminology in these systems.

w Encourage the development and evaluation of new prevention
technologies, including firearm safety measures, to reduce easy access
to lethal means of suicide.

D iscussion

Risk and Protective Factors

Suicide risk and protective factors and their interactions form the
empirical base for suicide prevention. Risk factors are associated with
a greater potential for suicide and suicidal behavior while protective
factors are associated with reduced potential for suicide.3l-3

Substantial age, gender, ethnic, and cultural variations in suicide
rates provide opportunities to understand the different roles of risk and
protective factors among these groups. Risk and protective factors
encompass genetic, ncurobiological, psychological, social, and cultural
characteristics of individuals and groups and environmental factors
such as easy access to firearms.343 This expanding base of empirical
evidence generates promising ideas about what can be changed or
modified to prevent suicide,

Clear progress has been made in the scientific understanding of
suicide, mental and substance abuse disorders, and in developing inter-
ventions to treat these disorders. For example, increased understanding
of brain systems regulated by chemicals called ncurotransmitters
holds promise for understanding the biological underpinnings of
depression, anxiety disorders, impulsiveness, aggression, and violent
behaviors.3 Much remains to be learned, however, about the common
risk factors for mental disorders and substance abuse, suicide and other
forms of intentional violence including homicide, domestic violence,
and child abuse. Expanding fhe base of scientific evidence will help in
the development of more .ffcctive interventions for these harmful
behaviors.

Advances in ncurobiology and the behavioral sciences and their
application in developing effective treatments for mental and substarce
abuse disorders have generated much hope. Wider public understand-
ing of the science of the brain and behavior can reduce the stigma asso-
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ciated with seeking help for mental and substance abuse disorders and
consequently may contribute to reducing the risk for suicidal behavior.

Risk Factors

Understanding risk factors can help dispel the myths that suicide
is a random sjt or results from stress alone. Some persons are particu-
larly vulnerable to suicide and suicidal self-injury because they have
more than one mental disorder present'l0, such as depression with alco-
hol abuse4l They may also be very impulsive and/or aggressive42, and
use highly lethal methods to attempt suicide. As noted above, the
importance of certain risk factors and their combination vary by age,
gender, and ethnicity.

The impact of some risk factors can be reduced by interventions
(such as providing effective treatments for depressive illness).313
Those risk factors that cannot be changed (such as a previous suicide
attempt) can alert others to the heightened risk of suicide during peri-
ods of the recurrence of a mental or substance abuse disorder, or
following a significant stressful life event,31#4

Risk factors include:

* Previous suicide attempt

» Mental disorders — particularly mood disorders such as
depression and bipolar disorder

+ Co-occurring mental and alcohol and substance abuse disorders

Family history of suicide

Hopelessness

Impulsive and/or aggressive tendencies

Barriers to accessing mental health treatment

Relational, social, work, or financial loss

Physical illness

Easy access to lethal methods, especially guns

Unwillingness to seek help because of stigma attached to

mental and substance abuse disorders and/or suicidal thoughts

* Influence of significant people—family members, celebrities,
peers who have died by suicide—both through direct
personal contact or inappropriate media representations

o Cultural and religious beliefs— for instance, the belief that
suicide is a noble resolution of a personal dilemma

« Local epidemics of suicide that have a contagious influence

* Isolation, a feeling of being cut off from other people



Some lists of warning signs for suicide have been created in an
effort to identify and increase the referral of persons at risk. However,
the warning signs given are not necessarily risk factors for suicide and
may include common behaviors among distressed persons, behaviors
that are not specific for suicide. If such lists are applied broadly, for
instance in the general classroom setting, they may be counterproduc-
tive. In effect, indiscriminate suicide awareness efforts and overly
inclusive screening lists may promote suicide as a possible solution to
ordinary distress or suggest that suicidal thoughts and behaviors are
normal responses to stress.4s Efforts must be made to avoid normaliz-
ing, glorifying, or dramatizing suicidal behavior, reporting how-to
methods, or describing suicide 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.4647

Protective Factors

Protective factors can include an individual’s genetic or neurobi-
ological makeup, attitudinal and behavioral characteristics, and envi-
ronmental attributes.3l Measures that enhance resilience or protective
factors are as essential as nsk reduction in preventing suicide. Positive
resistance to suicide is not permanent, so programs that support and
maintain protection against suicide should be ongoing.

Protective factors include:

+ Effective and appropriate clinical care for mental, physical,
and substance abuse disorders
+ Easy access to a variety of clinical interventions and support
for help seeking
+ Restricted access to highly lethal methods of suicide
« Family and community support
Support from ongoing medical and mental health care relationships
Learned skills in problem solving, conflict resolution, and
nonviolent handling of disputes
Cultural and religious beliefs that discourage suicide and
support self-preservation instincts

The risk factors that lead to suicide (especially mental and
substance abuse disorders) and the protective factors that safeguard
against it form the conceptual framework for the prevention recom-
mendations developed and presented in this document and in the evolv-
ing National Strategy for Suicide Prevention.
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|dentifying and Addressing Risk

Unfortunately, it is difficult to identify particular individuals at
greatest risk for suicidal behaviors or completed suicide. Measures to
screen the general population for suicide risk lack the precision needed
to identify in advance only those people who eventually would die by
suicide. Because suicide screening in the general population currently
is not feasible, it is especially important for suicide prevention
programs to include broader approaches that benefit the whole popula-
tion as well as efforts focused on smaller, high-risk subgroups that can
be identified. Within those subgroups, a different approach to screening
— screening programs for specific disorders, like depression, that are
associated with suicide — can be used to identify and direct people to
highly effective treatments that may lower their risK of suicide.

Often, the suicide prevention efforts in place are directed primar-
ily at improving clinical care for the individual already struggling with
suicidal ideas or the individual requiring medical attention for a suicide
attempt. Suicide prevention also demands approaches that reduce the
likelihood of suicide before vulnerable individuals reach the point of
danger. Applying the public health approach to the problem of suicide
in the United States will maximize the benefits of efforts and resources

for suicide prevention.

The Public Health Approach

Suicide is a public health problem that requires an evidence-based
approach to prevention. In concert with the clinical medical approach,
which explores the history and health conditions that could lead to
suicide in a single individual, the public health approach focuses on
identifying and understanding patterns of suicide and suicidal behavior
throughout a group or population. The public health approach defines
the problem, identifies risk factors and causes of the problem, develops
interventions evaluated for effectiveness, and implements such inter-
ventions widely in a variety of communities."’849

Although this description suggests a linear progression from the
first step to the last, in reality the steps occur simultaneously and
depend on each other. For example, systems for gathering information
to define the exact nature of the suicide problem may also be useful in
evaluating programs. Similarly, information gained from program eval-
uation and implementation may lead to new and promising interven-
tions. Public health has traditionally used this model to respond to
epidemics of infectious disease. During the past few decades, the



model has also been used to address other problems that are likewise
complicated and challenging to prevent, such as chronic disease and

injury.

The Public Health Approach Applied to
Suicide Prevention

Defining the Problem

The first step includes collecting information about incidents of
suicide and suicidal behavior. It goes beyond simple counting.
Information is gathered on characteristics of the persons involved, the
circumstances of the incidents, events that may have precipitated the
act, the adequacy of support and health services received, and the
severity and cost of the injuries. This step covers the who, what, when,
where, how, and how many of the identified problem.

Identifying Causes and Protective Factors

The second step focuses on why. It addresses risk factors such as
depression, alcohol and other drug use, bereavement, orjob loss. This
step may be used to define groups of people at higher risk for suicide.
Many questions remain, however, about the interactive matrix of risk
and protective factors in suicide and suicidal behavior and, more
importantly, how this interaction can be modified.

Developing and Testing Interventions

The next step involves deve.oping approaches to address the
causes and risk factors that have been identified. Testing the effective-
ness of each approach is a critical part of this step to ensure that strate-
gies are safe, ethical, and feasible. Pilot testing, which may reveal differ-
ences among particular age, gender, ethnic and cultural groups, can help
determine for whom a suicide prevention strategy is best fitted.

Implementing Interventions

The final step is to implement interventions that nave demon-
strated effectiveness in preventing suicide and suicidal behavior.
Implementation requires data collection as a means to continue evalu-
ating effectiveness of an intervention. This is essential because an inter-
vention that has been found effective in a clinical trial or academic
study may have different outcomes in other settings. Ongoing evalua-
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tion builds the evidence base for refining and extending effective
suicide prevention programs. Determination of an intervention’s cost-
effectiveness is another important component of this step. This ensures
that limited resources can be used to achieve the greatest benefit.

As interventions for preventing suicide are developed and imple-
mented, communities must consider several key factors. Interventions
have a much greater likelihood of success if they involve a variety of
services and providers. This requires community leaders to build effec-
tive coalitions across traditionally separate sectors, such as the health
care delivery system, the mental health system, faith communities,
schools, social services, civic groups, and the public health system.
Interventions must be adapted to support and reflect the experience of
survivors and specific community values, cultures, and standards. They
must also be designed to benefit from multi-ethnic and culturally
diverse participation from all segments of the community.

As it evolves, America’s National Strategy for Suicide
Prevention must recognize and affirm the value, dignity, and impor-
tance of each person. Everyone concerned with suicide prevention
shares the responsibility to help change and eliminate the societal
conditions and attitudes that often contribute to suicide. Individuals,
communities, organizations, and leaders at all levels should collaborate
in promoting suicide prevention. Final development of a National
Strategy for Suicide Prevention and the success of these essential
action steps ultimately rest with individuals and communities and insti-
tutions and policy makers across the United States.

Implementing AIM as an Action Agenda
In Communities

As slates and local communities apply the public health approach
to AIM recommendations, they must consider both population-based
and clinical care initiatives. Their first step is to define and to describe
the problem of suicide and its associated risk factors locally and
measure their magnitude. Next, causes of the conditions found must be
identified. Then, community interventions must be designed to address
the identified needs through attention to the causes revealed.
Evaluating project effectiveness provides guidance for refining the
intervention and expanding benefits to other settings. The following
hypothetical descriptions of community suicide prevention activities
have been created to illustrate applied public health and clinical
management prevention models.



Youth

Recognizing the state’s increasing rates of substance abuse and
suicide among 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 community including suicide 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 collecting detailed information on the dimensions of youth
substance abuse, depression and suicide in the state and identifying
how few school systems had screening, referral, and crisis plans, the
coalition formed a multidisciplinary study committee to develop a
model suicide prevention plan. A broad array of public and professional
organizations in the state studied and endorsed the mode! plan. A
corporate partner from the business community provided a grant to
distribute the model plan along with a curriculum guide for natural
helpers to identify high-risk youth. As school districts adapted the plan
and implemented it locally, followup surveys were conducted to deter-
mine patterns of use, satisfaction with the model plan and guide, and
impact on substance abuse, depression and suicidal behaviors in
communities statewide. Based on evidence collected from the evalua-
tions, the model plan was revised to include more guidance on working
with the media to de-sensationalize coverage of suicide, and promote
abstinence from substance use as well as encourage youth to seek treat-
ment for both substance abuse and depression.

The Elderly

The public health approach has revealed that suicide tales arc
highest among the elderly and that most elderly suicide victims are
seen by their primary care provider within a few weeks of their suicide
and are experiencing a first episode of mild to moderate depression.
Recognizing that clinical depression is a highly 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
of health professionals and community advocates. Together they
devised and supported a pilot program to follow depression screening
in the primary care setting with the addition of an on-site nurse or social
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worker specializing in depression services. These on-site specialists
ensured that those elderly patients who screened positive for depression
received depression treatment and follow up from the physician and
assessed patient progress so that ongoing treatments could be adjusted
to increase their effectiveness. Outcomes for patients in the pilot
project were compared to those patients receiving usual treatment in
comparable primary care settings. This evaluc' n provided informa-
tion to fine tune the program and extend its benefits to other primary

care settings in the state.

Advancing a National Suicide Prevention Strategy

The 15 recommendations (AIM) presented in this Surgeon
Generals Call to Action propose a nationwide, collaborative effort to
reduce suicidal behaviors, and to prevent premature death due to
suicide across Lite life span. The conceptual framework for AIM incor-
porates analysis of suicide risk and protective factors and emphasizes
the benefits of effectively treating mental and substance abuse disor-
ders. A comprehensive National Strategy for Suicide F avention
should include these elements along with supportive government
policy, measurable objectives for the Strategy, means of monitoring
and evaluating progress, and provision of authority and resources to
carry out the Strategy’s recommendations.

To realize success in preventing suicide and suicidal behaviors,
collaboration must be fostered on this public health priority across a
broad spectrum of agencies, institutions, groups, and representative
individuals throughout the country. As additional elements of a
comprehensive Strategy evolve, die public and prospective implemen-
tation partners must also sustain awareness that improved detection and
treatment of mental and substance abuse disorders represent a primary
approach to suicide prevention. These partners mu:' ensure the avail-
ability of evidence-based guidance for communit'es to develop and
refine effective suicide prevention approaches. Likewise, as communi-
ties implement approaches to recognize and reduce risk factors to
prevent suicide, they must be aware of the dangers of inadvertently
glamorizing suicide, and remain vigilant to avoid doing so. Ongoing
review of research, policy, and program advances in suicide prevention
may expand the number of effective initiatives and interventions for
incorporation into the Strategy. Work should continue that outlines
measurable objectives for an overall Strategy, provides mechanisms
for tracking these objectives, and develops means of communicating
significant progress in preventing suicide and suicidal self-injury.



Conclusion

Americans in communities nationwide can make a significant
difference in preventing suicide and suicidal behaviors. The recom-
mendations presented in AIM provide a bluprint and call for action
now. Programs and activities that are carried out and evaluated today
will generate additional recommendations for effective suicide preven-
tion initiatives in the future. Working together locauy, in states, and at
the federal level to complete and implement a National Strategy for
Suicide Prevention is an important step in responding to the major
public health problem of suicide in the United States.
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REPORTED OUT

APR 2 8 2001
FISCAL NOTE
SENATE FINANCE
) COMMITEE
STATE OF ALASKA Fiscal Note Number: 1
2001 LEGISLATIVE SESSION Bill Version: CSSB 198 (HES)
(s ) Publish Date: 4/24/01
Revision Date/Time (Note if correction): Dept. Affected: Health & Social Services
Title: Statewide Suicide Prevention Council 'BRU: Administrative Services
Component: Commissioner's Office

Sponsor: Senator Halford etal
Requester: Sena.e (FIN) Component Number: 317
Expenditures/Revenues (Thousands 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 80.5 83.1 85.6 88.6 91.3 91.3
Travel 50.0 53.9 55.0 55.0 55.0 55.0
Contractual 108.5 112.0 108.4 105.4 102.7 102.7
Supplies 10 1.0 10 10 1.0 1.O
Equipment 10.0
Land & Structures
Grants & Claims
Miscellaneous

TOTAL OPERATING 250.0 250.0 250.0 250.0 250.0 250.0
CAPITAL 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 125.0 125.0 125.0 125.0 125.0 125.0
1092 MHTAAR 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 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: (qa:ha |
This bill establishes a 14-member Suicide Prevention Council. The Council's operating costs would include the

salary for a partially exempt Executive Director, office space, travel and per diem costs for the Council to meet twice
ayear 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.

Phone 465-1630

Prepared by:  Janol Clarke
Dale/Time 4/24/01 9:18 AM

Division Administrative Services
Approved by: Elmer A. Lindstrom, Special Assistant Date 4/24/01 9:18 AM
Agency Department of Health & Social Services

For distribution information, call the Governor's Legjslative Office
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Revision Date: Bill Version: CSSB 198 (HES) #1

ANALYSIS: (continued)

FYO02 cost detail:

$80.5 Personal Services - Range 21 partially exempt program coordinator

$50.0 Travel and per diem for meetings of the full Council

$15.0 Contractual - office space for Exec director 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 FYO02 total

Page 2 of 2
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APR 2 8 2001

FISCAL NOTE
SENATE FINANCE
COMMITEE
Fiscal Note Number:
Bill Version: CSSB 198 (HES)
() Publish Date:

STATE OF ALASKA
2001 LEGISLATIVE SESSION

Revision Date/Time (Note if correction):  4/28/01 Dept. Affected: Health & Social Services
Title: Statewide Suicide Prevention Council '‘BRU: Administrative Services
Component: Commissioner’s Office
Sponsor: Senator Halford ad
Requester: Senate (Fin) Component Number: 317

Expenditures/Revenues (Thousands 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 80.5 831 85.6 88.6 91.3 91.3
Travel 50.0 53.9 55.0 55.0 55.0 55.0
Contractual 108.5 112.0 1084 105.4 102.7 102.7
Supoiies 10 10 10 10 10 10
Equipment 10.0

Land & Structures
Grants & Claims

Miscellaneous
TOTAL OPERATING 250.0 250.0 250.0 250.0 250.0 250.0
CAPITAL EXPENDITURES | | 1
| 1 1 1

ICHANGE IN REVENUES ( ) | |

FUND SOURCE
1002 Federal Receipts
1003 GF Match

(Thousands of Dollars)

1004 GF
1005 GF/Program Receipts
1037 GF/Merital Health 125.0 125.0 125.0 125.0 125.0 125.0
1092 MHTAAR 125.0 125.0 i25.0 125.0 125.0 125.0
TOTAL 250.0 250.0 250.0 250.0 250.0 250.0
0.0

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

POSITIONS

Full-time

Part-time

Temporary

ANALYSIS:  (Atfachasoparaio palio ifnocossory)
This hbill establishes a 15-member Suicide Prevention Council. The Council’s operating costs would include the
salary for a paitially 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 tha 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.

Phone 405-1630

Propared by:  Janet Clarko
Date/Time 4/28/01 3:07 PM

Division Administrative Services
Approved by:  Elmer A. Lindstrom, Special Assistant Date 4/28/01 3:07 PM
Agency Department of Health & Social Servicos

For distribution information, call the Governor's Logjislalivo Office
[no2\200 Q) Page | of _ 2



Revision Date: Bill Version: CS SB 198 (HES)

ANALYSIS1 (continued)

|FYO02 cost detail:

$80.5 Personal Services - Range 21 partially exempt program coordinator

$50.0 Travel and per diem for meetings of the full Council
$15.0 Contractual - office space for program coordinator 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 FYO02 total
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Senate Bill 198 (HES)

Statewide Suicide Prevention Council
"The greatest gift we can give is the gift o flife. "

Suicide is preventable,

It is devastating to lose someone to suicide at any age, but it is especially tragic to lose a
Koung person who has so much to live for. Suicide is a final cry of despair, and we need to

ear that cry.

In 1999, the United States Surgeon General issued “A Call to Action" to prevent suicide.
The report made 15 recommendations categorized in the areas of av/areness, intervention
and methodology. Heari.g the cries and responding, Senate Bill 198 is another step in
answering both the states and the national call to action.

SB 198 will establish a statewide suicide prevention council made up of fifteen private and
public members representing rural and urban Alaska. Two members from both the House
and Senate would sit on the council. The governor would apPomt eleven members,
including experts in substance abuse and mental health, as well as people who have been
direaly impacted by suicide, and who work with youth across the state.

Suicide isan on-going epidemic in many parts of the state — especially rural Alaska and the
Matanuska-Susitna Valley — and the numbers are at an all-time high. This is heart breaking,
We all must work together to reduce the toll suicide is having on the people ol our state.

The council will focus on finding ways to reduce suicide rates, broaden public awareness of
the suicide waming signs, and enhance suicide prevention services and programs throughout
the state, Each March the council will submit a report to the Legislature and the governor
with its findings and recommendations.

A prior effort tc study suicide in Alaska was initiated over twelve years ago when Senator
Willie Hensley brought the issue to the forefront. The lives of Alaskans are still at risk.

Establishing this suicide prevention council has bi-partisan support in the Senate. 1sincerely

urge all members of the committee to join me in supporting SB 198 by offering a hand of
support and lifting them from despair.

"Hope - the major weapon against the suicide impulse.” Karl Menntnger



Received via email on 4/23/01

Dear Senator Halford:

Lam writing to express my support for SB 198. creating a state suicide prevention
council. Ithink I speak for many people in the Yukon-Koyukuk region when | express
my gratitude for your attention to the issue of suicide. Since | became the Director of
Yukon Koyukuk Mental Health here in Galena, | 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.

| favor creating a suicide prevention council, but | 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. '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 themselves. Ialso hope to
see a statewide suicide prevention plan and a funded coordinator position to carry out

those plans.

Again. Isupport 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



JOSEPH, BERNICEM

7134 JILLPL
ANCHORAGE AK 99502
Subject: Suicide Prevention Efforts District- 12266 Paty:D S F

Date: Tue, 24 Apr 2001 09:05:56 -0800
From: Bernice Joseph <bernice_ joseph@ dced.state.ak.us>
To: Richard W Halford <Senator_Rick_Halford@ legis.state.ak.us>

HelxO Rick,

I would like to thank you for your efforts in forwarding legislation on suicide
prevention work. This is direly needed in
Alaska.

Although I currently live in Anchorage, 1 pay close attention to what happens in my
home area - the Galena subregion. There has been a rash of suicides in th™t small
area since October. At last count there had been 24 burials from October 2000 to
March 2001, roughly half being suicides - in one small region! This is an epidemic.
If there is any way that 1 can lend support, please let me know.

Bernice Joseph


mailto:bernice_joseph@dced.state.ak.us
mailto:Senator_Rick_Halford@legis.state.ak.us

550 W. 7hAvenue. Suite 1820
Anchorage, AK 99501 7 & H P
Main line: (907) 259-7960

FAX: (907) 269-7965

The Alaska Mental Health Trust Authority

April 17. 2001

Senator Rick Halford
State Capitol
Juneau. AK 99801-1132

Dear Senator Hatfora:

Subject: Support for Suicide Prevention Council

This letter is to acknowledge the Trust's appreciation for your efforts at addressing the oroblem of
Alaska's high suicide rate by establishing a statewide Suicide Prevention Council, and tc confirm Ihe
Trust's commitment regarding funds for this initiative.

For FY02, the Trust is willing to match S125.000 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

Nation........cccceee..e ,-30,575..... ...... 83.8...... ... 1i.3... ......1.3
Males.......oeveveeeenens 24,538..... ...... 67.2. . e 186.. .....21 Groun (Number of Sui.) Rate
Females........cccceer e 6,037..... ... 44..,...... 05 White Male (22,174)  20.3
WHhites......ccoovviiieen s 27,648..... ...... 75.7.ccur e 124...,....14 White Female (5.474) 4S
Nonwhitcs........cc... ... 2,927 s e 8.0.cccuun e 6.2.... ..... 0.9 Nonwhite Male (2,364) 105

Blacks.......cccccceeei s 1,977 ..... ....... 54... ... 5.7... e 0.7 Nonwhite Female (563) 23
Elderly (65+ yrs.)......... 5,803.......ceee 159........... 16.9..,,.....03 Black Male (1,659) 102
Youns (15-24 yrs.).......4,135..... ...... 113....... ... 11.1......135 Black Ferrale (318) IS

Completions:

« Average of 1 person every 17.2 minutes killed themselves.
* Average of >old person every | hour 30.1 minutes killed themselves.
* Average of 1young person every 2 hours 7.1 minutes killed themselves. (If the 324 suicides below age 15 are

included. 1young person every 1hour 57.9 minutes)

« 8th ranking cause of death in U.S— 15th for old; 3rd for young------------------- > Cause Number Rate
* 41 male completions for each female completion. All Causes 30.627 23
« Suicide ranks Sth as acause of death: Homicide ranks 13th I-Accidents 13,349 35.9

Attempts (figures arc estimates; no official U.S. national attempt data are compiled); | 2-Homicide 5506 148
* 764.000 annual attempts in U.S. | 3-Suicide 4.135 1l
* 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 attermpt.

SUNVIVOIS (i.e., family members and friends of a loved one who died by sticide):
« Each suicide intimately affects at least 6 other people, (estimate)
* Based on the over 732,000 suicides from 1974 through 199S, estimated that the number of survivors of suicides
in the U.S. is 4.4 million (1 of every 62 Americans in 199S): number grows more than 180,000 each year.
« |f there is a suicide every 17 minutes, then there are 6 new survivors every 17 minutes as well.

Suicide bv Firearms: Number Rate Percent of Total Number Rate Percent of Total

Hrearm suicides USA 17424 64  51.0% AlOher USA 13151 49  430%
2910 67 AlOherYoug 1625 44 39.3%

Hrearm suicices Young 60.7%
Fireamsuicices Old 4113 120 710% Al Other Old 160 49  201%
Firearm suicices Vale 15104 114 6L6% Al Other Male 9434 71  384%
Frearm suicices Femele 2320 17 3B% Al Other Ferele 3717 27 61.6%

DR B bR Bty

58| s

Old mede up 12.7% of 1998 population but committed 19.0% of the suicidej.
Young were 13.8% 0of 1998 population and committed 13.5% of the suicides.

Official data source: MUrphy. S.L. E&O) Deaths; Final data for 19°8. National Vital Statistics Report. 4VI11). Hyattsville.
IVD: National Center for Health Statistics. DIIIS Publication No. (PUS) 2000-1120. [Deta to he published in the 1908

anual volume of vital Statistics of the United States. \ L o
Populationfnpires source: Table I, p. 100. of (he National Center for Health Statistics (Murphy. 2000) publication above.

number of suicides by group Suicide Data Palgje; 1998
er

suicice rale = Xt00000 3L July 2000 rev 12 September 2000
population of group Prepared for A4 S by John L. MclIntosh. Ph.D.




Rate, Number, and Ranking ofSuicidefor Each U.S.A. State-, 199S

Rank-Stale fRcaionl (‘97 rank) Rate Nuner

01 Nevada [M] (01)......ccc....e. 27 . .397
02 Alaska [P] (02).......cccceennee 21.0.. ,.129
03 Wyoming [M] (04)............. 181, ....87
05 Arizona [M] (08)................ 172 .,804

.,297

.,545
C51daho [M] (05T)...cvevveeennnee 164 ,.201
09 Utah [M] (12)....cceevvuvnennnn. 160 .,336
10 Maine [NE] (37T)....ccceeve... 15S ...196

115
12 Colorado (MJ (10).............. 154........... 611
13 Florida [SA] (14)............... 146......... 2172
13 Vermont [NE] (21T)........... 146............. 86
15 Oklahoma [WSC] (11)........ 11 ... a7
16Tennessee [ESC] (16)......... 13.7.ie 744
17 Arkansas [WSC] (15)........ 13.6..cccnnnee 344
18 Kentucky [ESC] (19T)....... 13.4... 526
19 Alabama [ESC] (29T)........ 131 569
20 New Hamp-hire [NE] (32T)...13.0........... 14
21 West Virginia [SA] (13)....... 12.8.......... 232
21 Missouri [WNC] (17)......... 12.8............ 69S
23 Washington [P] (IS)........... 124............ 70S
23 Kansas IWNC] (24) ......... 124 ... 325
25 Nebraska [WNC] (39T)....... 3. 204
26 Virginia [SA] (35).............. 12.2......... Hi
27 Mississippi [ESC] (21T)..... 12.0.......... 329
2S Indiana [ENC] (2IT)............ 11.8.......... 699
29 South Carolina [SA] (34)......11.7 .......... 449
30 lowa [WNC] (26T).............. 11.5 .......... 329

3L North Carolina [SA] (25)......
3l Pennsylvania [MA] (31)...... 114 ......... 1,370

3L Wisconsin [ENC] (36)......... 14 ... 594
34 North Dakota [WNC] (19T) ..11.3........... 72
USA TOTAL......cccee. 11.3........ 30.575
35 Louisiana [WSC] (26T)...... 11.0..ceeeeeen. 40
36 Georgia [SA] (26T)............ 10.S........... 822
36 Texas [WSC] (37T)............ 108......... 2,133
'8 Callifornia [P] (397)........... 105......... 3415
39 Michigan [ENC] (41).......... 9.9 969
39 Ohio [ENC] (43T)......cc..... 9.9 1108
41 Hawaii [P] (32T)...vvveeeennee 9.7 i 116
41 Maryland [SA] (42)............ 97 e 497
41 Minnesota [WNC] (43T)......9.7........... -'59
44 Delaware [SA] (29T)............. 9.1........ 68
45 Rhode Island [NE] (49T)........ 8.7 i 86
46 lllinois [ENC] (47T).......... 8.6....c..... 1.036
47 Massachusetts [NE] (45)......82 ............ 506
47 Washington, DC [SA] (51).....8.2........... 43
49 Connecticut [NE] (".6).......... 7.8 257
50 New York [MA] (47T)........ 750, 1,364
51 New Jersey [MA] (49T)........ 7.2 . 581

Camon Annual quctuatlons in state levels

O ke e i Py e T (20

%ea\g% 51 a¥ear3*data Is preferable to conclusions
single years alore.

Rctzion rAbbrcviationl Rate  Number
Mountain [M]....ccooeviiiiiniiiiiiies e 17.2,, ......2,891
East South Central [ESC].......... ....... 13.2, ......2.16S
South Atlantic [SA]................. pl .. 5.967
West North Central [WNC]...... ........ 11, ......2,202
West South Central [WSC]....... ........ 11.4, ......342S
Pacific [P]....cooeeeiiieeieiiiiieiiiiies e 11.3, .....4.913
Nation.....cooviiiieeees oo 11.3, 30 575
East North Central [ENC]......... ....... 10.0., .....4.406
New England [NE]......ccccccovvne wevvrnnes 96... ..... 1255
Middle Atlantic [MA].........cces ceeee. 3.7.,...... 3,315
Source: Murphy, S.L. (%A Deaths: Final data lor
1008, National Mital Statistics Report, 45( 1)

Hyattsville, MD: National Center for Health
Statistics. DHHS Publication No. (PHS) 2000-
1120. (p. 86. Table 26).

[data are by place of residence]

[Suicide = ICD-9 Codes E950-E959)
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A Letter From The Surgeon General
U.S. Department of Health and Human Services

. Suicide is aseriqus public health problem. Th 1996, the year for which
die most recent statistics are available, suicide was the ninth’leading cause
of mortality in the United States, responsible for nearly 31,000, deatfs, This
numbey is more than 50% higher than the number of hamicides in die United
States in die same year (around 20,000 homicides in 1996?].1 Many fail to
realize that far moré Americans dlie from suicide than from homicide. Each
year in the United States aop roximately 500,000 Speople re(wlre, emergency
foom treatment as a result of attempted! suicide, 1 Suicidal behavior typically
oceurs in the presence of mental or substance ause disorders - illnesses dial
|mP_ose their own direct suffering.35 Suicide is an enormous trauma for
millions of Americans who experience the |oss of someone close to them
The_nation must address suicide as a significant public health Problem and
put into place national strategies to prevent the loss of life and the suffering
suicice causes,

In 1996, the World Health Qrganization (WHO), recognizing the
growing problem of suicide worldwicle, urged member nations to address
Suicide. lts document, Prevention of Suicide: Guidelinesfor the Formulation
and Implementation of National Strategies/, motivated She Creation of an
Innovative public/private partnership t seek a national strategy for die
United States. This public/private partnership included agencies in the U.S.
Department of Healdi and”Human Services, cncompxssing the Centers for
Disease Control and Prevention (CDC), the Health Resources and Services
Administration (HRSAI) the Indian Health Service (IHS), the National
Institute of Mental Health (NIMH), the Office of the Srgeon General, and
the Substance Apuse and Mental Health ServiceS Administration
(SAMHSA) and die Suicide Prevention Advocacy Network (SPAN), a

ublic grassroots advocacy organization mage up of suicide Survivors
persons close o someone wha completed suicide), attempters of suicide,
community activists, and health and mental health Clinicians,

. An outgrowth of this collaborative etfort was a jointly sponsored
national conférence on suicice prevention convened in Reno; Nevada, In
October 1998. Conference |C|Ff(ants Included researchers, health and
mental health clinicians, polic ggl ers, sw?de ?ur_wvors, ang communi
activists an% Ieader_s.,Th%en gg In careful analysis of what 1S known and
UNKnown anout suicide and i got_enﬂal responsiveness to a public healdl
model emphasizing suicice prevention.

QD




This Surgeon Generals Call To Action introduces a blueprint for
addressing suicide - Awareness, Intervention, and Methodology, or AIM -
an approach derived from die collaborative deliberations of the conference
participants. As a framework for suicide prevention, AIM includes 15 key
recommendations that were refined from consensus and evidence-based
findings presented at the Reno conference. Recognizing that 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 of 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 National Strategy for Suicide
Prevention. Other necessary elements will include constructive public
health policy, measurable overall objectives, ways to monitor and evaluate
progress toward these objectives, and provision of resources for groups and
agencies identified 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 mental and substance
abuse disorder health experts to community advocates and suicide survivors,
worked together in developing and proposing AIM for the American public.
AIM and its recommendations chart a course for suicide prevention action
NOW as well as serve as the foundation for a more comprehensive National
Strategy for Suicide Prevention in the future. Together, they represent a
critical component of a broader initiative to improve the mental health of the
nation. | endorse the ongoing work necessary to complete a National
Strategy because | believe that such a coordinated and evidence-based
approach is the best svay 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 of us. whether we
play arole at the federal, state, or local level, must turn these recommen-
dations into programs best suited for our own communities. \We must act
now. W cannot change the past, but together wc can shape adifferent future.

David Satcher, M.D., Ph.D.
Assistant Secretary for Health
and Surgeon General



Suicide as a Public Health Problem

On average, 85 Americans die from suicide each day. Although
more females attempt suicide than males, males are at least four times
more likely to die from suicide.18 Firearms are the most common
means of suicide among men and women, accounting for 59% of all
suicide deaths.1

Over time, suicide rates for the general population have been
fairly stable in the United States.9 Over the last two decades, the
suicide rate has declined from 12.1 per 100,000 in 1976 to 10.8 per
100,000 in 1996.10 However, the rates for various age, gender and
ethnic groups have changed substantially. Between 1952 and 1996, the
reported rates of suicide among adolescents and young adults nearly
tripled.L1L From 1980 to 1996, the rate of suicide among persons aged
15-19 years increased by 14% and among persons aged 10-14 years by
100%. Among persons aged 15-19 years, firearms-related suicides
accounted for 96% of the increase in the rale of suicide since 1980. For
young people 15-24 years old, suicide is currently the third leading
cause of death, exceeded only by unintentional injury and homicide. >
More teenagers and young adults die from suicide than from cancer,
heart disease, AIDS, birth defects, stroke, pneumonia and influenza,
and chronic lung disease combined. During the past decade, there have
also been dramatic and disturbing increases in reports of suicide
among children. Suicide is currently the fourth leading cause of death
among children between the ages of 10 and 14 years.10

Suicide remains a serious public health problem at the other end
of the age spectrum, too. Suicide rates increase with age and are high-
est among white American males aged 65 years and older. Older adult
suicide victims, when compared to younger suicide victims, are more
likely to have lived alone, have been widowed, and to have had a
physical illness.1314 They are also more likely to have visited a health
care professional shortly before their suicide and thus represent a
missed opportunity for intervention.5

Other population groups in this country have specific suicide
prevention needs as well. Many communities of Native Americans and
Alaskan Natives long have had elevated suicide rates.1617 Between
1980 and 1996, the rate of suicide among African American males
aged 15-19 years increased 105% and almost 100% of the increase in
this group is attributable to the use of firearms.18



It is generally agreed that not all deaths that arc suicides are
reported as such. For example, deaths classified as homicide or acci-
dents, where individuals may have intentionally put themselves in
harm's way are not included in suicide rates.19-1

Compounding the tragedy of loss of life, suicide evokes compli-
cated and uncomfortable reactions in most of us. Too often, we blame
the victim and stigmatize the surviving family members and friends.
These reactions add to the survivors’ burden of hurt, intensify their
isolation, and shroud suicide in secrecy. Unfortunately, secrecy and
silence diminish the accuracy and amount of information available
about persons who have completed suicide — information that might
help prevent other suicides.

Methodology

Developing Recommendations for a National
Strategy for Suicide Prevention

Developing and implementing a National Strategy for Suicide
Prevention should achieve a significant, measurable, and sustained
reduction in suicidal behaviors. The action steps presented in this
document were prioritized from among a variety of recommendations
developed through a public-private collaboration of nongovernmental
organizations, federal and state governmental agencies, corporations
and foundations, and public health/health/mcnta] health experts.

Before die Reno Conference, experts evaluated research studies,
programs, policies, and best interventions to prevent suicide among
five U.S. population groups known to be at high risk of suicide. Those
identified as being at increased risk were youth, the medically ill.
specific population groups, persons with mental and substance abuse
disorders, and the elderly. Following review of the evidence by a
second expert, the lead expert extracted recommendations for suicide
prevention. In extracting recommendations, experts were instructed to
consider the robustness of the available data; an intervention’s likeli-
hood of reducing suicide; its perceived suitability for implementation
in the real world; and estimates of the lead-time to pul the recommen-
dation into practice and produce its intended effect. They were also
asked to consider the ethical implications and cultural appropriateness
of each recommendation.

Those experts' draft recommendations were brought to the Reno
conference. A broad cross section of conference participants and a
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highly varied expert panel were identified to work with the recommen-
dations and evaluate each one. The panel and the invited conference
participants represented diverse areas of expertise and included
researchers, suicide survivors, persons who had attempted suicide,
public health leaders, community volunteers, clinicians, educators,
consumers of mental health services, and corporate/nonprofit advo-
cates. Financial support was made available so that socioeconomic
status would not exclude panelists and participants who wanted to
contribute from attending the conference. The Regional Health
Administrators of the U.S. Public Health Service served as facilitators
in working with over 400 participants to refine recommendations
during the conference. The expert panel received over 700 written
comments from participants during the course of their deliberations.

The expert panel's recommendations were derived from a rigor-
ous review of suicide and suicide prevention research. Existing suicide
research is strongest in the identification of risk factors, particularly
mental and substance abuse disorders, less developed in categorizing
protective factors, and only beginning to analyze the mutual interac-
tions among risk and protecdve factors. Some treatments for mental
and substance abuse disorders have been associated with areduction in
suicidal behaviors.223 Further research is needed to determine whether
these benefits will occur if treatments are offered to groups outside the
small populations that were studied.

The recommendations the panel developed include past and
current initiatives, programs, and interventions. Other recommenda-
tions pragmatically extend findings from existing suicide and suicide
prevention research into proposed applications. Suicide prevention
expens from multiple disciplines endorsed these proposed recommen-
dations as having the greatest potential for effectiveness.

By the end of the conference, the expert panel had advanced
81 recommendations for consideration for inclusion in a National
Strategy for Suicide Prevention. These recommendations were
posted on the SPAN Web site to allow a period of further reflection and
public comment. The CDC developed a tool for priority ranking (lie 81
recommendations. Respondents from all interested sectors prioritized
the recommendations using criteria of feasibility, necessity, clarity, and
likelihood of being funded. Recommendations with the highest priority
scores and broadest support were combined and edited to serve as the
essential first steps of an action agenda for suicide prevention,



Results

AIM to Prevent Suicide
This Surgeon General’ Call to Action introduces an initial blue-

print for reducing suicide and the associated toll that mental and
substance abuse disorders take in the United States. As both evidence-
based and highly prioritized by leading experts, these 15 key recom-
mendations listed below should serve as a framework for immediate
action. These recommended first steps are categorized as Awareness,
Intervention, and Methodology, or AIM.

Awareness: Appropriately broaden the public’s awareness of

suicide and its risk factors

Intervention: Enhance services and programs, both population-

based and clinical care

Methodology: Advance die science of suicide prevention.

Awareness: Appropriately broaden the public’s awareness of
suicide and its risk factors

» Promote public awareness that su'cide is a public healdi prob-
lem and, as such, many suicides me preventable. Use informauon tech-
nology appropriately to make facts about suicide and its risk factors
and prevention approaches available to the public and to health care
providers.

» Expand awareness of and enhance resources in communides for
suicide prevention programs and mental and substance abuse disorder

assessment and treatment.

» Develop and implement strategies to reduce the stigma associ-
ated with mental illness, substance abuse, and suicidal behavior and

with seeking help for such problems.

Intervention: Enhance services and programs, both population-
based and clinical care

» Extend collaboration with and among public and private sectors
to complete a National Strategy for Suicide Prevention.

¢ Improve the ability of primary care providers to recognize and
treat depression, substance abuse, and other major mental illnesses
associated with suicide risk. Increase the referral to specially care when

appropriate.
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 Eliminate barriers in public and private insurance programs for
provision of quality mental and substance abuse disorder treatments
and create incentives to treat patients with coexisting mental and
substance abuse disorders.

* Institute training for all health, mental health, substance abuse
and human service professionals (including clergy, teachers, correc-
tional workers, and social workers) concerning suicide risk assessment
and recognition, treatment, management, and aftercare interventions.

» Develop and implement effective training programs for family
members of those at risk and for natural community helpers on how to
recognize, respond to, and refer people showing signs of suicide risk
and associated mental and substance abuse disorders. Natural commu-
nity helpers are people such as educators, coaches, hairdressers, and
faith leaders, among others.

» Develop and implement safe and effective programs in educa-
tional settings for youth that address adolescent distress, provide crisis
intervention and incorporate peer support for seeking help.

» Enhance community care resources by increasing the use of
schools and workplaces as access and referral points for mental and
physical health services and substance abuse treatment programs and
provide suppon for persons who survive the suicide of someone close
to them.

» Promote a public/private collaboration with the media to assure
that entertainment and news coverage represent balanced and informed
portrayals of suicide and its associated risk factors including mental
illness and substance abuse disorders and approaches to prevention and
treatment.

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. Additionally, increase research on effective suicide
prevention programs, clinical treatments for suicidal individuals, und
culture-specific interventions.

» Develop additional scientific strategies for evaluating suicide
prevention interventions and ensure that evaluation components arc
included in all suicide prevention programs.



» Establish mechanisms for federal, regional, and state intera-
gency public health collaboration toward “improving momtormg
¥stems for suicide and suicidal behaviors and developand promot
andard terminology in these systems.

En_courage the development and evaluation of new prevention
technologies, inCluding firearm safety measures, to reduce easy access
to lethal means of suicide.

Discussion

Risk and Protective Factors

.Suicide risk and protective factors and their interactions form the
empirical base for suicide greventmn. Risk factors arc associated with
a greater potential for suicide and suicidal behavior while protective
factors are associated with reduced potential for suicicle.3-3

Substantial a%e, gender, ethnic, and cultyral variations in suicide
rates provide opportunities to understand the dlifferent roles of risk and
protective factors among these groups. Risk and protective factors
encompass genetic, neurobiological, psychological, social, and cultural
characteristics of individuals and grodps and environmental factors
such as easy access to firearms. 33 This expanding base of empirical
evidence tgenerates promising ideas about what Can be changed or
modified f0 prevent Suicide.

.. Clear progress has been made in the scientific understanding of
suicide, mental"and substance abuse disorders, and in developing inter-
ventions to treat these disorders. For example, increased unders ar_\dm%
of ‘brain systems requlated by chemicals called neurotransmitter
holds promise for ynderstanding the biological underpinnings. of
deﬁres lon, anxiety disqrders, impulsiveness, aggression, and violent
behaviors.H Much remains éo be le rn%d however, about the common
risk factors for mental disorders and substance abuse, suicide and other
forms of intentional violence mcIude homicide, domestic violence,
and child abi se. Expanding the hase of scientific evigence will help in
the development of more” effective interventions for these harmiul
behaviors.

. Advanges in neu_’-obwlogy and the behayioral sciences and their
application in developing effective treatments for mental and substance
anuse disorders have generated much hope. Wider public understand-
Ing of the science of thie brain and behavior can reduce the stigma asso-

S
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ciated with seeking help for mental and substance abuse disorders and
consequently may contribute to reducing the risk for suicidal behavior.

Risk Factors

Understanding risk fac'ors can help dispel the myths that suicide
is a random act or results from stress alone. Some persons are particu-
larly vulnerable to suicide and suicidal self-injurv because they have
more than one mental disorder present4d such as Depression with alco-
hol abuse4l They may also be very impulsive and/or aggressive4l, and
use highly lethal methods to attempt suicide. As noted above, the
importance of certain risk factors and their combination vary by age,
gender, and ethnicity.

The impact of some risk factors can be reduced by interventions
(such as providing effective treatments for depressive illness).343
Those risk factors that cannot be changed (such as a previous suicide
attempt) can alert others to the heightened risk of suicide during peri-
ods of the recurrence of a mental or substance abuse disorder, or
following a significant stressful life event.31-44

Risk factors include:

¢ Previous suicide attempt

« Mental disorders — particularly mood disorders such as
depression and bipolar disorder

» Co-occurring mental and alcohol and substance abuse disorders

» Family history of suicide

 Hopelessness

¢ Impulsive and/or aggressive tendencies

* Barriers to accessing mental health treatment

* Relational, social, work, or financial loss

 Physical illness

» Easy access to lethal methods, especially guns

» Unwillingness to seek help because of stigma attached to
mental and substance abuse disorders and/or suicidal thoughts

« Influence of significant people— family members, celebrities,
peers who have died by suicide— both through direct
personal contact or inappropriate media representations

 Cultural and religious beliefs— for instance, the belief that
suicide is a noble resolution of a personal dilemma

* Local epidemics of suicide that have a contagious influence

* Isolation, a feeling of being cut off from other people



Some lists of warning signs for suicide have been created in an
effort to identify and increase die referral of persons at risk. However,
the warning signs given are not necessarily risk factors for suicide and
may include common behaviors among distressed persons, behaviors
that are not specific for suicide. If such lists are applied broadly, for
instance in the general classroom setting, they may be counterproduc-
tive. In effect, indiscriminate suicide awareness efforts and overly
inclusive screening lists may promote suicide as a possible solution to
ordinary distress or suggest that suicidal droughts and behaviors are
normal responses to stress.4l Efforts must be made to avoid normaliz-
ing, glorifying, or dramatizing suicidal behavior, reporting how-to
methods, or describing suicide as an understandable solution to a trau-
matic or stressful life event. Inappropriate approaches could potentially
increase die risk for suicidal behavior in vulnerable individuals, partic-

ularly youth.4647

Protective Factors

Protective factors can include an individual’s genede or neurobi-
ological makeup, attitudinal and behavioral characteristics, and envi-
ronmental attributes.4l Measures that enhance resilience or protective
factors are as essential as risk reducdon in prevendng suicide. Posidve
resistance to suicide is not permanent, so programs that support and
maintain protecdon against suicide should be ongoing.

Protective factors include:

» Effective and appropriate clinical care for mental, physical,
and substance abuse disorders
« Easy access to a variety of clinical intervendons and support
for help seeking
* Restricted access to highly lethal methods of suicide
» Family and community support
« Support from ongoing medical and mental health care rcladonships
* Learned skills in problem solving, conflict resolution, and
nonviolent handling of disputes
Cultural and religious beliefs that discourage suicide and
support self-preservation instincts

The risk factors that lead to suicide (especially mental and
substance abuse disorders) and the protective factors that safeguard
against it form the conceptual framework for the prevention recom-
mendations developed and presented in this document and in the evolv-
ing National Strategy for Suicide Prevention.

10



|dentifying and Addressing Risk

Unfortunately, it is difficult to identify particular individuals at
greatest risk for suicidal behaviors or completed suicide. Measures to
screen the general population for suicide risk lack the precision needed
to identify in advance only those people who eventually would die by
suicide. Because suicide screening in the general population currently
is not feasible, it is especially important for suicide prevention
programs to include broader approaches that benefit the whole popula-
tion as well as efforts focused on smaller, high-risk subgroups that can
be identified. Within those subgroups, adifferent approach to screening
— screening programs for specific disorders, like depression, that are
associated with suicide — can be used to identify and direct people to
highly effective treatments that may lower their risk of suicide.

Often, the suicide prevention efforts in place are directed primar-
ily at improving clinical care for the individual already struggling with
suicidal ideas or the individual requiring medical attention for a suicide
attempt. Suicide prevention also demands approaches that reduce the
likelihood of suicide before vulnerable individuals reach the point of
danger. Applying the public health approach to the problem of suicide
in the United States will maximize the benefits of efforts and resources

for suicide prevention.

The Public Health Approach

Suicide is a public health problem that requires an evidence-based
approach to prevention. In concert with the clinical medical approach,
which explores the history and health conditions that could lead to
suicide in a single individual, the public health approach focuses on
identifying and understanding patterns of suicide and suicidal behavior
throughout a group or population. The public health approach defines
the problem, identifies risk factors and causes of the problem, develops
interventions evaluated for effectiveness, and implements such inter-
ventions widely in a variety of communities.434

Although this description suggests a linear progression from the
first step to the last, in reality the steps occur simultaneously and
depend on each other. For example, systems for gathering information
to define the exact nature of die suicide problem may also be useful in
evaluating programs. Similarly, information gained from program eval-
uation and implementation may lead to new and promising interven-
tions. Public health has traditionally used Uiis model to respond to
epidemics of infectious disease. During the past few decades, the
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model has also been used to address other problems that are likewise
complicated and challenging to prevent, such as chronic disease and

injury.

The Public Health Approach Applied to
Suicide Prevention

Defining the Problem

The first step includes collecting information about incidents of
suicide and suicidal behavior. It goes beyond simple counting.
Information is gathered on characteristics of the persons involved, the
circumstances of the incidents, events that may have precipitated the
act, the adequacy of support and health services received, and the
severity and cost of the injuries. This step covers the svho, what, when,
where, how, and how many of the identified problem.

Identifying Causes and Protective Factors

The second step focuses on why. It addresses risk factors such as
depression, alcohol and other drug use, bereavement, orjob loss. This
step may be used to define groups of people at higher risk for suicide.
Many questions remain, however, about the interactive matrix of risk
and protective factors in suicide and suicidal behavior and, more
importantly, how this interaction can be modified.

Developing and Testing Interventions

The next step involves developing approaches to address the
causes and risk factors that have been identified. Testing the effective-
ness of each approach is a critical part of this step to ensure that strate-
gies are safe, ethical, and feasible. Pilot testing, which may reveal differ-
ences among particular age, gender, elnnic and cultural groups, can help
determine for whom a suicide prevention strategy is best fitted.

Implementing Interventions

The final step is to implement interventions that have demon-
strated effectiveness iii preventing suicide and suicidal behavior.
Implementation requires data collection as a means to continue evalu-
ating effectiveness of an intervention. This is essential because an inter-
vention that has been found effective in a clinical trial or academic
study may have different outcomes in other settings. Ongoing evalua-
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lion builds the evidence base for refining and extending effective
suicide prevention programs. Determination of an intervention’s cost-
effectiveness is another important component of this step. This ensures
that limited resources can be used to achieve the greatest benefit.

As interventions for preventing suicide are developed and imple-
mented, communities must consider several key factors. Interventions
have a much greater likelihood of success if they involve a variety of
services and providers. This requires community leaders to build effec-
tive coalitions across traditionally separate sectors, such as the health
care delivery system, the mental health system, faith communities,
schools, social services, civic groups, and the public health system.
Interventions must be adapted to support and reflect the experience of
survivors and specific community values, cultures, and standards. They
must also be designed to benefit from multi-ethnic and culturally
diverse participation from all segments of the community.

As it evolves, America's National Strategy for Suicide
Prevention must recognize and affirm the value, dignity, and impor-
tance of each person. Everyone concerned with suicide prevention
shares the responsibility to help change and eliminate the societal
conditions and attitudes that often contribute to suicide. Individuals,
communities, organizations, and leaders at all levels should collaborate
in promoting suicide prevention. Final development of a National
Strategy for Suicide Prevention and the success of these essential
action steps ultimately rest with individuals and communities and insti-
tutions and policy makers across the United States.

Implementing AIM as an Action Agenda
In Communities

As states and local communities apply the public health approach
to AIM recommendations, they must consider both population-based
and clinical care initiatives. Their first step is to define and to describe
the problem of suicide and its associated risk factors locally and
measure their magnitude. Next, causes of the conditions found must be
identified. Then, community interventions must be designed to address
the identified needs through attention to the causes revealed.
Evaluating project effectiveness provides guidance for refining the
intervention and expanding benefits to other settings. The following
hypothetical descriptions of community suicide prevention activities
have been created to illustrate applied public health and clinical
management prevention models.
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Youth

Recognizing the state’s increasing rates of substance abuse and
suicide among 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 community including suicide survivors, educators, social service
agencies, the faith community, businesses, the state cooperative exten-
sion programs (4-H), school psychologists, child psychiatrists, the PT.-.,
substance abuse treatment counselors, public officials, and the juvenile
justice system. The coalition also established a youth advisory board.

After collecting detailed information on the dimensions of youth
substance abuse, depression and suicide in the state and identifying
how few school systems had screening, referral, and crisis plans, the
coalition formed a multidisciplinary study committee to develop a
model suicide prevention plan. A broad array of public and professional
organizations in the state studied and endorsed the model plan. A
corporate partner from the business community provided a grant to
distribute the model plan along with a curriculum guide for natural
helpers to identify high-risk youth. As school districts adapted the plan
and implemented it locally, followup surveys were conducted to deter-
mine patterns of use, satisfaction with the model plan and guide, and
impact on substance abuse, depression and suicidal behaviors in
communities statewide. Based on evidence collected from the evalua-
tions, the model plan was revised to include more guidance on working
with the media to de-sensationalize coverage of suicide, and promote
abstinence from substance use as well as encourage youth to seek treat-
ment for both substance abuse and depression.

The Elderly

The public health approach has revealed dial suicide rates arc
highest among the elderly and that most elderly suicide victims are
seen by their primary care provider within a few weeks of their suicide
and are experiencing a first episode of mild 10 moderate depression.
Recognizing that clinical depression is a highly treatable illness. W
treatment has not yet been adequately provided in primary care
settings, a state with a large elderly population brought together a group
of health professionals and community advocates. Together they
devised and supported a pilot program to follow depression screening
in the primary care setting with the addition of an on-site nurse or social
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worker specializing in depression sendees. These on-site specialists
ensured that those elderly patients who screened positive for depression
received depression treatment and follow up from the physician and
assessed patient progress so that ongoing treatments could be adjusted
to increase their effectiveness. Outcomes for patients in the pilot
project were compared to those patients receiving usual treatment in
comparable primary care settings. This evaluation provided informa-
tion to fine tune the program and extend its benefits to other primary
care settings in the state.

Advancing a National Suicide Prevention Strategy

The 15 recommendations (AIM) presented in this Surgeon
General's Call to Action propose a nationwide, collaborative effort to
reduce suicidal behaviors, and to prevent premature death due to
suicide across the life span. The conceptual framework for AIM incor-
porates analysis of suicide risk and protective factors and emphasizes
the benefits of effectively treating mental and substance abuse disor-
ders. A comprehensive National Strategy for Suicide Prevention
should include these elements along with supportive government
policy, measurable objectives for the Strategy, means of monitoring
and evaluating progress, and provision r.f authority and resources to
carry out the Strategy’s recommendations.

To realize success i preventing suicide and suicidal behaviors,
collaboration must be fos crcd on this public health priority across a
broad spectrum of agencies, institutions, groups, and representative
individuals throughout the country. As additional elements of a
comprehensive Strategy evolve, the public and prospective implemen-
tation partners must also sustain a,vaieness that improved detection and
treatment of mental and substance abuse disorders represent a primary
approach to suicide prevention. These partners must ensure the avail-
ability of evidence-based guidance for communities to develop and
refine effective suicide prevention approaches. Likewise, as communi-
ties implement approaches to recognize and reduce risk factors to
prevent suicide, they must be aware of the dangers of inadvertently
glamorizing suicide, and remain vigilant to avo;d doing so. Ongoing
review of research, policy, and program advances in suicide prevention
may expand the number of effective initiatives and interventions for
incorporation into the Strategy. Work should continue that outlines
measurable objectives for an overall Strategy, provides mechanisms
for tracking these objectives, and develops means of communicating
significant progress in preventing suicide and suicidal self-injury.
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Conclusion

Americans in communities nationwide can make a significant
difference in preventing suicide and suicidal behaviors. The recom-
mendations presented in AIM provide a bluprint and call for action
now. Programs and activities that are carried out and evaluated today
will generate additional recommendations for effective suicide preven-
tion initiatives in the future. Working together locally, in states, and at
the federal level to complete and implement a National Strategy for
Suicide Prevention is an important step in responding to the major
public health problem of suicide in the United States.
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TO: Senator Rick Halford

FROM: Aron S. Wolf, M.D.
Rural Administrator

DATE: April 27,2001

| would like to add my support to the creation of a commission to study the increasing
rale of suicide in Alaska.

As a senior mental health clinician in Alaska, and one who has had experience
throughout the state for over 30 years, | have been aware of this issue from many vantage

points.

| am very pleased that the State will be placing the emphasis on the very important public
health/mental health issue.
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passage and enactment of SB 198, An Act establishing the Statewide Suicide
Prevention Council; and for providing for ah effective date: .

The suicide.rate-among the people of Alaska,‘and in particular, the youth in rurai Alaska,
is one of the.highest,dfnot the highest in the natiph. This .'sad statistic is one.of-the
reasons why. the State Senate must consider and pass SB.198 as.soon as possible,'.

We view
used V oise the'issuenfsuicide and .its prevention among .the'youth and, the people of
Alaska. If the actions of this council will lead one Alaskan, one Alaska' Native.from

Thanjc you for. your consideration.;|£ you have any questlons concemihg.this Ietter
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SUICIDE PREVENTION PANEL A GREAT . . .

First step

N.RICK HALFORD has introduced legisla-
n aimed at reducing the number of suicides in

laska. Hopefully, it will get quick action in the Legisla-

re.

e Chugiak Republican's bill would establish a 15-
member suicide prevention council that would be
charged with looking for ways to reduce the number of
suicides in Alaska and report to the governor each
March.

The need is obvious and critical.

The state’s suicide rate is about twice the national
average. State health officials say 10 )éoung people killed
themselves in the Mat-Su area alone between January
of last year and February of this year. Increases also
were reported in the western part of the state.

The council would be composed of two members each
from the House and Senate, and 11 appointments by the
governor —including a person touched by suicide and
someone younger than 18. To address the problem, the
council first would determine its scope, and come up
with suggested solutions.

Eventually, the council would craft and implement a
statewide suicide prevention plan.

With the tragic and af)paren_tly growing number of
?umdes in Alaska, this legislation comes not a moment
00 so0n.

>

Rank of Alaska among states for
death rate of children under age 14:

Alaska’s rank for
teen death rate:

Number of Alaska children involved in sub-
stantiated cases of child abuse (FY99 data):

Odds that an Alaska child hospitalized
for injuries suffered those injuries from
trying to commit suicide:

Odds that an Alaska snowmobiler suffering
S ious injury was a child underage 18:

Percentage of former Alaska welfare fami-
lies whose work was disrupted by child care
problems (1997 to 1999 data):

Peventage of women having babies in Alaska
that did not get adequate prenatal care:

Percentage of Alaska children
living in a home without gt Inst
one parent working (199 Jldata):

Percentage of Alaska high school students
(excluding Anchorage) who said they had
smoked cigarettes in the last month:

Percentage that reported smoking
marijuana in the last month:
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SENATE COMMITTEE REPOR.
First Com mittee of Referral

DATE: April 20, 2001 FURTHER: Finance

DATE TURNED , [

Date of 5-Day Notice:
INTO OFFICE: 0 4 IZH 1Q \-

(in accordance with Uniform Rule 23)

Health, Education and Social Services Committee considered SENATE BILL NO. 198

"An Act establishing the Statewide Suicide Prevention Council; and providing for an effective date.”

and recommends: Senate Bill:
[ v/If same title
[y,] be replaced with. CcSs Sft D) [ | new title
House Bill:
J [ ] same title

] adopt previous _ CS
[ ] technical title

] attached amendment(s) [ ] new: SCR #_

] adopt Letter of Intent by Committee

] further referral to Committee

NEW FISCAL NOTE(S): PREVIOUS FISCAL NOTE(S):

Department Date Fiscal Zero FN# Department Date Fiscal Zero FN#
Heavwi $ Soooa v \
‘bdrotces H '

[ 1 APPROPRIATION - no fiscal note

SIGNATURES AND RECOMMENDATIONS: Do Do Not No Rec Amend
Pass Pass
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SENATE FINANCE COMMITTEE

S

IGN-IN

HB 194-ENTRY PERMIT FEES

Subject/Bill No: 1

NAME:

%

Co./Dept./Title:

Afirings- m T [Z) 17 frt)

Do you wish to testify?

Yes

uu>-r"

No

-------------------------- Phone; — V fj* (>7z
1.ipf

X Respond To Questions

Subject/Bill No:

NAME:

Co./Dept./Title:

Address:

Do you wish to testify?

Yes

No

Respond To Questions

Subject/Bill No:

NAME:

Co./Dept./Title:

Address:

Do you wish to testify?

Yes

No

Respond To Questions

Subject/Bill No:

NAME:

Co./Dept./Title:
Address:

Do you wish ‘j testify?

SFC-OI
1B 194

.Yes

No

Respond To Questions
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DATE: 3/27/02 FURTHER:

AR DI mi

SR-WF ; DATE TURNED
INTOOFFICE: 04 03

SENATE BILL NO. 205
SB 205 CONTROL OF NUISANCE WILD ANIMALS

"An Act relating to control of nuisance wild animals; and providing for an effective date."

Finance Committee considered

and recommends: Senate Bill:
. { ] same title
[ ] be replaced with. Cs (- ) [ ] new title
House Bill:
[\/f adopt previous _ CS -sfe (kES ) same title
technical title
[ J attached amendment(s) new: SCR #_
[ ] adopt Letter of Intent by Committee
[ J further referral to Committee

NEW FISCAL NOTE(S):

PREVIOUS FISCAL NOTE(S):

Department Date Fiscal Zero FN# Department Date Fiscal Zero FN#
T 313 Iy
[ 1] APPROPRIATION - no fiscal note

ANDAECOMMENDATIONS: PZSS -?F;)a’:(s)t No Rec Amend
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FISCAL NOTE

/"“if o a 2002
STATE OF ALASKA Fiscal Note Number:

2002 LEGISLATIVE SESSION *NO: Bill Version: SB 205
L. (S) Publish Date: 3/27/02
Revisic Date/Time (Note if correction): Dept. Affected: Fish & Game
Title Control of Nuisance Wild Animals ‘BRU Wildlife Conservation
Component Wildlife Conservation
Sponsor Senator Green
Requester Senate Resources Component No. 473

Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.
OPERATING EXPENDITURES FY 2003 FY 2004
Personal Services

Travel

Contractual

Supplies

Equipment

Land & Structures

Grants & Claims

FY 2005 FY 2006 FY 2007 FY 2008

Miscellaneous
TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0
CAPITAL EXPENDITURES 0.0 0.0 0.0 0.0 0.0 0.0
0.2 0.2 0.2 0.2 0.2 0.2

ICHANGE IN REVENUES (1024)

FUND SOURCE

1002 Federal Receipts

1003 GF Match

1004 GF

1005 GF/Program Receipts

1037 GF/Mental Health

Other (Fish and Game Fund)
TOTAL

(Thousands of Dollars)

0.0 0.0 0.0 0.0 0.0 0.0

Estimate of any current year (FY2002) cost: 0.0
Check this box (X) if funding for this bill is included in the Governor's FY 2003 budget proposal:

POSITIONS

Full-time 0 0 0 0 0 0
Part-time 0 0 0 0 0 0
Temporary 0 0 0 0 0 0

ANALYSIS: (qahaﬂﬂae @m&m}b

The cost of modifying licensing forms and the increased burden of administration are expected to be
insignificant. Depending on how this legislation is implemented by the Board of Game, some staff time is
likely to be required to review and/or monitor activities of licensees, but this is expected to be minor.

Potential revenue is difficult to project but is estimated to be minimal.

Phone 465-4190

Prepared by:  Phil Koehl, Wildlifo Biologist
Date/Time 3/12/02 2:00 PM

Division Wildlifo Conservation
Approved by:  Gordy Williams for Commissioner Frank Rue Date 3/13/2002
Agoncy Alaska Department of Fish and Game

(Ravued NAODL OMH) PagO 10f_1



ALASKA STATE LEGISLATURE

éﬁﬁgsﬁ Railroad Avenue \'/ want I’
W07) 376770 " 664
(907) 376-3157 Fex

SENATORLYDA GREEN
SENATE DISTRICT N

Sponsor Statem ent

CS FOR Senate Bill 205 (RES)
"An Act relating to control of nuisance wild animals; and providing for
an effective date/'

This legislation would provide authoncy to the Alaska Board of Game to adopt
regulations to allow issuance of permits and licenses to sanctioned designees to
control nuisance wild birds and nuisance wild small mammals. Currently, there is
no statutory authority for nuisance wildlife control and the means by which
ADF&G can sell a license or issue a permit.

This legislation would allow licenses for commercial exterminators and permits
for homeowners, corporations, agricultural enterprises, state agencies and other

entities who are beleaguered by nuisance wildlife.



SB 205-CONTROL OF NUISANCE WILD ANIMALS
SENATE FINANCE COMMITTEE

SIGN-IN
NAME: Subjcit/BillNo: " < --- -
Co./Dept./Title:-—---r o Phone: J
Address: Zip:
Do you wish to testily? Yes No ~ "Respond To Questions
NAME: Subject/Bill No:
Co./Dcpt./Title: Phone:--------------
Address: Zip:
Do you wish to testify? Yes No Respond To Questions
NAME: Subject/Bill No:
Co./Dcpt./Title: Phone;---------------
Address: Zip:
Do you wish to testily? Yes No Respond To Questions
NAME: Subject/Bill No:

Co./Dept./Title: Phone: ----mmmmmmmm-
Address: A P ——
Do you wish to testify? Yes No Respond To Questions
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B:Re Referred to Committee: April 1,2002 FURTHER REFERRALS:
Date of Committee Action: . ~InlbV

The FINANCE Committee considered: CSSB 206nrRA)
CS FOR SENATE BELL NO. 206(TRA) DISABLED PARKING AND REGISTRATION PLATES

"An Act relating to registration plates and parking permits for persons with disabilities and to illegal use of
parking spaces for persons with disabilities."

Recommends it be replaced with ] Same Title [ ]New Title
For Senate Bills with new title: [ ] Technical Title [ ] New Title: HCR

[ ] attach amendments
[ ] add new referral to Committee
[ ] Letterof Intent Committee
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FISCAL NOTE

STATE OF ALASKA
2002 LEGISLATIVE SESSION

Revision Date/Time (Note if correction):

Title Disabled Parking and Registration
Plates

Sponsor Senator Donley

Requester Senate Transportation Committee

Expenditures/Revenues

OPERATING EXPENDITURES FY 2003
Personal Services 0.0
Travel

Contractual

Supplies

Equipment

Land & Structures

Grants & Claims

Miscellaneous
TOTAL OPERATING 0.0

CAPITAL EXPENDITURES
CHANGE IN REVENUES (

1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Receipts
1037 GF/Mental Health
Other (Specify Type~Do not abbreviate)
TOTAL 0.0

Estimate of any current year (FY2002) cost:

FY 2004

0.0

0.0

0.0

Fiscal Note Number:

Bill Version: SB 206

(S) Publish Date: 2/19/02

Dept. Affected: Public Safety
'BRU AST Detachments

Component

AST Detachments

Component No. 2325

(Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.

FY 2005
0.0

0.0

0.0

FY 2006 FY 2007 FY 2008

0.0 0.0
0.0 0.0
0.0 0.0

Check this box (X) If funding for this bill Is included in the Governor's FY 2003 budget proposal:

POSITIONS
Full-time
Part-time
Temporary

ANALYSIS: mmmlﬁm

This bill will have no fiscal impact for the Department of Public Safety.

Prepared by:  Lt. Julia Grimes

Division Division of Alaska State Troopers

Approved by: Commissioner Glenn Godfrey

Agency Department of Public Safety

(Ruisl 9201 OVB)

Phone 269 4532
Date/Time 2/3/02 2:39 PM

Date 2/8/2002

Page 1 of
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FISCAL NOTE

STATE OF ALASKA Fiscal Note Number :

2002 LEGISLATIVE SESSION Bill Version: CSSB 206(TRA)
() Publish Date: 4/1/02

Revision Dale/Time (Note if correction): (Corrected) Dept. Affected: Administration

Title An Act relating to registration plates |B R U Motor Vehicles
and parking permits for persons with disabilities =~ Component

Sponsor Senator Donley

Requester House (STA) Component No. 2348

Expenditures/Revenues (Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted below.

OPERATING EXPENDITURES FY 2003 FY 2004 FY 2005 FY 2006 FY 2007 FY 2008

Personal Services

Travel

Contractual

Supplies

Equipment

Land & Structures
Grants & Claims

Miscellaneous

TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0

CAPITAL EXPENDITURES |

CHANGE IN REVENUES (1005 )
FUND SOURCE (Thousands of Dollars)

1002 Federal Receipts
1003 GF Match

1004 GF

1005 GF/Program Receipts
1037 GF/Mental Health

Other (Specify Type-Do not abbreviate)
TOTAL 0.0 0.0 0.0 00 0.0

Estimate of any current year (FY2002) cost: 0.0
Check this box (X) If funding for this bill is included in the Governor's FY 2003 budget proposal:

POSITIONS
Full-tnne
Part-time
Temporary

ANALYSIS:  (Attach a separata page if necessary)

CS SB 206(TRA) has no fiscal impact on DMV. DMV already issues ‘olates and parking permits to
persons with disabilities. This bill clarifies and limits the use of specially designated parking spaces

for persons with disabilities.

Phone 269-5559

Prepared by: Charles R. Hosack
Date/Time March 28. 2002

Division MotorV e hiicles
Approved by:  Jim Duncan. Commissioner Date 3/28/2002
Agency Department of Adninistration

(FHTIIiOKDlG\B Page 10of 1
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CS FOR SENATE BILL NO.206(TRA)
INTHE LEGISLATURE OF THE STATE OF ALASKA
TWENTY-SECOND LEGISLATURE - SECOND SESSION

BY THE SENATE TRANSPORTATION COMMITTEE

Offered: 2/19/02
Referred: Finance

Sponsor(s): SENATOR DONLEY
A BILL
FOR AN ACT ENTITLED
"An Act relating to registration plates and parking permits for persons with disabilities

and to illegal use of parking spaces for persons with disabilities."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. The uncodilled law of the State of Alaska is amended by adding a new section

to read:
INTENT. It is the intent of this Act that local law enforcement agencies should use

volunteer citizens or volunteer citizen patrol groups to enforce the provisions of this Act

whenever possible.
*Sec. 2. AS 78.10.181 (d) isamended to read:

(d) Vehicles owned by [DISABLED] veterans with disabilities, including

persons disabled in the line of duty while serving in the Alaska Territorial Guard, or
other persons with disabiiities. Upon the request of a person with a disability that
limits or impairs the ability to walk, as defined in 23 C.F.R. 1235.2, the department

shall (1) register one passenger vehicle in the name of the person without charge; and

SH0206B -1- CSSB206(TKA)
New Text Underlined [DELETED TEXT BRACKETED]
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(2) issue a specially designed registration plate ilia* displays (A) recognition of the
disabled veteran if the applicant's disability originated from the applicant's service
with the Alaska Territorial Guard or the armed forces of the United States; and (B) the
international [STANDARD] symbol of accessibility [DISABILITY] (the wheelchair
logo). A disabled veteran who is not otherwise qualified under this subsection, but
who presents to the department written proof that the person has [IS] at least a 70
percent disability [DISABLED OR MEDICALLY HANDICAPPED] as a
consequence of service in the Alaska Territorial Guard or the armed forces of the
United States, may register one passenger vehicle without chargeaand the department
shall issue a specially designed registration plate that displays recognition of the
disabled veteran that does not display the international [STANDARD HANDICAP]
symbol of accessibility and does not carry with it special parking privileges. For
purposes'of this subsection, proof of disability may be provide . by a person licensed

as a physician under AS 08.64 or as an advanced nurse practitioner under AS 08.68.

*Sec. 3. AS 28.10.421(d)(3) isamended toread:

(3) a vehicle owned by a [DISABLED VETERAN OR OTHER
HANDICAPPED! person with a disability |.| and registered under AS 28.10.181a or
by a resident 65 years of age or older who files a written application for an exemption

on a form prescribed by the department .. none;

*Sec. 4. AS 28.10.441 isamended to read:

See. 28.10.441. Schedule of other fees and charges. The following fees and

charges are imposed by the department for the stated services which it provides:

(1) title fee. including transfer 0f title . S5
(2) lien filiNg FEE st $ 5;
(3) replacement of any registration plate set. including special request
D LAER S st $ 5;
(4) duplicate of original certificate 0f title ... $5;
(5) duplicate ofcertificate 0f regiStration ..., $2,;

(6) temporary preregistration permit issued under AS 28.10.031.. none;
(7)
(8) special permit for vehicle used for transport of a [DISABLED OR

special transport permit issued under AS 28.10.151 $5;
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HANDICAPPED! person with a disability issued under AS 28.10.495 ........... none.
*See. 5. AS 28.10.495 is amended to read:

See. 28.10.495. Parking permit for vehicle transporting a [DISABLED]
person with a disability, (a) Upon application by a [DISABLED OR MEDICALLY
HANDICAPPED] person with a disability, or by an organization that transports
[DISABLED OR MEDICALLY HANDICAPPED] persons with disabilities, the
department or a person authorized by the department shall issue to the applicant,
without charge, a special permit bearing the control number of the applicant. The
permit issued under this section, when displayed in the front windshield of a parked or
standing vehicle, shall provide for special consideration by the public with respect to
the parking or standing in designated spaces of a vehicle that is being used for the
tiansportation ofa [DISABLED OR MEDICALLY HANDICAPPED] person with a
disability.

(b) A person is not entitled to use the special permit provided for in (a) of this
section except when providing transportation for a [DISABLED OR
HANDICAPPED] person with a disability. Upon the death of a [DISABLED OR
HANDICAPPED] person with a disability to whom a special permit has been issued,
the special permit shall be returned to the department. Ifan organization to which a
special permit has been issued ceases transporting [DISABLED OR HANDICAPPED]
persons witli disabilities, or ceases operating, it shall return the special permit to the
department.

(¢) Proof of disability [DISABLEMENT OR MEDICAL HANDICAP], for
the purpose of this section, shall be the same as that required for the purposes of
AS 28.10.181(d)

*Sec. 6. AS 28.15.231(b) isamended to read:

(b) Except as otherwise provided in AS 28.35.235(b), points [POINTS] may
not be assessed for violating a provision of a state law or regulation or a n:jnicipal
ordinance regulating standing, parking, equipment, size, or weight; nor may points be
assessed for violations by pedestrians, passengers,, or bicycle riders, or for violations
of provisions relating to the preservation of the condition of traffic-control devices on

the highways. Points shall be assessed for violations of oversize or overweight
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1 permits relating only to restrictions upon speed or hours of operation.

2 *Sec. 7. AS 28.35.235 isamended to read:

3 Sec. 28.35.235. Unauthorized use of narking reserved for persons with
4 disabilities; penalties [HANDICAPPED PARKING; MINIMUMFINE], (a) A
5 person may not park a motor vehicle in aparking place reserved for a person with a
6 disability[DISABLED OR MEDICALLY IIANDICa PPED PERSONS] unless

7 (1) the person operating the vehicle has a special permit issued by the
8 department under AS 28.10.495;

9 (2) the person operating the vehicle has narked the vehicle for the
10 purpose of transporting a person who has a special permitissued by the
11 Adepartment under AS 28.10.495 and the person who has the special permit
12 actually exits or enters the vehiclle;~)

13 {3} the motor vehicle displays a special license plate issued to a person
14 with a disability [DISABLED OR HANDICAPPED PERSONS] under
15 AS 28.10.181(d) and is operated bv or used for the purpose of transporting a
16 person with a disability; or

17 [41 1(3)1 motor vehicle displays a special license plate or permit
18 issued to [DISABLED OR HANDICAPPED] persons with disabilities by another
19 state, province, territory, or country and is bci.ig operated bv or used for the
20 purpose of transporting a person with a disability.
21 (b) A person who violates this section is guil*~f an infraction. Upon
22 conviction, the eourt shall impose a fine of not less than|S125,\and, if the person has.
23 been previously convicted under this section, the department shall HisMwrfTvrn”® foc
24 points against the person's driver's license. However, a p« n who violates this
25 section and who was, at the time of the violation, operating a \ chicle displaying a
26 special license plate issued under AS 28.10.181(d) or a special permit issued
27 under AS 28.10.495(a) shall, upon conviction, pay a fine of S7.5) and perform
28 eight hours of community service, amMAemdiepcglrftt/r?]/\é\r@Iihgll-tmivsS'thr-merN
29 against the ncrsattih®-tfTtvAj'sMiweiwe or, if the person has been previously
30 convicted under this section, -fom”mdnts against tliC-JwsntfTT'drivers license
31 [HI00].
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* Sec. 8. AS 28.35.235 isamended by adding a new subsection to read:

(c) A municipality may enact ordinances necessary to enforce this section.
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Senator D ave D onley

ALASKA STATE LEGISLATURE

SECTIONAL ANALYSIS
COMMITTEE SUBSTITUTE FOR SENATE BILL 206(TRA)

“An Act relating to registration plates and parking permits for persons with disabilities and to illegal use of
parking spaces for persons with disabilities.”

Section 1. Intent language encouraging local law enforcement to use \uljnteer citizens and/or
groups to insist in enforcement.

Section 2. Amends AS 28.10.IS 1(d) by changing the term "standard handicap symbol” to
"international symbol of accessibility.”

Section 3. Amends AS 28.10.421(d)(3) to reflect a change of wording from “disabled or
handicapped person” to “a person with a disability.”

Section 4. Amends AS 28.10.441 to reflect a change of wording from “disabled or handicapped
person” to “a person with a disability.”

Section 5. Amends AS 28.10.495 to reflect a change from “disabled or handicapped person” to
“a person with a disability.” It also allows the Department of Motor Vehicles to authorize other

entities to issue special disabled parking permits.

Section 6. Amends AS 28.15.231(b) to provide for assessing points when someone is convicted
of violating accessible parking laws under AS 28.35.235(b).

Section 7. Amends AS 28.35.235 to specify what constitutes a violation for unauthorized use ol
disabled parking spaces. It raises the fine to S125 for misuse of a disabled parking space and
adds a two-point assessment against a person’s driver’s license if they have been previously
convicted of a violation. This section adds a penalty of a $250 fine, 2 points assessed against a
person’sdriver’s license and eight hours of community service for those convicted of misusing a
disabled parking permit or license plate. Subsequent violations receive a $250 fine, 4 point.'
assessed against a person's driver's license and eight hours of community service.

Rational. Under current law, anybody may park in a disabled parking space as long as their
vehicle has a disabled placard or license plate. SB 206 clearly defines who may park in a
parking place reserved for disabled individuals. A new provision is added specifying that in
order to park in disabled parking areas, the person issued a special permit must he occupying or
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operating the vehicle; or the person operating the vehicle is doing so for the purpose of
transporting a disabled person and the disabled person must actually exit or enter the vehicle.

Section 8. Adds a new subsection to AS 28.35.235 that will allow municipalities to enact
ordinances that are needed to enforce disabled parking violations.
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Senator Dave D onley
ALASKA STATE LEGISLATURE

Disabled Parking Perm it Criteria
(4112102)

The issuance of special parking permits is based on a physician certification and that
certification is based upon whether the individual meets certain criteria established by the
federal government. Alaska’s application for a disability placard mirrors the federal
requirements. The applicant must meet one or more of the following:

- applicant cannot walk two hundred feel without stopping to rest

- applicant cannot walk without the use of, or assistance from, a brace, cane, crutch,
another person, prosthetic device, wheelchair, or other assistive device

- applicant is restricted by lung disease to such an extent that their forced (respiratory)
expiration volume for one second, when measured by spirometry, is less than one liter, or
the arterial oxygen tension is less than sixty mm/hg on room air at rest.

- applicant uses portable oxygen

- applicant has a cardiac condition to the extent that their functional limitations are
classified in severity as Class Il or Class IV according to standards set by the American

Heart Association.
- applicant is severely limited in their ability to walk due to an arthritic, neurological or

orthopedic condition.

There are disabilities relating to mobility that are not apparent - respiratory problems
which prohibit mobility or severely limit it as described above are one example. All are
focused, generally speaking, ori the limited ability to walk because specially designated
parking places one in close proximity to the entrance of an establishment. Distance from

entrance is the concern.
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