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NATIONAL CONFERENCE ON STRATEGIES FOR THE
PREVENTION OF YOUTH SUICIDE

INTRODUCTION

Background

During the past 30 years, the suicide rate for
young people between the ages of 15 and 24
almost tripled. Suicide is now the second
leading cause of death for young people in
this age group. This sharp increase in youth
suicide rates prompted the Secretary of
Health and Human Services to organize a
task force to investigate this pressing
problem.

The major functions of the task force were to
review, assess, and consolidate the available
informaticn about suicide; provide forums
for communication among health care
professionals, educators, researchers, social
service workers, and families; and coordinate
suicide activities among Federal agencies,
Congress, State and local governments,
private agencies, and professional organiza-
tions.

The task force was also charged with recom-
mending activities to address the problem.
The task force apportioned these various
tasks to three work groups, one on risk fac-
tors, another on preventive interventions,
and a third on strategies and recommenda-
tions. This volume summarizes the work of
the Work Group on Strategies for the Future
charged with evaluating strategies and
developing recommendations. The recom-
mendations in their entirety are contained in
Volume 1 of the task force report.

Objectives and Goals
The Work Group on Strategies for the Fu-

ture had four objectives. The first objective
was to identify the most cost-effective
strategy for preventing youth suicide. We
had hoped to do this by reviewing the find-
ings of the work groups on risk factors znd
prevention, matching specific preventive in-
terventions to subpopulations with specific
risk factors, and then evaluating these
strategies in terms of cost and effectiveness.

The second objective was to present a com-
prehensive set of recommendations to the
Secretary of Health and Human Services that
would address the most urgent needs for re-
search and prevention; reflect input from a
diverse set of disciplines, interest groups, and
experts in the field; be clear, practical, and
few in number; address ways to include many
different sectors (such as business, educa-
tion, health, and mental health); and not re-
quire a large expenditure of government
funds.

The third objective was to develop an im-
plementation plan to indicate how a wide
range of sectors and organizations could all
be active participants in implementing the
recommendations. These sectors included
public health, mental health, health services,
education, business and philanthropy, media
and entertainment, criminal justice and legal,
religion, social services, and family; the or-
ganizations included government and non-
government groups.

Finally, the fourth objective was to build a
consensus in the suicide prevention com-
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munities by using the process of developing
the recommendations to bring together
separate sources of support: the suicide
prevention center movement and the "medi-
cal community"; lay persons and health
professionals; service providers and the re-
search community; and even within the re-
search community, to bring together the
biological and psychosocial "camps."

Procedures and Process

The work group constructed preliminary
recommendations by reviewing all 50 papers
commissioned by the task force, including the
papers on risk factors and on prevention. In
addition, recommendations were solicited
from all participants at the national con-
ferences on risk factors and prevention.
Over 700 experts and participants in youth
suicide prevention attended these conferen-
ces, and more than 200 persons submitted
written recommendations. From these sour-
ces, the work group compiled a set of prelimi-
nary recommendations that the task force
reviewed and revised. These preliminary
recommendations were distributed just
before the National Conference on
Strategies for the Prevention of Youth
Suicide. At a day-long invitational meeting,
working groups composed of experts in
specific areas of suicide prevention worked
together with representatives of more than
90 different local and national organizations
that could play important roles in implement-
ing these recommendations. Each working
group was asked to establish priorities for the
recommendations in their sector, list the
steps essential to implementing each recom-
mendation, identify who should do each step,
and present a rough timetable and set of
measurable objectives for monitoring
progress on each objective. The collected set
of recommendations and the implementa-
tion plan for each objective, a 120-page docu-
ment, were typed, edited, printed, and
distributed for discussion by the next day at
the National Conference on Strategies for
the Prevention of Youth Suicide. These
recommendations were further refined, and

the 47 recommendations from the con-
ference were reduced to 6 final recommen-
dations for the task force.

Summary of Gommissioned Papers

This work group commissioned 11 papers to
assist in the development of strategies and
recommendations. To help the task force
avoid mistakes that had been made before,
Margaret Gerteis, a health services historian,
and her coauthor, Mark L. Rosenberg, asked
what we can learn from how the Federal
Government approached the problem in the:
past--what seemed to have worked and what
did not; what the keys were to the
Government’s successes. Theylooked at the
major players (individuals and institutions)
on the scene; their positions; and their in-
stitutional constraints, strengths, and weak-
nesses. They examined how this information
could be incorporated into the task force
recommendations from the outset so that the
final recommendations would have the
greatest possible chance of facilitating
suicide prevention. -

In "The Federal Role in Youth Suicide
Research and Programs: The Legacy of
Recent History," Gerteis and Rosenberg
traced the history of Federal involvement in
the area of suicide from the 1960s, when a
special suicide prevention unit was estab-
lished at the National Institute of Mental
Health (NIMH), through the era when that
unit was dismantled and suicide research was
subsumed under NIMH’’s interest in depres-
sion. At that point NIMH no longer
provided a distinct focai point for leadership
in suicide prevention, and, in response, local-
ly based suicide prevention centers assumed
a leadership role. -

The authors pointed to two negative conse-
quences of this development: (1) divisions
and distrust between local community groups
and academic researchers and (2) a frag-
mented research community in a field that
desperately needs coordination and ‘col-
laboration. As a result, support for youth
suicide research is weaker than it might be -
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because there is no unified advocacy for it.
The authors recommend both a vigorous, in-
tegrated program of planned suicide re-
search with sustained funding through
NIMH’s new suicide research consortium
and strong support for the national leader-
ship provided by the Centers for Disease
Control (CDC) in surveillance and preven-
tion activities.

A mgjor paper, prepared by David M. Eddy,
Robert L. Wolpert, and Mark L. Rosenberg,
focused on "Estimating the Effectiveness of
Interventions to Prevent Youth Suicide."
The authors constructed a model and con-
ducted a survey of experts to estimate the ef-
- fectiveness of six different interventions to
prevent youth suicide: (1) affective educa-
tion, (2) early identification and treatment of
at-risk youth, (3) school-based screening
programs, (4) crisis centers and hot lines, (5)
improved training of health care profes-
sionals'to treat at-risk youth, and (6) restric-
tion of access to major means of committing
suicide. The authors found a wide range of
uncertainty among the experts as to the rela-
tive efficacy of the interventions but a con-
sensus that no single intervention was "the"
cure, The authors recommended a five-step
strategy of (1) analyzing current information
about the effectiveness of specific interven-
tions, (2) conducting short-term research to
estimate effectiveness and costs of those in-
terventions for which data are not available,
(3) analyzing the results of that cost/effec-
tiveness research, (4) designing pilot
programs to evaluate the most promising re-
search programs, and (5) planning large-
scale interventions based on evaluation of
the pilot projects.

The human cost of youth suicides is well
known; what is less well appreciated is the
economic cost in terms of lost productivity.
In assessing the "Economic Impact of Youth
Suicides," Milton Weinstein and Pedro
Saturno found that each youth suicide in the
United States results in an average loss of 53
years of life and $432,000 of economic
productivity. The total cost of youth suicide
to the Nation in 1980 was 276,000 years of

potential life lost and $2.26 billion in lost
productivity. If the trend continues to the
year 2000, the annual costs will be 276,000 to
346,000 years of potential life lost and from
$2.26 billion to $2.65 billion, even with a
shrinking population base in the 15- to 24-
year range. Relative to its social and
economic impact, the authors pointed out,
youth suicide receives a disproportionately
small share of public health resources for re-
search and programs.

Professionals who see and help troubled
young people say uniformly that they need an
accurate way to identify those adolescents
who are suicide-prone and determine how
serious their predisposition to suicide is.
Many professionals rely on clinical judgment
and their "feel" for the person; a more formal-
ized screening instrument would improve
their effectiveness in identifying young
people at risk and referring them to ap-
propriate treatment. In "Developing a
Youth Suicide Screening Instrument,”
Robert Yufit reviews the need for such a
screening technique and describes a Suicide
Screening Checklist that could be field-
tested to determine its effectiveness.

What factors do young suicide attempters
have in common? A study of teenagers who
attended free medical clinics in 10 cities
showed that the factors most strongly as-
sociated with suicide attempts included mul-
tiple depressive symptoms, living apart from
parents (often after running away from
home), having a history of conduct problems,
having family members who are psychiatri-
cally ill, repeated drunkenness, use of drugs
other than marijuana, and having been as-
saulted, arrested, or incarcerated. Lee
Robins, who described the study int "Suicide
Attempts in Teenage Medical Patients,"
developed a guide incorporating these corre-
lates to help clinic personnel recognize
youngsters at risk of suicide attempts.

In "Suicidal Ideation and Attempts: The
Epidemiologic Catchment Area Study," Eve
Moscicki, Patrick O’Carroll, and coworkers
reported that more than 21 percent of adults
aged 18 and older said there had been a
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period of 2 weeks or more at some time
during their lives when they thought about
their own (or another’s) death. Moreover,
7.1 percent reported that they had "felt so
low" they had wanted to die, 10.2 percent had
thought about committing suicide, and 2.9
percent had attempted suicide at some time
in their lives. Females 25 to 44 years of age,
separated or divorced persons, whites, and
persons with low socioeconomic status were
more likely to have attempted suicide or to
have thought about it, as were persons with
a diagnosis of psychiatric disorder.

Because the news media see their role as
defender of the public’s right to know, rather
than as a vehicle for social change, they have
not attempted to focus efforts on the preven-
tion of youth suicide. Critics and scholars
who study the media’s impact on the
phenomenon have emphasized the negative
effect that true or fictional stories about
suicide may have by causing young people to
imitate the suicides to which they are exposed
through these stories. The result has been a
generally defensive and adversarial relation-
ship between the media and social sciences,
according to Alan Berman, author of "Inter-
ventions in the Media and Entertainment
Sectors to Prevent Suicide." He recom-
mended that the two communities work col-
laboratively to prevent youth suicide by
conducting research into the mechanisms by
which the media affect imitative behavior, in-
creasing awareness of the issue among media
decisionmakers, and encouraging the media
to present models for positive change.

Barbara Starfield reviewed "Preventive In-
terventions in the Health and Health-Re-
lated Sectors with Potential Relevance for
Youth Suicide" and noted that the health ser-
vices sector has the greatest potential for im-
pact on youth suicide. To realize the
potential of that sector, though, it will be
necessary to improve the following: accessto
services, consistent utilization of a regular
source of primary health care, recognition of
psychosocial problems, and management of
such problems when they are detected. Fur-
ther, Starfield stated, interventions are most
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likely to be successful if they do not require
individuals to change their behavior; hence,
"passive"” interventions (such as reducing ac-
cess to the means of suicide) are more likely
to be successful.

The increase in youth suicide has broadly
paralleled other striking increases in "youth
disorders" such as homicide, out-of-wedlock
births, and drug and alcohol use, according to
Edward A. Wynne. In "Preventing Youth
Suicide through Education,” he used an
analysis based on sociologist Emile
Durkheim’s work to suggest that the problem
lies in society’s failure to provide an in-
tegrated, wholesome environment for young
people in the schools.

"The Contribution of Social Services to
Preventing Youth Suicide" can be substan-
tial, according to Jerry Silverman. That
sector’s useful perspectives include focusing
on populations at risk, targeting services to
those most in need, coordinating services for
diverse problems, focusing on the family, and
networking among various service providers.
The Department of Health and Human Ser-
vices (DHHS) can utilize these perspectives
in working toward the goal of preventing
youth suicide. Among the strategies Siiver-
man recommended were encouraging
cooperative efforts among social service dis-
ciplines, disseminating information about
successful approaches, working with local so-
cial services groups, and encouraging
relevant research in the field.

The world of business and charitable founda-
tions has not viewed support for youth
suicide as an important priority. Where
resources from these sectors have been chan-
neled to youth suicide programs, the motiva-
tion often has been the personal interest of a
specific senior official in the organization,
pointed out coauthors Wendy Watson and
Bobbie Wunsch in "Interventions through
Business and Industry to Prevent Youth
Suicide." The authors recommended that
businesses encourage community education
and school-based research in the area of
youth suicide, as well as include counseling,
through their employee assistance programs,
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for employees’ families with children at high
risk of suicide.

NATIONAL CONFERENCE ON
STRATEGIES FOR THE
PREVENTION OF YOUTH
SUICIDE

Summary of Opening Remarks

Otis R. Bowen, M.D., Secretary of Health
- and Human Services, reviewed some of the
risk factors associated with the rise in youth
suicide since the 1960s. He cited alcohol and
drug abuse, divorce and family disruption,
child neglect and abuse, depression,
violence, and antisocial behavior. The shar-
pestrise in youth suicides, which occurred be-
tween 1965 and 1979, he noted, was
coincident with a sharp increase in drug use
among young people. Dr. Bowen advocated
a multifaceted approach to controlling the
risk factors associated with suicide among the
young.

A theme common to youth suicides and other
youths in trouble is alienation and loss of
hope. Dr. Bowen strongly emphasized the
potential role of the family and community in
helping to alleviate many problems of youth,
including suicide. By giving emotional and
spiritual support, parents and siblings, peers,
friends, teachers, and church and community
leaders can participate in helping youth
through their developing years. The family
structure must be strengthened because it is
the most important source of nurture and
guidance for young people and "the single
best social program we have." Although a
strong family cannot guarantee a young per-
son a future without pain, a life with no fami-
ly support becomes very hard to live.

As Secretary of Health and Human Services,
Dr. Bowen stated that his important goals in-
cluded strengthening the family, promoting
health and healthy behavior in the home, and
ensuring that the Department’s programs
promote, rather than impede, the creation
and maintenance of strong families. To this
end, DHHS and the Department of Labor

have established YOUTH 2000, a new
program to help young people shape a
responsible future. The program’s goals are
to encourage "responsible family formation,
lifestyles free from substance abuse, better
education, employment and economic self-
sufficiency, and physical and mental well
being."

Two specific goals of YOUTH 2000 are to
reduce substantially the mortality rate among
15- to 19-year-olds and reduce the number of
suicides, In addition, YOUTH 2000 will seek
to reduce teen pregnancies.

As part of the campaign, young people will
be encouraged to set positive goals for them-
selves with the help of families, health profes-
sionals, State and local officials, community
leaders, and other concerned citizens. Dr.
Bowen stated that he is optimistic about this
program’s success because of the reemer-
gence of the community in the role of ex-
tended family (¢.g., schools, religious
organizations, service clubs) and because
parents and others in the community have in-
itiated campaigns to decrease the negative
effects of alcohol and drug abuse in many
areas of our lives.

He closed by challenging participants to help
find better ways to guide families and com-
munities to respond better to signs of
desperation or suicidal behavior in young
people.

Shervert H. Frazier, M.D., the task force
chairman, traced the history of NIMH from
its original emphasis as a service and training
institution to its current research mission in
mental health. As an organization devoted
to basic, clinical, and applied research,
NIMH links the research world to real-world
service needs and facilitates the application
of research findings to clinical practice.

The long term NIMH agenda proposed for
youth suicide focuses on clinical as well as
basic research needs. Clinical research
studies are needed for youth with historjes of
mental disorders. Although we know that
diagnosable mental illness accounts for only
aportion of youth suicides, we also know that
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the risk of suicide is high among mentally ill
young people. Followup studies of
schizophrenic and depressed adolescents are
needed to better understand the course of
theseillnesses and to find better ways of iden-
tifying individuals at high risk. Biochemical
aspects of suicidal behavior need more study.
A related need is to assess and improve in-
struments that measure aggressive and im-
pulsive behavior and thento clarify suggested
associations between these traits and biologi-
cal findings. This will also help to identify in-
dividuals prone to self-destructive behaviors
other than suicide.

Aside from specific psychiatric disorders, re-
search on psychological autopsies should be
expanded. Followup studies on suicide at-
tempters should be conducted, including
studying the course and outcome of treat-
ment for suicide attempters and ideators.
Longitudinal studies are needed of popula-
tions that can be followed over sufficient
time. Suicide should be considered prospec-
tively in context with many other risky be-
haviors of adolescence, such as car accidents,
homicide, substance abuse, smoking, and ag-
gressive behavior. How these activities and
behaviors relate to each other should be ex-
plored. Finally, an immediate need is to
redefine the methodologies available for
both clinical and epidemiological studies of
suicides.

Many needs exist in the systems-oriented
perspective, NIMH’s biometry and applied
sciences programs. We need to study the ef-
fectiveness of individual primary care prac-
titioners, pediatricians, mental health
professionals, educators, and school person-
nel in identifying children at potential risk
and taking action. We also need to study the
effectiveness of various parts of the mental
health and health care systems and how well
they interact with each other. For example,
how well do various health, human service,
and educational components work together
in a given region? How effectively do emer-
gency care providers interact with the family
physician? How effective is the referral and
followup between the schools and the men-
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tal health system?

Dr. Frazier suggested that a study be tagged
onto the National Mental Health Statistical
Reporting system to learn how standard
practices across the country compare with
modelintervention programs. He concluded
by emphasizing that NIMH’s most ap-
propriate and productive roles are to assist in
basic and clinical research, design and
evaluate major demonstration programs
funded by non-Federal as well as Federai
resources, and collaborate with service
providers and those who educate prac-
titioners and clinicians.

James O. Mason, M.D., Dr.P.H., Director,
Centers for Disease Control, addressed the
role of the Federal Government in prevent-
ing youth suicide. He stated that the Federal
role should be one of leadership and should
include all three branches of government.
Given the magnitude of the youth suicide
problem and the social consequences result-
ing from premature, preventable deaths, we
need strong Federal leadership to ensure
that youth suicide is recognized as an impor-
tant national problem that must be addressed
effectively at the national, State, and com-
mumity levels.

The kind of leadership the government can
best provide includes:

¢ Coordinating suicide prevention efforts
among all levels of government, the
private sector, and other concerned
voluntary groups. In this way, successful
programs can be shared efficiently with
others. This function should in no way
obviate the many initiatives undertaken
in communities around the country.

¢ Mobilizing resources. Research capacity
as well as funds need to be developed to
support research at the basic and applied
levels.

e Translating the results of research into
practical applications as rapidly as pos-
sible.

» Collecting statistical data and setting up
surveillance systems. Improved data col-
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lection efforts are needed to identify and

‘report suicides more uniformly, com-
pletely, and objectively. CDC has com-
piled surveillance data on suicide among
youth, but these data are likely to be in-
accurate because of the widespread un-
derreporting of suicide deaths. Criteria
have been defined for determining which
deaths can be called suicides, but distin-
guishing unintentional deaths from
suicides is still a problem.

¢ Establishing goals and measurable objec-
tives to track progress in suicide preven-
tion. These must be based on sound data
and effective interventions.

The CDC’s primary role in the area of youth
suicide is one of prevention. Many interven-
tions have yet to be fully developed and
evaluated. Dr. Mason concluded by stating
that "we have only started our war against this
tragic problem in our society."

Reports of Workshops

An important objective of the Work Group
on Strategies for the Future was to go beyond
the traditional "medical model"--to involve in
the prevention of youth suicide disciplines
and interest groups outside the health care,
mental health, and public health sectors. For
the National Conference on Strategies for
the Prevention of Youth Suicide, we divides
over 75 recommendations among 10 groups
organized by sectors. For each sector, repre-
sentatives of the organizations important in
implementing these recommendations were
invited to participate in developing im-
plementation plans. About 100 invited par-
ticipants, representing public health, mental
health, health services, eéducation,
philanthropy, business, criminal justice and

the law, media and entertainment, social ser- -

vices, youth services, and the family, met in
workshops the day before the conference.
Each workshop addressed recommendations
pertinent to a particular sector. The
workshop participants considered a for-
midable number of recommendations
derived from commissioned papers, or sub-
mitted by participants at the previous con-

ferences on risk factors and prevention,
members of the various work groups (sub-
groups of the overali task force), and inter-
ested individuals. Participants then had the
task of synthesizing, placing in priority order,
and developing implementation plans for the
recommendations. The results of their work
were presented in a printed report dis-
tributed to the conference attendees the fol-
lowing day. This summarizes those reports.

Public Health
Chairman: Morton M. Silverman, M.D.,
formerly, Associate Administrator for
Prevention; Alcohol, Drug Abuse, and Men-
tal Health Administration (ADAMHA)

Prevention of youth suicide should be a
public health goal and priority. Public health
has important roles to play in surveillance, re-
search, program evaluation, and program
delivery.

Specific recommendations center on the
need for improved surveillance--identifying,
tracking, reporting, and analyzing cases--in
three areas: suicide, suicide clusters, and at-
tempted suicides. Operational definitions
for each of these terms are needed, together
with criteria for the determination of suicide
as a cause of death on death certificates.

State and local public health authorities
should work with appropriate public and
private groups in community-level
epidemiological investigations and preven-
tive interventions. This approach will build
teams of professionals, at the community and
State level, with expertise in recognizing and
preventing youth suicide.

Public health sector teams like these should
also be involved in research on the etiology
of suicidal behavior, supporting and organiz-
ing longitudinal arid prospective studies of
high-risk youth. Research priority should be
given to populations with special needs, such
as Native Americans, and to populations who
are already part of a major research en-
deavor, such as the NIMH Depression Col-
laborative Study.

411



Report of the Secretary’s Task Force on Youth Suicide

Mental Health
Chairman: David Shaffer, M.B., B.S.,
F.R.C.P., Director, Division of Child
Psychiatry, New York State Psychiatric In-
stitute, and Professor of Psychiatry and
Pediatrics, College of Physicians and Sur-
geons, Columbia University

The underlying assumption of this workshop
is that a majority of young people who com-
mit suicide have some evidence of mental ill-
ness. Still, the relationship between the
individual’s mental iliness and suicide may be
quite complex. For example, the precipitants
or "trigger points" for suicide are often unre-
lated to the distortions or fantasies common-
ly associated with mental illness. Another
important assumption is that modern re-
search techniques have barely touched some
of the most basic--and probably relatively
easy-to-answer--questions in this area. Thus,
there is great optimism about the potential
for research to discover risk factors for youth
suicide and optimal forms of treatment.

In the overall area of improved research
design, three specific strategies were recom-
mended. One is to "piggyback” youth suicide
questions onto existing research, such as
epidemiologic studies and research on sub-
stance abuse, by including questions about
youth suicide in related questionnaires or in-
terviews. Second, because there is always
more than one factor contributing to a young
person’s suicide, more research needs to be
done on multiple risk factors that charac-
terize young people who commit or attempt
suicide. And third, research should con-
centrate on groups of young people at par-
ticularly high risk, including runaway
children, young homosexuals, and Native
Americans.

Once young people at risk are identified, the
challenge is to provide the most effective
preventive intervention; here, the problem is
complicated by the lack of evidence for the
effectiveness of different treatments.
Theories abound and are passionately
defended, but very little evidence has been
accumulated to provide direct guidance on
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the best treatment. To help provide aclearer
picture of the children at risk and in need of
treatment, it is important to have registers
(i.e., listings of cases, treatment, and out-
come) at places where large numbers of
suicide attempters are seen to permit fol-
lowup on the efficacy of treatment.

Finally, there should be greater incentives to
encourage people to undertake professional
mental health training and focus on this
problem of child and adolescent suicide.
Professionals already in the field also need
training to improve their skills at identifying
and managing young persons at risk.

Health Services
Chairperson: Emily H. Mumford, Ph.D.,
Professor of Clinical Sociomedical Scien-
ces, College of Physicians and Surgeons of
Columbia University)

We must try organizing health services for a
variety of approaches to suicide prevention
because information is lacking to support
one definitive approach. Demonstration
programs for young people at high risk of
suicide should be located in a variety of set-
tings where such young people are likely to
come for help: emergency rooms, substance-
abuse treatment centers, runaway shelters,
community and migrant health centers, and
other similar places where adolescents seek
health services. These demonstration
programs should have an evaluation com-
ponent built in to address feasibility, efficacy,
and cost-effectiveness. There should also be
more integration of services among the
several agencies or institutions that are like-
ly to come into contact with a youth at risk
for suicide.

In the area of research, adolescent suicide
should be viewed as but one aspect of an
array of suicide-related behaviors. Because
suicide is a relatively rare event, it is difficult
to use it as the sole outcome indicator of the
impact of preventive interventions.
Research, therefore, should focus on in-
dicators of suicide risk that are more
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prevalent and amendable to change. Such
indicators include lessening of depression,
fewer admissions for drug overdose, fewer
runaways, and less ruminating about suicide.

Education
Chairperson: Lucy E. Davidson, M.D.,
Ed.S., Medical Epidemiologist, Division of
Injury Epidemiology and Control, Centers
for Disease Control

School personnel represent the most univer-
sal access we have to adolescents. With the
opportunity to observe young people in a
variety of daily activities, such school person-
nel--including teachers, nurses, counselors,
social workers, administrators, and other
school service workers--have the potential to
reach troubled youth before their distress es-
calates to suicide. Youth suicide prevention
programs in the education sector should
capitalize on the existing relationships school
personnel already have with students and
their families, rather than attempt to push
students and staff alike into unfamiliar areas
of psychiatric diagnosis and treatment.
School personnel should be trained, through
their initial professional and continuing
education, to recognize youth at risk for
suicide, to approach these students and their
families, and to refer them to available ser-
vices. School-based suicide prevention
programs also need to be designed,
evaluated, and, when effective, promulgated.

Local and Federal collaboration is important
in achieving these objectives. Education
about important health issues also needs to
occur outside the schools. At the national
level, information should be coliected about
the spectrum of school-based programs avail-
able. Another national task is to derive con-
tent and process objectives for school-based
suicide prevention, then design and field-test
several promising model programs. Informa-
tion based on evaluation of those programs
then could be disseminated to the local level,
where school systems shouid decide how to
adapt the materials and techniques to their
community’s needs and resources.

Specific recommendations from the
workshop were:

e Develop model curricula on suicide
prevention.

e Develop information to help school per-
sonnel recognize high-risk behaviors
among young people.

» Establish a referral network in the com-
munity and make it known to school sys-
tem personnel.

¢ Disseminate information through the
schools so that troubled youth can con-
tact appropriate agencies about a range
of issues that include not only suicide, but
also unintended pregnancy, drug
problems, and family conflicts.

¢ Help train "gatekeepers” who have fre-
quent and close access to students
(coaches, scout leaders, etc.) to recog-
nize young people at risk for suicide.

¢ Establish a national clearinghouse that
would disseminate information about
youth suicide and suicide prevention.

Religion and Youth Activities
Cochairmen: Dominic Mastrapasqua,
Deputy Associate Commissioner, Family
and Youth Services Bureau, Administration
for Children, Youth and Family; David A.
Brent, M.D., Codirector, Teenage Suicide
Center, University of Pittsburgh

Members of the clergy can have a valuable
role in preventing youth suicide: they play a
gatekeeper role at pivotal times in peoples’
lives, and because they are generally
respected and widely accepted in their com-
munity, many people prefer to consult them
in lieu of mental health professionals. Be-
cause their services are not often well-in-
tegrated with social services in the
community, however, and because their
training in this area is minimal, their help may
be overlooked. ‘

The clergy’s effectiveness in the area of youth
suicide prevention can be eroded if religious
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views exclude certain youth at risk, such as
homosexual adolescents, or devalue mental

_health treatment, using the rationalization
that strong religious faith alone can over-
come all problems. Further, the problem of
privileged communication can cloud the
issue of a "clergyperson’s” responsibility in a
case where a youth discloses that he or she is
suicidal.

Within the framework of these concerns, the
workshop participants made several recom-
mendations. First, all denominations should
develop guidelines to help clergy identify and
assist adolescents at risk. They should also
develop standards for training and certifica-
tion of those engaged in this area of pastoral
counseling. Guidelines should also be
developed for the area of privileged com-
munications, with particular attention to ex-
changing information about clients held in
common by clergy and mental health profes-
sionals. Finally, churches and synagogues
should be encouraged to increase youth ac-
tivities that could provide support to those in
potential need, including efforts to involve
disenfranchised youth in activities tradition-
ally offered by religious organizations.

In the area of youth services specifically, this
workshop recommended an extension and
expansion of programs such as Head Start,
programs that reach disadvantaged youth
and integrate social, medical, and mental
health services. Youth services also can en-
courage and support appropriate peer sup-
port groups among youth at risk; however,
"peer counseling” may be too heavy a burden
to place on some adolescents.

Legal/Political and Criminal/Juvenile
Justice
Chairman: Robert E. Litman, M.D.,
‘Codirector and Chief Psychiatrist, Los An-
geles Suicide Prevention Center

The highest priority articulated by this
workshop was to recommend every possible
legal action to limit access for disturbed
young persons to lethal means of suicide,
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especially handguns.

Specifically, the workshop urged the follow-
ing steps:

¢ Enforce the current laws on licensing re-
quirements and limiting access to minors.

¢ Improve safety features on guns.

¢ Encourage insurers to exclude a clause
relating to self-inflicted injury.

¢ Survey existing programs on suicide
prevention in detention centers and
prisons to determine if model programs
need to be developed for such settings.

Family/Social Services
Chairman: Jerry Silverman, Program
Analyst, Office of the Assistant Secretary for
Policy and Evaluation

Underlying this workshop’s discussion were
two general themes related to the perspec-
tive of people who work in family and social
services. One is that such services have a
tradition of working with communities and
linking various resources within a com-
munity; such an approach obviously has
relevance to the issue of youth suicide
prevention. The other theme is that family
and social services are less likely to use the
medical model of suicide, that is, of suicide as
a problem that can be "cured." Rather, the
family and social services sector is more like-
ly to view suicide as one aspect of a series of
life challenges.

The workshop’s general recommendation
was to encourage communities to mobilize
around issues of troubled youth and to lobby
for State funds through sources such as block
grants. A recommendation that stresses
primary prevention is to develop and dissemi-
nate models of family support to help families
deal with a whole range of problems. A third
general recommendation was for training
people in the fields of social and family ser-
vices to help them be more effective
"gatekeepers" as they encounter troubled
youth with suicide potential.
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Business and Philanthropy
Chairman: Richard M. Steinhilber, M.D.,
Chairman, Cleveland Clinic Foundation

This workshop acknowledged that the busi-
ness and philanthropic community, in
general, does not get involved in issues relat-
ing to youth suicide, except in those unusual
cases where a company executive has had a
family member in such acrisis. In those cases,
executives have used their positions to in-
fluence donation of funds to the area of
youth suicide. The corporate community
tends to use denial as "a convenient
mechanism" to avoid involvement in a whole
range of personal and social issues. Because
the workplace is an area where adults, and
many adolescents, spend a significant
amount of time, however, workshop par-
ticipants thought it an appropriate arena for
prevention efforts.

The first recommendation was to help edu-
cate employee assistance counselors about
ways to identify risk factors for youth suicide;
dissemination of materials from this con-
ference would be a good starting place.
Smaller businesses without employee assis-
tance programs should be given help in iden-
tifying community resources to deal with
troubled youth. Companies can stress such
resources and encourage prevention efforts
during orientation programs for new
employees, especially companies like fast
food chains that employ large numbers of
young people.

Finally, participants agreed that it is strategi-
cally important to raise the awareness of
leaders in the corporate world, especially in
the Fortune 500 sphere, about the com-
plexities of youth problems, including
suicide. Solid data relating to these problems
must also be provided to philanthropic or-
ganizations.

Media
Chairman: Alan Berman, Ph.D., Professor
of Psychology, American University

This workshop acknowledged, first, that a
collaborative relationship between the
media and the research community is impera-
tive, and, second, that a sometimes adver-
sarial relationship exists between the two
groups. Reasons for this tension are ap-
parent. The research community tends to
focus primarily on the negative effects of
media violence and, in the case of youth
suicide, the role of media in stimulating im-
itative behavior., The media, on the other
hand, sees its role as reporting the news,
rather than as serving as a means of educa-
tion or prevention. Furthermore, there is lit-
tle consensus as to the real negative impact
of the media on suicidal and imitative be-
havior.

The workshop’s first recommendation,
therefore, urged support of definitive re-
search--to be carried out as a collaborative
venture--to define the real effects of media
coverage on suicide and suicide attempts.
Such a collaborative effort would heip
diminish the adversarial feeling between the
two groups and establish a base of informa-
tion that both groups could accept.

The media workshop also recommended re-
searching, designing, and evaluating public
information approaches to convey informa-
tion about a broad range of potentially harm-
ful or self-destructive behaviors. The goal is
to encourage the media to teach and model
desirable behaviors in a proactive way. A
specific example of the research recom-
mended would be to examine the effective-
ness of traditional public service prog:ams.

Panel on Barriers to Progress and
Resources for Change

What barriers exist that could compromise
success in efforts to prevent suicide among
young people? And what are the prospects
for hope and real change in this area? Those
were the discussion questions directed to
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panel members toward the conclusion of this
conference. Mark L. Rosenberg, M.D,,
M.P.P., panel moderator and conference
chairman, invited the panclists to address the
“realistic, real world, nitty-gritty obstacles"
faced by organizations devoted to youth
suicide prevention.

Panel members representing suicide preven-
tion organizations were Cynthia Pfeffer,
M.D., President of the American Association
of Suicidology (AAS); Charlotte Ross, Presi-
dent and Executive Director of the Youth
Suicide National Center in Washington,
D.C,; and Alfred W. Del Bello, Chairperson
of the National Committee on Youth Suicide
Prevention in New York, Also on the panel
were officials of Federal agencies concerned
with the issue: Shervert H. Frazier, M.D.,
former Director of NIMH, and James O.
Mason, M.D., Dr.P.H., Director of CDC.

Dr. Pfeffer, a child psychiatrist, pointed out
two barriers from her perspective. First,
parents and potential helpers do not recog-
nize suicidal children. These adults often
find it hard to properly prioritize the many
problems that may be presented by a child
who, for example, may be truant from school,
abusing drugs, and suicidal. Second, these
adults often do not respend appropriately by
getting help when they do recognize a
problem. This results, in part, from denial;
partly from not appreciating the seriousness
of the problem,; partly from not krowing what
"help" means; partly from the fegr of "getting
involved"; and partly from not knowing how
to actually get help.

In terms of attacking these barriers, Dr, Pfef-
fer said, we must deal with the inexperience
of so many people who work with suicidal
youngsters and the general lack of informa-
tion about suicidal youth behavior. Drawing
on its strengths as a multidisciplinary or-
ganization, the AAS provides a forum for
people representing various professions to
come together and discuss what they know--
and do not know--about suicidal behavior
among youth. The AAS is also active in the
arena of political action and in certifying
suicide prevention centers. Dr. Pfeffer is
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most optimistic about progress being made
through continuing muitidisciplinary efforts
to exchange information and work collabora-
tively.

Simultaneous progress is needed on two
fronts, according tc Charlotte Ross. "Action
is needed as well as research," she said; we are
frequently faced with inadequate data on
which to base programs, "yet, action is
demanded." People in the field need to
"cautiously and carefully try creative ap-
proaches. . . and simultaneously evaluate re-
search." She pointed to the suicide
prevention centers and public awareness and
education campaigns as examples of action
programs that must be continued.

Ms. Ross also pointed to the possible nega-
tive consequences of mounting concern
about youth suicide. For example, legislation
recently was prepared in Indiana that would
make suicide a crime in that State, thus
reversing the progress of recent decades in
decriminalizing suicide.

Alfred Del Bello, former Lieutenant Gover-
nor of New York, speaking from his perspec-
tive as founder of the National Committee on
Youth Suicide Prevention and the New York
State Council of Youth Suicide Prevention,
was candid about the problems in getting
politicians to focus on the issue of youth
suicide. Because immediate results are not
likely and because the topic is inherently not
"upbeat,” Mr. Del Bello szid, "it is a terrible
subject to deal with politically.”

He found that the best approach to forcing
recognition of the problem is to encourage
the general public to be "concerned with the
fact that their kids are killing themselves and
that they ought to reach out to elected offi-
cials and get a response." If such pressure
from the public and from the business com-
munity is forthcoming, there will be action
from the Government, he predicted.

Dr. Mason concurred that if advocacy
groups, communities, and States work
together, they can have a tremendous effect.
"When money is short, the Government lis-
tens to where the wheels squeak. And if you
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can squeak in unison, then the opportunities
to do something are very great." However, if
Congress hears "three different squeaks and
they are not in harmony, then this gives them
an automatic way out." One of the unifying
themes that ought to come away from this
conference is exactly what needs to be done,
and how Congress and the President and the
Secretary [of Health and Human Services]
hear that single message.

Dr. Frazier seconded Dr. Mason’s message,
pointing out successful models from the war
on cancer and the campaign to destigmatize
mental illness: "When people get together
and make their wishes known, they have an
impact on the budget.”

CONCLUDING NOTE

This work group, in concluding, pointed out
that:

¢ The state of knowledge about youth
suicide--what causes it, who is at greatest
risk, and how to prevent it--is much less
developed than that of many other health
problems.

¢ Acquiring this knowledge will require a
carefully coordinated, sustained program
of focused research and an organized
multidisciplinary approach that in-
tegrates the diverse interests in the field.

¢ Weneed to evaluate rigorously the effec-
tiveness of various interventions
designed to prevent suicide.

® An effective approach to suicide preven-
tion will need to involve committed in-
dividuals in health, mental health,
education, and social services in both the
public and private sectors.

Let us begin.
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SUMMARY

The history of Federal involvement in the
area of suicide prevention dates from the
1960s, when a special suicide unit was estab-
lished at the National Institute of Mental
Health (NIMH). Broadbased and eclectic in
its approach, this unit supported a variety of
researchers and clinicians and initiated two
programs that helped shape the future of the
suicide field: a graduate fellowship program
at Johns Hopkins University combining the
multidisciplinary study of suicide with clinical
training, and a suicide prevention movement
based on the English Samaritans’ model,
resulting in the nationwide proliferation of
suicide "hotlines" and prevention centers.

Several factors contributed to the demise of
the first suicide unit at NIMH and the
programs under its jurisdiction. In the years
that followed, NIMH took a markedly dif-
ferent approach to suicide, partly as a result
of new program priorities and partly because
of shifts in professional ideology. No longer
a distinct program area, suicide was sub-
sumed within the larger category of depres-
sion, a new NIMH priority. Clinically,
suicide was at this time seen as an aspect of
depression, appropriately treated not
through the counseling methods of the
suicide prevention centers but through more

standard medical and psycho-therapeutic
approaches.

Cut off from government support, the
remaining suicide prevention centers began,
in the 1970s, to build community-based con-
stituencies of their own. As local citizens’
groups began to focus on youth suicide in the
early 1980s--responding to alarming stories
about teenage "cluster" suicides and to the in-
creased rate of suicide in younger age
groups—they found natural allies in those
community-based programs. They also
found much to criticize in the NIMH ap-
proach--both its lack of interest in com-
munity service programs and its allegedly
one-dimensional and professionally “elitist"
definition of the problem. For the most past,
the recent popular interest in youth suicide
has sought different channels for official ac-
tion—-notably State legislatures and the U.S.
Congress. The result, at the Federal level,
has been the introduction of youth suicide
prevention bills to fund school and com-
munity prevention programs, none of which
have yet been passed into law.

This legacy has created serious difficulties for
those trying now to shape a Federal policy on
youth suicide. First, it has left deep divisions
and mutual suspicions, especially between
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community prevention programs and the
academic community studying the
phenomenon of youth suicide. Second, it has
created serious shortcomings in research--
most notably the absence of development
and systematic evaluation of alternative
prevention strategies and an overall lack of
support for basic suicide research involving a
variety of disciplinary perspectives.

Yet, the recent past also suggests positive
models for remedying the situation. - Al-
though current financial constraints and the
broad nature of the Alcohol, Drug Abuse,
and Mental Health Administration (ADAM-
HA) block grant program preclude recreat-
ing a single, integrated program of research
and community intervention at NIMH, other
integrative mechanisms are possible. The
National Institutes of Health’s (NIH’s)
model of working with advocacy groups to
heighten public awareness, marshal public
resources, and share in planning research
needs and opportunities can be a useful one
for NIMH to follow. The recent reorganiza-
tion of extramural research within NIMH
and the creation of a suicide research consor-
tium can also promote a more integrated, col-
laborative, and multidisciplinary approach to
basic research. The Centers for Disease
Control’s (CDC) involvement in suicide sur-
veillance and prevention and its estab-
lishment of a Division of Injury
Epidemiology and Control further promises
to strengthen ties to community programs of
prevention and intervention and to improve
the quality of data available to researchers.
To be successful, however, such efforts must
be supported by reliable and continuing
funding and directed by ongoing, coor-
dinated planiing strategies.

Youth Suicide as a Fublic Policy
Issue

The identification of youth suicide as a social
phenomenon warranting public attention
and action is a quite recent occurrence, and
results from two principal sources. The first
is a growing popular perception that suicide
among the young is now common, even
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epidemic, in proportion. Bolstered by statis-
tics demonstrating a real increase in the rate
of youth suicide over the past 25 years, this
alarm concerning youth suicide is neverthe-
less not entirely warranted. As Dr. David
Shaffer points out, suicide remains a rare
"disease" in the general population from
which most younger people are relatively im-
mune (1). Moreover, even though the rate
of suicide among the young increased most
rapidly during the 1960s and 1970s, the trend
did not excite the public until the 1980s, when
the rate appeared to be leveling off. Probab-
ly of more immediate importance to the cur-
rent perception have been the widely, and
often luridly, publicized "cluster” suicides in
otherwise apparently stable, middle-class
communities in Plano and Clear Lake, Texas,
and Westchester County, New York. Un-
doubtedly, as Dr. Shaffer suggests, youth
suicide as a cause has appealed to a wide
diversity of groups and individuals with very
different social agendas. Whatever the ex-
planation, the widespread public interest in
youth suicide is evident from the prolifera-
tion of magazine and newspaper articles, the
creation of at lerst two national advocacy
groups on the issue, and growing demand at
the State, local, and Federal level that
government "do something" (prompting, for
example, the Secretary’s Task Force on
Youth Suicide).

The second factor shaping public policy on
youth suicide draws from a somewhat dif-
ferent source that has also been influenced
by the popular forces described previously.
Although a small group of researchers and
public health professionals has long been in-
terested in the problem of suicide among the
young, the phenomenon recently has gained
broader legitimacy as a focus of public health
concern for two reasons. First, the statistical
increase in suicide among the young, espe-
cially against a backdrop of declining or
stable rates among older age groups, is a real
cause for concern. Second, there has been a
tendency in the past few years to redefine the
public health agenda in terms not only of dis~
ease incidence and disease burden but also of
years of potential life lost. Suicide among the
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young, although rare, is the second leading
cause of death in the 15- to 24-year-old age
group, accounting for more than 5,000 youth
deaths each year and eliminating about
200,000 potential years of life in this age
group alone (2,3). From this perspective,
youth suicide is a significant public health
problem and is part of an array of self-
destructive and violent behavior patterns
leading to premature death.

In this paper, we seek to examine the recent
history of Federal policy in support of suicide
prevention and research to elucidate past
successes and failures, and to help shape bet-
ter policies for the future. We begin with the
assumption that suicide among the young is
a legitimate public health concern that war-
rants our attention, although not in the alar-
mist terms often used by the media or public
interest groups. In the following pages, we
seek to analyze the pattern and structures of
Federal support of activity relating to suicide;
identify strengths, weaknesses, needs, and al-
ternatives; and recommend feasible
strategies for a Federal approach. The
prevailing popular interest in youth suicide
can provide the political momentum crucial
to effective action. However, unless guided
by solid and reliable research and informa-
tion, this popular interest can also prompt
hasty, ill-advised, and even harmful suicide
intervention. These concerns shape the fol-
lowing discussion.

Methods

This paper originated with the concern that
the recommendations developed by the
Work Group on Strategies for the Future of
the Secretary’s Task Force on Youth Suicide
should be based on an understanding of the
real opportunities for, and constraints on,
Federal action. We therefore set out to sur-
vey and examine the recent Federal ex-
perience in youth suicide research. The
resulting paper is iitended to provide a com-
mon reference for the Task Force in devising
workable and effective strategies.

The research methods employed are ap-

propriate both to historical analysis and to
thie case-method approach to political and
bureaucratic analysis. We have relied, in
part, on materials available in the public
record--including Congressional hearings
and testimony, public documents, ard data
provided by NIMH and other agencies. Our
analysis relies principally, however, on an
evaluation of the direct testimony of in-
dividuals involved in suicide research and
programs, both inside and outside of govern-
ment, provided by personal and telephone
interviews. Although the list of those inter-
viewed is far from exhaustive, we attempted
to develop a representative sampling of key
individuals from the various institutions and
organizations associated with youth suicide
efforts in the recent past.

*

Overview of Federal Involvement
Legislative Branch

The legislature, as the popular branch of
government, has been the natural conduit for
popular concern about youth suicide. Scar-
cely seen in the annals of Congress before
1980, the subject of suicide among the young
began to appear regularly in a variety of con-
texts after 1983 as a result of the publicity sur-
rounding the 1983 Texas cluster suicides and
of popular pressure from parents’ and other
advocacy groups. In October 1983, for ex-
ample, the House Select Committee on
Children, Youth, and Families heard tes-
timony from surviving friends and family of
the Texas victims, lay activists, and health
professionals on the general subject of
"Teenagers in Crisis" (4). One year later, the
Subcommittee on Juvenile Justice of the
Senate Committee on the JIudiciary, chaired
by Senator Arlen Specter, held hearings on
teen suicide and school programs, also focus-
ing on the Plano episode and on the tes-
timony of teenage acquaintances of suicide
victims (5). The Subcommittee on Human
Service of the House Select Committee on
Aging, chaired by Mario Biaggi of New York,
followed suit the next month, hearing tes-
timony about adolescent suicide prevention
programs in California (6). Andin the spring
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of 1985, the Senate Subcommittee on
Juvenile Justice reviewed the Federal role in
addressing youth suicide (7).

The outcome of this activity is proposed
legislation tentatively entitled "The Youth
Suicide Prevention Act,” strongly influenced
by the lay public interest groups who have ac-
tively lobbied their legislators. As originally
proposed by Representative Tom Lantos of
California, the legislation called for creating
an independent, 13-member Commission for
the Study of Youth Suicide. The Commis-
sion would be comprised of the following: 1)
Secretaries of Health and Human Services
and Education; 2) eight members repre-
senting the American Association of
Suicidology, the American Medical Associa-
tion, the American Psychological Associa-
tion, and the American Psychiatric
Association; and 3) three members repre-
senting the public. The Commission was to
report 90 days after its formation, at which
point it would disband. Based on the
Commission’s recommendations, the
Departments of Health and Human Services
and Education were to establish a joint grants
program for school- and community-based
suicide prevention programs. Total
authorization for the program was $1.5 mil-
lion for the Commission, and "an amount not
to exceed $6 million for each of fiscal years
1986, 1987, and 1988" for the grants program
(8). Charlotte Ross of the Youth Suicide Na-
tional Center, who strongly favored the Com-
mission approach of the Lantos bill, believed
thatsuch an approach offered the best means
of grounding suicide prevention programs in
state-of-the-art research and professional
COnSensus.

/At about the same time, two other bills relat-
ing to youth suicide were introduced inde-
pendently in the House. H.R. 1243,
introduced by Representative Charles Ben-
nett of Florida, called for an authorization of
$1 million for the Director of NIMH to
develop, publish, and disseminate informa-
tion on the causes and prevention of suicide
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(9). H.R.1099, introduced by Representative
Gary Ackerman of New York, proposed a
grants program under the auspices of the
Department of Education to support the
development of teenage suicide prevention
programs in local educational agencies, with
authiorization not to exceed $10 million in
each of the ensuing fiscal years (10).

Because they were introduced over a year
ago, the suicide prevention bills have under-
gone several changes in response both to
legislative politics and to the fiscal con-
straints of the Gramm-Rudman era. Al-
though supporting a grants program for local
suicide prevention programs, Mr, Ackerman
and others opposed making such a program
contingent on the Commission’s recommen-
dations. "Appointing a commission," they ar-
gued, has become tantamount to "doing
nothing" in the public’s opinion and not
without cause (I). Moreover, a bill with a
commission attached to it would have to be
referred to the Committee on Energy and
Commerce, where it would probably run into
delays (12). The legislation currently pending
in the House, H.R. 4650, cosponsored by
Representatives Ackerman and Lantos, thus
bears more resemblance to Mr. Ackerman’s
original bill than to the youth suicide bill first
introduced by Mr. Lantos and others. H.R.
4650 calls for grants to be made available to
local educational agencies, upon application
to the Department of Education, to develop
suicide prevention programs in the schools
(13). Requested appropriations also will be
reduced to $! million for the first year, with
funding for subsequent years left open. H.R.
4650 was reported as out of the Committee
on Education and Labor and passed by the
U.S. House of Representatives in July 1986.
However, Senate action was not forthcoming
in the 99th Congress. The bill’s sponsors
plan to reintroduce it during the 100th Con-

gress (12).
In the meantime, the commission portion of

the suicide prevention legislation has been
pursued in the Senate by Senator Jeremiah
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Denton of Alabama, whossits on the Judiciary
Committee. The Senate bill calls for creat-
ing a center within the Department of Health
and Human Services* with liaisons to private
and public sector organizations. The center
would serve as a conduit for information and
the dissemination of technical assistance and
would coordinate Federal youth suicide
programs that cross jurisdictional boun-
daries. No Senate action was taken on the
Denton bill during the 99th Congress. Be-
cause Senator Denton will not be returning
to the 100th Congress, a new Senate sponsor
will be sought (12,14).

Executive Branch
NIMH

For all practical purposes, most observers
agree, the history of Federal involvement in
the area of suicide dates from the early 1960s,
when a special suicide unit was established at
NIMH under the leadership of Dr. Edwin
Schneidman. Since that time, NIMH--now
one of three institutes under the umbrella of
ADAMHA.--has continued to be the prin-
cipal locus of Federal activity related to
suicide. Reflecting Dr. Schneidman’s view
that the study of suicide transcends virtually
every traditional academic discipline and a
wide spectrum of clinical specialties, the
original suicide unit was broad-based and
eclectic in its approach, assembling and sup-
porting a variety of researchers and
clinicians. (This spirit of eclecticism remains
alive in the American Association of
Suicidology, which Dr. Schneidman founded
in1967.)

Professionals in the suicide field associated
the early NIMH unit, however, with two
programs that it initiated. One was a
graduate fellowship program based at Johns
Hopkins University, directed by Dr. Seymour
Perlin, that combined the multidisciplinary
study of suicide with clinical training. The

* For practical purposes, given Senator Denton’s position on
the Judiciary Committee, the commission has been initial-
Iy placed in the Justice Department. Ultimately, however,
the bill’s sponsors plan to locate the bill in the Department
of Health and Human Services.

other and better known effort was the in-
auguration of a suicide prevention move-
ment, based on the English Samaritans’
model, that resulted in a nationwide
proliferation of suicide telephone "hotlines"
and suicide prevention centers supported by
NIMH funding (15-19).

Several factors contributed to the demise of
the first suicide unit at NIMH and the
programs under its jurisdiction. In part, the
suicide prevention movement was absorbed
by (and lost in) the community mental health
movement, the subsequent major program-
matic thrust at NIMH. A later generation of
clinicians and researchers trained in be-
havioral and biomedical research methods
also criticized the "soft" approach taken by
the NIMH unit and found no hard evidence
to suggest that suicide prevention centers ac-
tually reduced the number of suicides.
Losing favor, the suicide programs also fell
victim to the financial constraints of the post-
Vietnam era. Although the suicide unit con-
tinued under the direction of Dr. Harvey
Resnik for a time after Dr. Schneidman’s
departure, both the unit and its programs
were ultimately disbanded. Cut off from
government support, the suicide prevention
centers that remained began to build com-
munity-based constituencies of their own
(1,16,17,19).

In the years that followed, NIMH took a
markedly different approach to suicide, part-
ly as a result of new program priorities and
partly because of shifts in professional ideol-
ogy. Individual staff members continued to
monitor suicide statistics, and NIMH con-
tinued to fund a small number of inves-
tigator-initiated extramural research
projects reflecting diverse behavioral,
sociological, and biomedical aspects of
suicide. Suicide was no longer a distinct
program area, however, nor was there fund-
ing for interventions targeting suicide. In-
stead, suicide tended to be subsumed within
the larger category of depression, a new
NIMH priority. Clinically, suicide was at this
time regarded as an aspect of depression, ap-
propriately treated not through the counsel-
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ing methods of the suicide prevention
centers, but through more standard ap-
proaches using psychotropic drugs and
psychotherapy (15-17,19,20).

As local citizens’ groups began to mobilize
around the issue of youth suicide in the early
1980s, they found natural allies in whatever
community-based programs remained. They
also found much to criticize in the NIMH ap-
proach--both its lack of interest in com-
munity service programs and its allegedly
one-dimensional and professionally "elitist"
definition of the problem (15-17,21). Partlyin
response to such pressures, a small Suicide
Research Unit (SRU) directed by Dr. Susan
Blumenthal was set up in 1983 within the
Center for Studies of Affective Disorders in
the Division of Extramural Research
Programs. The unit initiated a broad agenda,
including carrying out and coordinating re-
search, holding conferences and workshops,
increasing public and health care profes-
sional awareness, and providing medical
direction for a videodisc on adolescent
suicide assessment and intervention for
medical students. The unit aiso collaborated
with CDC on suicide surveillance studies and

helped prepare informational materials with -

other government agencies. The unit coor-
dinated funding of $1.2 million per year; but
before it could reach full potential, the
programs and functions of the SRU were dis-
tributed to other components as part of a
larger Institute reorganization (6,7,18,19,21).

Since the creation of the ADAMHA Block
Grant under the Omnibus Budget Recon-
ciliation Act of 198, which transfers jurisdic-
tionover most service programs to the States,
NIMH has been almost exclusively a research
institution (2i). Because NIMH’s primary
mission is research, the Institute has had
problems in forging strong links to com-
munity groups. As with the National In-
stitutes of Health, most research at NIMH is
supported through Institute grants for inves-
tigator-initiated extramural research
projects. Each grant application is referred
for peer review by the ADAMHA grants
referral officer to one of 12 public advisory
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committees serving as NIMH research
review committees (22). Corresponding
generally to NIMH prograrm areas, at present
these committees include the following:(23)

1) Basic Behavioral Processes Research
Review Committee;

2) Cognition, Emotion, and Personality
Research Review Commiittee;

3) Criminal and Violent Behavior Research
Review Committee;

4) Epidemiologic and Services Research
Review Committee;

S)Life Course and Prevention Research
Review Committee;

6) Mental Health Behavioral Sciences
Research Review Committee;

7) Mental Health Research Education
Review Committee;

8) Mental Health Small Grant Review
Committee;

9) Neurosciences Research Review
Committee;

10) Psychopathology and Clinical Biology
Research Review Committee;

11) Research Scientist Development
Review Commiittee;

| 12) Treatment Development and Assess-

ment Research Review Committee.

Each application receives a priority score
based on scientific merit by the peer review
committee before it is referred to the
Director’s Office. Final funding decisions
are made by the Director, with the advice of
the National Advisory Mental Health Coun-
cil and in cooperation with Divisional and
Branch Chiefs, based on NIMH funding and
program priorities. Since 1975, the propor-
tion of approved research projects actually
funded has dropped from 52% to an es-
timated 32% (24).

Since 1979, NIMH has granted a total of 89
awards in the amount of approximately $17
million to extramural research relating to
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suicide. The importance of this activity rela-
tive to overall NIMH research support and
recent trends in support for adolescent
suicide research are suggested in Table 1.
However, Congress has increased NIMH re-
search appropriations by $45 million for fis-
cal years 1986 and 1987, earmarking $1.5
million to be spent explicitly on research
relating to youth suicide.

Under the previous divisional structure at
NIMH, responsibility for most extramural re-
search was distributed among the following
six branches of the Division of Extramural
Research Programs: 1) applied research;
2)behavioral sciences research; 3) clinical re-
search; 4) neurosciences research; 5) small
grants; and 6) psychosocial treatment re-
search. Most suicide research fell under the
jurisdiction of the affective disorders unit of
the clinical research branch, where "Project
Depression" was housed. Since January 1986,
however, a major reorganization has dis-
tributed substantive responsibility for ex-
tramural research among three new
divisions: 1) Division of Clinical Research; 2)
Division of Biometry and Applied Sciences;
and 3) Division of Basic Science. The Clini-
cal Research Divisicn--the largest of the

three--is now organized intosix branches cor-
responding generally to DSM III disease
classifications: Schizophrenia, Affective and
Amiety Disorders, Mental Disorders of the
Aging, Child and Adolescent Disorders,
Prevention, and Epidemiology and
Psychopathology. Suicide research may now
appropriately "belong" to any one of these six
branches or to either of the other two ex-
tramural research divisions, although youth
suicide would most likely fall under the juris-
diction of the Child and Adolescent Disor-
éars Branch (19,20).

Intramural research at NIMH, under the
direction of Dr. Frederick K. Goodwin, has
been unaffected by the organizational
reshuffling and changing program priorities
that shape the Institute’s extramural ac-
tivities. Intramural research on suicide has
focused on neurobiological markers of
suicidal and violent behavior. NIMH re-
search in this area has been closely associated
with intramural research conducted under
the auspices of the National Institute for Al-
coholism and Alcohol Abuse (NIAAA) and
the National Institute on Drug Abuse
(NIDA) (25,26).

Total NIMH Support for Extramural Research, Suicide-Related Research
and Adolescent Suicide Research* ($000)

Suicide and Adolescent
Total Suicide-Related (%) Suicide (% of Total)

1979 130,910 1,053 (0.8%) 0
1980 143,515 1,010 (0.7%) 0
1981 140,259 884  (0.6%) 0
1982 143,787 2,354 (1.6%) 0
1983 158,300 2,791 (1.8%) 74 (0.1%)
1984 173,109 3,285  (1.9%) 311 (0.2%)
1985 192,985 3,770  (2.0%) - 306 (0.2%)
1986 190,261 1,893  (1.0%) 458 (0.2%)

* Adolescent suicide research is defined as those NIMH-funded projects in which narrative descriptions specify a focus on
adolescents. Age parameters, in this table, have not been explicitly defined,

Table 1.
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- -Tocoordinate suicide research within NIMH
and to establish priorities for spending the
$1.5 million in recent Congressional ap-
propriations, a suicide research consortium
has been formed with representatives from
each appropriate unit in NIMH. One of the
consortium’s first efforts, working with rep-
resentatives from CDC, was to analyze data
on suicide ideation and attempts from
NIMH’s epidemiologic catchment area sur-
vey--the largest such study in existence. The
consortium further seeks to develop research
spending priorities that will actively stimulate
new research and supplement existing
program research targeting suicide. The
consortium has also begun the process of
identifying suitable candidates to administer

a coordinated suicide research program at
NIMH (19,22).

Dr. Shervert Frazier, Chairman of the
Secretary’s Task Force on Youth Suicide and
formerly Director of NIMH, has expressed a
strong commitment to making the problem
of youth suicide an NIMH priority. Not-
withstanding the fiscal retrenchment cur-
rently affecting all areas of government, Dr.
Frazier believes that Institute funding will be
available over the next several years not only
to target research priorities but also to sup-
port specific program interventions--for ex-
ample, under the Institute’s clinical training
grants or other special programs (27).

Other ADAMHA Institutes

As head of ADAMHA, Dr. Donald Ian Mac-
donald sets the policy direction and oversees
the work of NIMH, NIDA, and NIAAA. He
emphasizes that the ADAMHA block grant,
which transferred the service programs
under the Administration’s purview to the
States and cut its overall budget by about
half, has redefined ADAMHA’s mission.
"ADAMHA is not a service agency," he ex-
plains, "not because we don’t want to be, but
because the Congress has said we are a re-
search, knowledge transfer, and public
policy-setting agency." As part of this mis-
sion, Dr. Macdonald would like to see the

4-28

ADAMHA Institutes establish ties to com-
munity-based citizens’ and service coalitions.
At the same time, however, those groups
must begin to develop their own constituen-
cies and find sources of support outside of the
Federal Government. In this capacity, they
may begin to function like the American
Cancer Society, the American Heart As-
sociation, and other advocacy groups that
work with the National Institutes of Health
to heighten public awareness and marshal
public resources toward research needs and
opportunities (21,24,28).

Dr.Macdonald has both astrong interest and
background in working with community
programs aimed at adolescents and has made
the problems of youth a clear ADAMHA
priority. In the area of youth suicide, Dr.
Macdonald would like to see ADAMHA
move away from the mental illness/depres-
sion model that has dominated in recent
years, and has been a particular source of
frustration to citizens” and patients’ groups.
He has a particular interest among the rela-
tion between substance abuse and suicidal
behavior in youth and would like to see more
collaboration among the ADAMHA In-
stitutes on this connection in addition to the
investigations currently being pursued by in-
tramural researchers (21).

Historically, NIMH has received about two-
thirds of all ADAMHA research appropria-
tions; NIDA and NIAAA receive slightly
more than one-fifth and one-tenth, respec-
tively, of ADAMHA funding. Since 1980, the
latter agencies {especially NIAAA) have
received a slightly larger proportion, reduc-
ing the NIMH share to about 60%. For the
past 3 years, however, the annual research
budgets of all three Institutes have remained
the same--a total of about $300 million (24).

CbhC

Although NIMH has been the primary con-
duit for federally supported suicide research,
CDC, another Public Health Service agency
in the Department of Health and Human
Services, has become the principal public
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health prevention agency of the Federal
Government. CDC'’s suicide-related ac-
tivity, for the most part, is much more recent
than that of NIMH. Growing public health
interest in the causes of premature death led
CDC in the early 1980s to expand beyond its
traditional focus on communicable and infec-
tious disease, to violence and to apply the
traditional surveillance principles to the
analysis of suicide. In 1983, the Violence
Epidemiology Branch was established under
the directorship of Dr. Mark Rosenberg.
When staff of the new unit began to hear
reports of cluster suicides in Texas, Epidemic
Intelligence Service (EIS) officers--CDC’s
investigative field officers--were dispatched
to investigate the suicides in cooperation
with the Texas Department of Health. Since
then, this unit has continued to gather and
anzlyze statistics on trends in youth suicide
and is studying the phenomena of suicide
"contagion" and "clusters” in depth. It has
also developed guidelines to help local offi-
cials respond to crises like those in Texas and
is continuing to work on methods for improv-
ing the identification and reporting of
suicides and suicide attempts (30).

In response to a National Academy of Scien-
cesreport on injury in America, CDCrecent-
ly organized a Division of Injury
Epidemiology and Control under the leader-
ship of Dr. Stuart Brown. Violence is now
subsumed under this Division as "intentional
injury," whereas accidents come under the
rubric of "unintentional injury." Once vul-
ne;[af)le to Federal funding cuts because ofits
apparent duplication of NIMH research sup-
portin the area, the intentional injury section
now shares equal status with the other areas
of injury prevention and control--a major
program priority within CDC (30).

Although CDC has not traditionally been a
research grant-making agency, it has been
able to contract with outside researchers and
consultants on particular problems--for ex-
ample, in the analysis of cluster suicides.
More importantly, as an outcome of the crea-
tion of the new Injury Division, CDC has
received some $7.8 million in funds diverted

from the Department of Transportation for
the direct support of research ($5.8 million)
and of "centers of excellence" ($2 million) in
the area of injury prevention and control (31).
Half of this research budget has been tar-
geted to motor vehicle injuries, leaving ap-
proximately $2.9 million to support research
on all other types of injury, including suicide.

CDC’s Director, Dr. James Mason, em-
phasizes that CDC’s mission is to promote
health and prevent disease at the community
level. CDC’s principal strength as a public
health agency lies with its ties to local public
health officials and agencies, cultivated over
the 40 years of CDC'’s history. These ties
provide access both to the data sources
needed to identify particular problem areas
and to an organizational structure for the dif-
fusion of problemsolving technology (19,32).

Other Government Agencies

Other agencies within the Department of
Health and Human Services (DHHS) and
other executive departments have become
involved in youth suicide primarily because
of their legal and moral responsibility for the
minors under their jurisdiction. Their roles,
far more limited than those of NIMH or
CDC, are briefly summarized below.

The Administration for Children, Youth, and
Families (ACYF) in the Office of Human
Development Services (OHDS) at DHHS is
responsible for the runaway and homeless
youth program that operates 265 shelters
nationwide. In 1984, ACYF commissioned a
report by Drs. David Shaffer and Carol
Catcn on suicidal behavior among runaway
youth in New York City. Thereafter, ACYF
announced the availability of $600,000 to
fund a total of seven projects aimed at
developing emergency programs and inter-
ventions to be used in runaway shelters.
Working with ACTION for community
volunteers, ACYF has also developed
brochures, for use by community agencies,
outlining the "danger signs" of suicidal be-
havior and recommending preventive steps
to be taken. The Office of Human Develop-
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ment Services also spearheaded the first Na-
tional Conference on Youth Suicide, tar-
geted to mental health professionals, held in
the spring of 1985 (7,33).

The Office of Juvenile Justice and Delin-
quency Prevention (OJIDP) in the Depart-
ment of Justice monitors suicide among
incarcerated youth as reported in the data of
the National Census of Jails conducted by the
Bureau of Justice Statistics. The OJTDP’s in-
terest in deinstitutionalizing or segregating
juvenile offenders has been motivated in part
by the problem of suicide among incar-
cerated youth. The OJIDP also participated
in the OHDS National Conference on Youth
Suicide (34).

In coliaboration with CDC, the Indian
Health Service in the Public Health Service
has formed a special task force to investigate
the problem of suicide among native
Americans. The Department of Defense has
made similar arrangements with CDC to
study the problem in the armed forces, par-
ticularly in the Air Force (29).

Research Needs and Alternatives

Evaluation of Suicide Prevention
Programs

One of the most pressing needs in the area of
suicide research from a public policy perspec-
tive is to develop and evaluate intervention
and prevention sirategies. The absence of
such work has been the most consistent
criticism and source of frustration with the
NIMH approach intecent years and has been
most apparent whenever officials have been
called upon to explain to Congress or the
public what they are doing about the problem
(7). Inthe meantime, private citizens and or-
ganizations lobbying State and local legis-
iators or officials have taken the initiative for
developing programs targeting youth suicide,
and these groups have produced a
groundswell of activity.

Yet, serious questions have been raised
about these programs. Hotlines and suicide
prevention centers, for example, have been
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criticized for failing to reduce the actual rate
of suicide in communities. However, as Dr.
Schneidman suggests in the programs’
defense, such efforts might have other pallia-
tive effects on the "level of perturbation" in a
community. Is the suicide rate alone the ap-
propriate measure of a program’s success
(15)? Some have also questioned whether
suicide education programs in the schools
contribute to an atmosphere of hysteria or
melodrama that only exacerbates the
problem. Charlotte Ross, Executive Direc-
tor of the Youth Suicide National Center and
one of the principal architects of the school
program in California, argues strongly for the
need to evaluate suicide programs and to
tailor such programs to the needs of par-
ticular communities. And yet, she acknow-
ledges, countless communities are now in the
process of implementing school-based
programs without any notion of how to assess
or evaluate their potential impacts (35,36).
Stronger evidence suggests that press
coverage or media campaigns designed to
heighten awareness about the problem of
youth suicide may, in fact, have a deleterious
effect. Yet, few serious inquiries have been
undertaken that might guide responsible
media strategies in the future. Research is
needed to develop appropriate criteria to
evaluate such programs, to assess their ef-
ficacy on the basis of these criteria, and to ex-
plore the factors that contribute to their
success or failure.

At present, the two principal channels for
funding research on suicide prevention
programs at the Federal level are:

1) through the regular peer review
mechanism for investigator-initiated re-
search at NIMH;

2)in response to CDC’s request for
proposals for injury prevention and con-
trol research.

However, no programs currently target
suicide prevention directly as a research
priority. Although the most recent Suicide
Research Unit at NIMH planned to issue a
contract for evaluating suicide programs, no
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Request for Proposals (RFP) was forthcom-
ing by the time that unit was disbanded (6).
Without an explicit priority targeting youth
suicide issues at NIMH, the independent
chances of any investigator-initiated
proposal being funded would be, at best,
about one in three after it had passed the
peer review, based on current funding statis-
tics. NIMH’s suicide research consortium
will address the question of research
priorities and might target this issue. That
group’s research agenda, however, has yet to
be developed (19,22).

CDC’s new injury research program explicit-
ly addresses the issue of evaluating interven-
tion strategies, and thus may lend itself more
readily to the purpose (3I). Through its
"centers of excellence," CDC may also
develop a more heterogeneous network of
academic researchers than is now repre-
sented in NIMH’s constituency--including,
for example, behavioral scientists,
economists, policy analysts, biostatisticians,
and epidemiologists, as well as mental health
or medical clinicians and researchers. CDC
also has the means to disseminate its research
findings through local communities--a cru-
cial need in this divided arena. However,
CDC's extramural research fundingis for one
year only. Moreover, because half of the $5.8
million in current research funding must be
spent on motor vehicle injury, less than $3
million remains to support research on all
other types of unintentional and intentional
injury. CDCis not ordinarily a grant-making
agency and the availability of suicide preven-
tion alternatives cannot be accomplished in
a few small short-term efforts. It requires an
ongoing strategy to support collaborative re-
search at multiple sites and a continuous ef-
fort to disseminate research findings to
community organizations.

Quality and Coordination of
Research

A more generic problem in basic suicide re-
search is that it "belongs” to no one academic
discipline or professional specialty, nor to
any well-defined group of disciplines. As Dr.

Seymour Perlin has observed, suicide re-
search is something of a "bastard" field, lack-
ing a distinct identity. Recognizing this
problem, Dr. Schneidman took an eclectic
approach in organizing the suicide center at
NIMH in the early 1960s. In regard to iden-
tifying suicide research, the center is almost
uniformly remembered as an intellectual suc-
cess by those who participated in it, even if its
programs later fell out of favor (15-18). A
similar motive of promoting a multifaceted
(albeit quite different) approach prompted
the decentralization of suicide research in
NIMH’s most recent reorganization and the
abandonment of the single Suicide Research
Unit in favor of a consortium (19).

Given the diversity of interests in the study
of suicide, how can good suicide research
best be promoted? Dr. Darrel Regier, Direc-
tor of the new Division of Clinical Research
at NIMH, argues that the best research
comes from good researchers pursuing their
own interests in their own respective fields.
This rationale has produced a preference at
both NIH and NIMH for investigator-in-
itiated, as opposed to Institute-solicited, re-
search. Concerning suicide, however, this
preference can create practical difficulties.

Good suicide research requires identifying
and rigorously assessing a wide variety of
biomedical, psychosocial, and
psychopathological factors. Promoting such
research thus requires a high degree of
sophistication and multidisciplinary exper-
tise not only on the part of researchers but
also on the part of the peer-review commit-
tees evaluating research proposals. Because
the traditional peer-review system favors
narrowly defined research questions within
traditional disciplines, multidisciplinary
suicide research is not likely to fare very well
unless it is encouraged and targeted by ex-
plicit, well-articulated Institute research
priorities.

The weak showing of suicide research among
investigator initiated peer-reviewed
proposals is suggested by the relative paucity
of funded research relating to suicide, espe-
cially to youth suicide, before 1983, when
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suicide became at least an informal priority
at NIMH. Although this is one of the tasks
of the suicide research consortium, NIMH
does not yet have a clear set of priorities
relating to youth suicide that would allow it
to target research opportunities (19,22). The
promotion of good suicide research,
however, will also require establishing a
separate peer-review process performed by
research review committees particularly ac-
quainted with the practical difficulties of
suicide research.

Data

One of the most frequently mentioned
problems of suicide research is that of col-
lecting reliable data. This difficulty is exacer-
bated because neither CDC nor NIMH, the
two national agencies with a primary interest
insuicide, has jurisdiction over the collection
of that data. NIMH gathers data on the use
of the mental health system and CDCcollects
statistics on reportable communicable and
chronic diseases. But suicide falls within
neither category. Instead, most statistics on
completed suicides are gathered by the Na-
tional Center for Health Statistics (NCHS)
in DHHS, as part of its monitoring of mor-
tality and morbidity in the United States.
(Other sources include the Department of
Justice’s National Census of Jails.) Inrecent
years, both NIMH and CDC have relied on
NCHS data to track and analyze suicide
trends among different age and demographic
groups, and to some extent, this work has
been duplicative (I18,19). NIMH has also un-
dertaken the first large-scale assessment of
suicide ideation and attempts through
analysis of data gathered in its own
epidemiologic catchment area survey (19).

Because CDC has more direct access to the
local departments of health and medical ex-
aminers who determine the causes of death
which are eventually reported to NCHS, that
agency ought to assume the lead role in
monitoring suicide statistics. Recurrent
criticisms among suicide researchers have ad-
dressed the absence of uniform criteria for
determining suicide as a cause of death, the
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natural tendency to underreport such deaths,
and the absence of incentives for coroners
and medical examiners to fully investigate
deaths suspected as suicide. Working with a
larger number of other organizations and in-
dividuals, CDC has begun to develop
guidelines to encourage uniform guidelines,
itis the Federal agency in the best position to
work with coroners, medicai examiners, and
local public health officials to identify practi-
cal obstacles and encourage the adoption of
national reporting guidelines (29,32).

Another problem with data in suicide re-
search relates to the rarity of suicide. Ag-
gregate data, even when reliable, do not offer
much insight into the etiology of suicide, be-
cause national trends are influenced by a
variety of social, cultural, and economic fac-
tors. On the other hand, the quality of more
detailed prospective or retrospective studies
is often compromised by the small sample
sizes involved. Larger samples would require
the collaboration of many centers and much
larger levels of funding. Moreover, because
different investigators use different criteria
for selecting their samples (suicide ideators,
attempters, or completers, different age
groups, etc.), generalizations often cannot be
made beyond the particular circumstances of
each study. Mechanisms are needed to
promote collaborative research and the use
of uniform research criteria. Although the
suicide research consortium at NIMH ap-
pears to have set this task on its agenda, it
does not yet have explicit plans to develop
strategies for promoting collaborative efforts
(22).

Coordinating Mechanisms and
Strategies

Perhaps the first question on Federal
program coordination is whether youth
suicide efforts are best focused at a single site
or dispersed among many. A single site of-
fers the advantage of bringing together
diverse perspectives in an inherently disin-
tegrated field, serving as a central clearin-
ghouse of information for professionals and
the lay public, and coordinating multifarious
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activities relating to suicide. Various alterna-
tives have been suggested at various times.
The idea of establishing an independent
government commission was embodied in an
earlier version of the Youth Suicide Preven-
tion bill, although it fell victim to legislative
politics (8). Others have suggested providing
a Federal subsidy for a private, nonprofit
commission on youth suicide--for example, a
commission built around one of the two ex-
isting national advocacy centers. The inde-
pendent commission approach tends to be
favored by lay advocacy and professional
groups who see it as an opportunity to par-
ticipate more actively in public policymaking
(6,14,16,36,37). Alternatively, youth suicide
activities could be focused within a single
center of an existing government agency, as
was done in the suicide center at NIMH in
the early 1960s and at the Sujcide Research
Unit of the early 1980s. On a more limited
scale, the current Senate legislation similarly
calls for the establishment of a center on
youth suicide within DHHS.

The success and professional legitimacy of
any single suicide center or unit, inside or
outside of government, however, will depend
on its funding, staffing, and leadership. A
single suicide unit would have to be viewed
as genuinely representative of the diversity of
interests in the field or else it would be vul-
nerable to the appearance of "capture” by a
singie interest group. Such a unit would need
voth the leadership and the authority to
coordinate the activity of disparate groups,
and it would need sufficient funding to carry
out a broad range of activities. Lacking these
qualities, any single suicide center would be
more form than substance. The comparative
contemporary reputations of the two suicide
units at NIMH are illustrative: the Suicide
Research Unit was generally regarded as a
poorly funded and inadequately staffed
"token" effort (15-17,19,36).

In the current political climate of limited
government and financial retrenchment, the
bureaucratic solution of creating yet another
unit of government is not likely to be looked
upon with favor. The marked reduction in

scope of the commission proposed in the
pending youth suicide legislation reflects this
disfavor. The commission currently
proposed in the Senate legislation lacks both
the power and the authority to accomplish
much more than a general clearinghouse
function. Although focusing activity in a
single nonprofit organization outside of
government may avoid some of these practi-
cal political difficulties, no existing organiza-
tion seerns likely to transcend the broad and
deep divisions that currently separate lay,
professional, medical, nonmedical, and com-
peting advocacy groups in the suicide field.
Even those who favor the idea of a single
focus for youth suicide activities in principle
are skeptical that such a focus can be
achieved (15,17,19,32).

The alternative to a single locus of suicide ac-
tivity is a multisite, multiagency, and multi-
faceted approach overseen by one or more
lead agencies and integrated (at least loose-
ly) through some variety of coordinating
mechanisms. Although there is no formal
understanding between NIMH and CDC,
Dr. James Mason, CDC Director, believes
that there is a fairly natural division of labor
between the two agencies which could readi-
ly translate into a memorandum of under-
standing on youth suicide, designating
NIMH the lead agency on matters relating to
suicide research and CDC as the lead agency
on data collection, public health, and com-
munity investigative and educational activity
(19,27,32).

That designation leaves unresolved,
however, the critical problem of coordinating
and communicating with the other diverse in-
terest groups currently active in the area of
youth suicide. Although several mechanisms
have emerged inside government to coor-
dinate activity or share information among
agencies and offices, no formal channels of
communication have been established with
community, professional, and advocacy
groups that are rapidly pursuing their own
agendas. CDC, as we have suggested, may
have a mechanism for establishing com-
munications channels through its community
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programs. CDC and NIMH also have the
authority to call together ad hoc public ad-
visory committees on any number of special
topics and to sponsor workshops and con-
ferences. The NIH has successfully used
these activities to communicate research and
clinical findings and to involve constituency
groups in the planning process (28). In the
area of suicide, however, such mechanisms
have been used only very broadly, in spite of
the well-intentioned plans of the late Suicide
Research Unit. These Public Health Service
agencies could enhance their legitimacy and
strengthen their constituencies by routinely
involving representative public advisory
groups in an interactive and iterative plan-
ning process.

CONCLUSIONS AND
RECOMMENDATIONS

Lessons From the Past

The legacy of the recent past in Federal
policy on suicide has created some serious
obstacles for those who are now attempting
to address the problem of youth suicide as a
public health policy issue. Above all, past
Federal policy has left deep divisions, mutual
hostilities, and suspicions throughout the
field. In part, these represent differences of
opinion between medical and nonmedical
professionals as to the best preventive and
therapeutic approaches. More serious,
however, are the factors that divide lay com-
munity groups seeking practical solutions to
the problem of youth suicide from the public
health and mental health research com-
munity studying the phenomenon. A very
real danger is that the community groups will
pursue their own agendas because they are
suspicious of researchers and critics and
resistant attempts to evaluate their programs
critically. Yet, serious questions have been
raised, with some evidence to support the
theory that some programs may be not only
ineffectual but harmful, exacerbating the
problem by raising the level of anxiety among
young people.

Asecond and related problem growing out of
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recent history is that previous policy has left
(atleast until quite recently) a very weak base
of support for suicide research. In the ab-
sence of particular program priorities at
NIMH, new research in the field has received
little encouragement, and very little funding
has been directed toward suicide research
through the regular extramural grants
program. This weak base of support has left
serious shortcomings in our current
knowledge about suicide etiology, primary
prevention, or therapeutic intervention.
Most importantly there has been a paucity of
applied research, and even of interest, in
evaluating alternative intervention
strategies, despite the serious questions
raised about the programs that are rapidly
proliferating. Moreover, fundamental
problems in basic research remain and they
can only be resolved through coordinated,
collaborative studies based on uniform re-
search criteria and guided by explicit re-
search priorities.

Given this legacy, what does recent history
suggest as workable strategies for the future?
The history of suicide research points to the
need for integrative mechanisms--both to in-
tegrate public health and mental health re-
search with community service programs, so
that they can inform each other, and to
promote collaborative, multidisciplinary re-
search. Although the early NIMH suicide
unit’s approach to prevention has since come
under fire, that unit was generally regarded
as successful at promoting an integrated ap-
proach to the problem. The idea of con-
centrating the effort now in a single suicide
unit--either within NIMH or in an inde-
pendent commission--has received some at-
tention, but at pre:sent, such a unit appears to
be an impractical option. In the current
political and fiscal climate, a new unit of
bureaucracy is not likely to be looked upon
with favor. And even if it were created, it
probably would not be funded or staffed suf-
ficiently to make it truly representative, leav-
ing it vulnerable to the appearance of
representing a single interest group or to
tokenism.
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There are, however, alternative integrative
mechanisms. One mechanism that has been
used quite successfully by some institutes at
NIH, but relatively little by NIMH, entails ac-
tively involving advocacy and professional
groups and field researchers in a process of
research-program planning and information
dissemination. Such an ongoing, iterative
process can help create acommunity of inter-
est around youth suicide, mobilizing public
awareness and support and marshaling
resources. A successful working relation-
ship, however, requires not only initiative on
NIMH’s part but also a recognition on the
part of the advocacy and professional groups
that the Federal Government role has
changed.

Another promising model to promote col-
laborative and multidisciplinary research is
NIMH’s current decentralized approach,
spreading jurisdictional interest in suicide re-
search among many clinical branches and
divisions. Although the NIMH consortium
can help to coordinate the relevant research
within NIMH, it could benefit from abroader
range of input by being expanded to include
researchers from the field and from related
areas of adolescent risk-taking behavior, in-
cluding those represented in other Public
Health Service agencies.

Finally, CDC'’s recent involvement in suicide
surveillance and public health issues is a
promising development. CDC can use its
well-developed network of relationships
with local public health officials and depart-
ments to improve the quality of baseline
statistics, support the development and
evaluation of preventive interventions, and
bridge the information gap between the re-
search and service communities. In this way,
CDC can help fill the void left by NIMIH’s
withdrawal from the provision of services.

---------------------------------- -
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SUMMARY

In this paper, we describe the use of a model
to analyze the effectiveness of six interven-
tions for decreasing youth suicides in the
United States and the use of a questionnaire
to query experts about factors that determine
the effectiveness of those interventions. The
interventions examined are the following:
(1) affective education, to help youth under-
stand and cope with the types of problems
that can lead to suicide; (2) early identifica-
tion and treatment of youths at high risk of
committing suicide; (3) school-based screen-
ing programs; (4) crisis centers and hotlines;
(5) improved training of health care profes-
sionals in treating problems among youth
that can lead to suicide; and (6) restriction of
access to three main metheds of suicide--
firearms, medications, and high places. This
study indicated a wide range of uncertainty
about each intervention’s effectiveness and
the range of uncertainty among experts
about any particular intervention exceeded
the differences among the best estimates for
each intervention. The study also indicated

that no single intervention, or even all six in-
terventions combined, could be considered a
"cure" for youth suicides. Additional empiri-
cal research about the factors that determine
the effectiveness of youth suicide prevention
programs followed by careful analysis, is
needed before large-scale programs are
launched. Given the urgency of the youth
suicide problem, we recommend a strategy of
(1) analyzing the available information; (2)
conducting short-term research to gather
empirical data for estimating both the effec-
tiveness and costs of different interventions;
(3) analyzing the results of that research to
set preliminary priorities; (4) designing pilot
projects to evaluate the most promising in-
terventions; and (5) planning large-scale in-
terventions based on the evaluation of the
pilot projects.

INTRODUCTION

Youth suicide is animportantsocial problein.
In the United States, suicide is the second
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leading cause of death for persons 15 to 24
years of age. More than 1 in every 1,000
children will commit suicide before reaching
the age of 25. This year in the United States
about 7 of each 8,000 youths aged 15 to 24
years will commit suicide, totaling about
5,000 deaths. For comparison, accidents, the
leading cause of death for persons 15 to 24
years will claim about 17,000 youths in this
age group; about 7,500 will be murdered; and
about 4,800 will die of a specific disease.
Suicide rates for certain subpopulations are
nearly double the average and seem to be
rising,

Many interventions have been proposed to
reduce youth suicides. However, estimating
the effectiveness of these interventions can
be extremely difficult because of the many
factors that must be considered. First, at
least four major types of psychiatric problems
can increase the chance a youth will commit
suicide: depression, manic-depressive disor-
ders, character disorders characterized byim-
pusivity and aggression, and schizophrenia.
(In addition, many youth who commit suicide
do not display psychiatric symptoms.)
Youths with each type of psychiatric problem
respond to different interventions in dif-
ferent ways. Second, the proposed interven-
tions have many different mechanisms of
action, including prevention (e.g., affective
education), early detection (e.g., school-
based screening programs or programs to
educate families about the symptoms of
psychiatric problems), improved treatment,
and legal measures such as restricting access
to guns. Third, the success of each type of in-
tervention is determined by many unknown
variables. For example, estimating the effec-
tiveness of a suicide hotline requires estimat-
ing the proportion of potential youth suicides
who would be inclined to call such a hotline
if they had access, the proportion of those
who actually have access, the success of the
hotline’s personnel in thwarting the im-
mediate suicide attempt, and the likelihood
that a youth who survives the immediate
crisis ~ ough the aid of the hotline will not
commit suicide at a later time.

Unfortunately, very little empirical research
exists that evaluates or compares the effec-
tiveness of different interventions to prevent
youth suicide. At present, policy makers
have little choice but to rely on the subjective
judgments of experts. For other health
problems, analytic models are effective for
soliciting and using knowledge about the cost
and effectiveness of a range of interventions
toidentify the best ways to use limited resour-
ces. For cancer control, for example, mathe-
matical models have been used to estimate
the effectiveness and costs of a wide variety
of prevention, screening, and treatment
programs and to set priorities for public
programs (WHO 1986). We tried to develop
an analogous model for youth suicide to help
identify the most cost-effective interven-
tions.

In this paper, we describe the use of a model
to analyze the effectiveness of six major types
of proposed interventions for decreasing
youth suicides in the United States and the
use of a questionnaire to query experts about
factors that determine the effectiveness of
those interventions. The interventions ex-
amined are the following: (1) affective
education, to help youths understand and
cope with the types of problems that can lead
to suicide; (2) early identification of youths
at high risk of committing suicide, to bring
them into treatment; (3) school-based
screening programs; (4) crisis centers and
hotlines; (5) improved training of health care
professionals in treating conditions that can
lead to suicide; and (6) restriction of access
to three main methods of suicide--firearms,
medications, and high places.

METHODS

To derive preliminary estimates of different
interventions’ effectiveness in decreasing
suicide, we developed a questionnaire to
solicit the subjective judgments of experts in
various aspects of the youth suicide problem.
To assist the experts, we broke the problem
into components and directed the questions
at specific factors that could be researched or
accessed through the experts’ experience.
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Specifically, the questionnaire distinguished
four major categories of potential youth
suicides: depressives, manic-depressives,
"impulsive-aggressives," and those not
manifesting the symptoms of identifiable
psychiatric disorders. Many psychiatrists
believe the first three categories have much.
higher suicide rates than the population at
large, so individuals in those categories are
described as "high risk,” whereas those in the
fourth category are described as "normal
risk." Although persons diagnosed as
schizophrenic also have a higher-than-
average risk of suicide, we did not ask
separate questyins about this group because
the symptoms necessary to diagnose
schizophrenia are frequently not identified
before age 25. Additionally, a recent study of
almost 200 adolescent suicides did not iden-
tify a significant number with schizophrenia
(David Shaffer, 1986). The effect of each in-
tervention was analyzed for each category
separately, and the results were combined.
These categeries are defined in Appendix A.

Tostructure the questions, the questionnaire
used a simple framework that identified the
various points at which each intervention
would prevent a suicide (Figure 1). (Figures
appear at end of chapter.)

The framework starts (on the left of Figure
1) with a potential youth suicide, which we
define as a youth who would commit suicide
before the age of 25 in the absence of any in-
tervention (including current treatment in-
terventions). If a suicide in such a youth is to
be prevented, he or she must first be iden-
tified as a potential youth suicide, he or she
must then be offered and accept a treatment,
and the treatment must be successful in
preventing the suicide. Therefore, the prob-
ability that a potential youth suicide will ac-
tually commit suicide depends on whether
the steps of this process are accomplished. A
suicide will result from a failure at any step--
iftheyouth is notidentified, if the youth does
not receive appropriate treatment, or if the
treatment fails.

Each of the six interventions examined in the
questionnaire affects one or more of the

three steps. For example, school-based
screening is intended to identify potential
youth suicides and bring them to treatment.
The screening’s effectiveness depends on
how much it increases the probability that a
potential youth suicide will be identified.
Education of parents and "gatekeepers" (i.e.,
persons who come into contact with and talk
to suicidal youth, such as health profes-
sionals, hairdressers, gym teachers, and bar-
tenders) is also intended to increase the
probability that a potentially suicidal youth
will be identified and offered treatment.

Interventions that aim to improve treatment
are intended to decrease the probability that
a youth identified as a potential suicide will
actually commit suicide. At present, not all
potentially suicidal youths are offered any
treatment, and those who are do not all
receive optimal treatment. To analyze this
problem, we grouped all possible treatments
for each psychological condition into three
categories--no treatment, suboptimal treat-
ment, and optimal treatment. Detailed
definitions of the treatment levels for each
condition are provided in Appendix B. One
possible treatment intervention involves en-
suring that specialists know and offer an op-
timal treatment for each type of psychiatric
problem, Another treatment intervention
involves educating other health care profes-
sionals (nonspecialists) to refer potentially
suicidal youth to appropriate specialists.
Such interventions are intended to help en-
sure that a youth identified as potentially
suicidal actually receives optimal treatment.

School-based affective education programs
appear on the basic framework at two points.
Such programs alert both potential youth
suicides and their friends to the signs and
symptoms preceding a suicide. School-based
education programs are intended to increase
the probability that potential youth suicides
will be identified (either by themselves or by
their friends) and referred for treatment
before committing suicide.

Another more direct effect of affective
education involves helping potentially
suicidal youths and their friends to be more
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aware of the suicide problem and the steps to
correct it and helping them to be more aware
of the psychological stresses all youths face.
When successful, affective education might
itseif be a form of treatment. Even without
referral to a professional, the seif-awareness
or the intervention of a friend might prevent
a potential youth suicide.

A crisis center also has several effects. The
directeffect is that if a potential youth suicide
victim contacts a crisis center, he or she might
be talked out of committing suicide at that
time. The suicidal person might or might not
commit suicide at a later time. Secondarily,
a potential youth suicide might not only be
prevented at that time, but might also be
brought into a treatment program. These ef-
fects would be registered as anincrease in the
probability that a potential youth suicide
would be identified and as an increase in the
probability that a potential youth suicide
would receive optimal treatment once iden-
tified.

Finally, the effect of interventions designed
to restrict access to suicide methods (e.g.,
guns, drugs, and high places) can be viewed
as a form of treatment. Obviously, such in-
terventions do not treat the underlying con-
ditions leading to suicide, but they can
prevent an immediate suicidal event. In
some cases, restricting access to suicide
methods might thwart the suicidal impulse
long enough to enable the potential youth
suicide victim to pass through a personal
crisis and revert to nonsuicide. (The inter-
ventions are defined in Appendix C.)

The questionnaire was designed to estimate
the interventions’ effectiveness by identify-
ing all the important factors that could deter-
mine their impact and to focus questions on
each specific factor. (The questionnaire is
attached as Appendix D.) This approach
helps narrow the scope of factors the respon-
dents must consider at one time and helps en-
sure accurate answers. For example, for an
estimate of the overall impact of a crisis cen-
ter or hotline on reducing the chance that a
youth would commit suicide, questions were
asked about four topics: (1) the proportion
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of potential youth suicides who would have
access to a hotline; (2) the proportion of
those with access who would be inclined to
call, (3) the proportion of those who call who
would have their immediate suicide
prevented, and (4) the proportion of these
who would not become suizidal again before
age 25 either because they changed or be-
cause they were brought into a successful
treatment program. Thus, the experts were
never asked a global question, such as "how
much will Intervention A reduce youth
suicides,” which would require them to con-
sider dozens of factors or venture a wild
guess. Rather, they were asked about
specific factors one at a time, and the overall
effect of each intervention was calculated
from their answers about the individual fac-
tors, according to the specified framework
and the laws of probability theory.

We submitted the questionnaire to 29 in-
dividuals identified by the Secretary’s Task
Force on Youth Suicide. These individuals
were not at all intended to be a repre-
sentative sample of all suicide "experts." In-
stead, they were selected because they either
had many years of experience working on
youth suicide prevention, or had expertise in
a particular area covered by the question-
naire such as screening, delivering mental
health services, or assessing the quality of
health services. Fifteen individuals returned
the completed questionnaire. Estimates of
each of the interventions’ impact were then
calculated separately for each of the experts.

The results are presented for each of the in-
dividual experts separately and anonymous-
ly. We did not combine or "pool” the experts’
estimates.

RESULTS

The results of the questionnaire are shown in
Figures 2-10. Figure 2 indicates the es-
timated effect of current treatment
programs in preventing suicides. The
horizontal axis indicates the proportion of
potential youth suicides prevented by exist-
ing treatment programs, and each mark on
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the axis indicates the calculated estimate of a
particular expert. The experts estimated that
1 percent to 39 percent of potential youth
suicides (that would occur in the absence of
any treatment) are currently prevented by ex-
isting treatment programs (Figure 2). On
average, the experts estimated that ap-
proximately 10 percent of youths who would
commit suicide in the absence of any inter-
vention are currently being prevented from
committing suicide by existing treatment
programs. The median was 6.5 percent. A
10 percent reduction in youth suicides would
represent approximately 500 suicides
prevented each year in the United States.

The experts surveyed expect programs
designed to improve the treatment of poten-
tial youth suicides by health and mental
health professionals to decrease youth
suicides from 1 percent to about 39 percent
(Figure 3). The average of the estimates
predicted reduction in potential youth
suicides (in addition to the reduction already
achieved by current treatment) of 11 percent.
The median was 8 percent.

Figure 4 describes the estimated impactof an
intervention designed to identify potentially
suicidal youth and bring them treatment,
either by making parents more aware of the
signs and symptoms of psychiatric problems
or by helping gatekeepers (e.g., teachers,
barbers, beauticians, bartenders, gym
teachers, religious counselorss, neighbors, or
relatives) identify potential youth suicide vic-
tims and bring them to treatment. The
experts’ answers indicate that such an inter-
vention could reduce the current number of
youth suicides by less than 1 percent to about
41 percent. The average of the answers was
a reduction in youth suicides of about 13 per-
cent, and the median was 8 percent.

Screening school-age children was estimated
to reduce youth suicides by less than 1 per-
cent to 13 percent, with an average and
median reduction of 8 percent.

Crisis centers and hotlines were estimated to
reduce youth suicides by less than 1 percent
to 18 percent. The average of the answers

predicts reduction in youth suicides of about
77 percent, with a median of 4 percent.

School-based affective education programs
might be expected to reduce youth suicides
by less than 1 percent to 17 percent (Figure
7). The average of the estimates was a 6 per-
cent reduction in youth suicides, and the
median was 4 percent.

The last set of interventions involves restrict-
ing access to various suicide methods, such as
firearms, medications, and high places (e.g.,
bridges, towers). Estimating the impact of
these interventions was aided by data that in-
dicated that about 62.5 percent of youth
suicides are committed with firearms (ap-
proximately 80% of these are handguns);
about 6 percent of youth suicides are due to
poisonings by prescription medications (e.g.,
tranquilizers and psychotropic agents); and
about 3 percent of youth suicides are caused
by jumping from high places. About 30 per-
cent of youth suicides are caused by other
means, such as hanging and poisoning by
carbon monoxide. Thus, restricting access to
any one of these suicide methods could have
an impact no greater than the proportion of
suicides caused by each of these means. For
additional assistance in estimating the im-
pacts of these interventions, we asked the ex-
pertsto assume that anintervention designed
to restrict access to firearms would actually
prevent only 50 percent of potential youth
suicide victims from having access to
firearms. Similarly, we asked them to assume
that a program designed to restrict access to
medications would actually restrict access for
75 percent of potential youth suicide victims,
and that a program designed to restrict access
to high places would actually restrict access
for 25 percent of potential youth suicides.
Thus, the maximum possible impact of inter-
ventions to restrict access to firearms,
medications, and high places is a suicide
reduction of 31 percent, 4.4 percent, and 0.7
percent respectively. These are overes-
timates of the maximum possible effect,
however, because some potentially suicidal
youths who are denied access to their chosen
means will choose a different means and will
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still commit suicide. The experts surveyed
estimated that programs designed to restrict
access to firearms might reduce the number
of youth suicides by 4 percent to 23 percent,
with an average estimate of about 14 percent
and amedian of 16 percent (Figure 8). Given
the fairly small proportion of suicides caused
by medication overdose, the expected impact
of an intervention to restrict access to
medications is understandably small. The
respondents estimated that such a program
would decrease suicides by less than 1 per-
cent to about 4.4 percent (Figure 9), with an
average of about 3 percent and a median of
2 percent. The respondents estimated that
the expected impact of an intervention to
restrict access to high places would be a
reduction in suicides of less than 1 percent,
with the average and median of the answers
both less than 1 percent (Figure 11).

The respondents’ answers can be examined
for patterns; even if there is a wide variation
in the estimated impact of each intervention,
there might be agreement on the most
promising interventions. Unfortunately, this
is not the case. For each intervention the
respondents ranked the intervention first,
second, third, and so forth. The only inter-
vention that appears to receive a high
preference from most of the respondents is
restricting access to firearms, and the only in-
tervention that clearly receives a low priority
is restricting access to high places (Figure
12).

CONCLUSIONS

This study has led to several conclusions.
First, there is much uncertainty among ac-
knowledged experts about the expected ef-
fectiveness of different proposed
interventions--clearly indicated by the wide
range of estimates among the experts who
responded to the questionnaire. In addition,
most of the experts stated that their in-
dividual estimates were "soft" or uncertain.
Furthermore, many of the experts did not
respond because of their own uncertainty
and reluctance to have their answers
misinterpreted as hard data. If the experts
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who chose not to respond were even less cer-
tain about the impact of the interventions,
the actual range of uncertainty might be even
greater than that shown in the figures.

Second, none of the interventions are ex-
pected to represent a "cure" for youth
suicides. The medians of the experts’ predic-
tions indicate that each of the interventions
would reduce suicides by from less than 1 per-
cent to 16 percent. (A 10% reduction in
youth suicides would represent approximate-

ly 500 youth suicides prevented each year.)

Even if all suicide interventions were im-
posed simultaneously, the expected suicide
reduction would be less than 50 percent
(their sum) and possibly as low as 15 percent
(if the same individuals responded to each in-
tervention).

However, even if none of the interventions
could be considered a "cure," some still might
be cost-effective public health programs,
depending on the costs of the interventions,
a factor not examined in this study. Calculat-
ing the costs for saving a life through dif-
ferent suicide prevention interventions and
comparing those with the costs of other
selected health interventions would be use-
ful. For example, in 1981 the Medicare end-
stage renal disease program provided kidney
dialysis facilities for approximately 64,000 en-
rollees, at a cost of approximately $23,000
per year of life, the National Heart, Lung,
and Blood Institute estimates that between
17,000 and 35,000 victims of end-stage heart
disease would benefit from heart transplants
eachyear, at an average cost of about $50,000
per transplant, leading to a median life exten-
sion of 5 years. In the absence of available
donor hearts, left ventricular assist devices
provide about the same life extension at a
cost of about $150,000 per recipient. For
liver transplantation, the cost per patient sur-
viving | year exceeds $230,000 (Task Force
on Liver Transplantation itz Massachusetts,
1983). At the other end of the spectrum, the
cost of adding a year of life through im-
munization against measles ranges from $480
to $2,100, and the cost of averting a death
through oral rehydration therapy can be as
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low as $100 (Harvey V. Fineberg, personal

~communication). Screening 30-year-old
women every 3 years for cervical cancer
delivers a year of life expectancy for ap-
proximately $1,000. (Screening annually in-
stead of every 3 years delivers an additional
year of life expectancy for approximately
$100,000) (David Eddy, unpublished data).

Third, there is no clear "winner" among the
proposed interventions. Not only are the
averages of all the answers close, but the dif-
ferences among the averages for each inter-
vention are very small when compared with
the range of uncertainty expressed about
each intervention. This wide uncertainty
about each intervention (represented
graphically in the figures) makes it meaning-
less to attempt finely tuned comparisons
among the different interventions, except on
the basis of cost. For example, if two inter-
ventions are estimated to have approximate-
ly the same effect, but one costs 100 times
more than the other, clearly the less costly in-
tervention would be preferred.

The experts also varied widely in their
choices of the six proposed interventions

they believed would be most effective. The

experts thought the most effective interven-
tion was to limit access to firearms.

Fourth, most of the information needed to
plan effective interventions has not yet been
collected or compiled. Thus, the experts can-
not accurately select which interventions will
be the most effective or cost-effective at this
time. Definitive answers cannot be obtained
by polling experts or soliciting their opinions.
Nor can Congressional hearings or special
commissions, which rely on expert opinion,
be expected to provide the answers. - At this
time, arriving at reliable answers will require
further research. Perhaps the study’s most
important conclusion is that a great need ex-
ists for additional empirical evidence and for
rigorous analysis of the factors that control
the effectiveness of different interventions.

RECOMMENDATIONS

Because of the great uncertainty about both
the effectiveness and costs of different
proposed interventions, it is currently not ap-
propriate to implement any large-scale inter-
ventions. Not only is there no rationat basis
for choosing which interventions would be
most effective or efficient, but implementing
any large-scale activity could commit resour-
ces prematurely to inappropriate interven-
tions and could falsely convey that our
information base is stronger than it is.

Rigorous planning is needed before preceed-
ing with interventions. Although the recom-
mendations provided by the Secretary’s Task
Force on Youth Suicide describe a wide
variety of possible large-scale programs, in-
sufficient resources exist to undertake all of
these interventions and insufficient data are
available to intelligently choose among them.

Because of the social importance and
visibility of youth suicide, there might still be
great social pressure to undertake some ac-
tivities before adequately assessing which in-
terventions would be most effective. Ifso, it
will be important to recognize the source of
the urgency and to design the intervention
specifically to address that objective. For ex-
ample, if increasing public awareness of the
problem and demonstrating society’s con-
cern are considered important, then inter-
ventions should be selected that achieve
those objectives. Furthermore, among the
possible set of interventions that achieve
those objectives, those with the lowest cost
should be given priority. Interventions that
are expected to have benefits in addition to
achieving reduced youth suicide rates should
also be emphasized. For example, an inter-
ventiondesigned to prevent youth suicides by
supporting families through life crises might
not only prevent youth suicides but could
prevent other problem behaviors, such as
substance abuse and interpersonal violence.

4-43



Report of the Secretary’s Task Force on Youth Suicide

Developing a rational strategy for preventing
youth suicides will require that we learn more
about the potential effectiveness and costs of
each proposed intervention. This
knowledge is best obtained through a
program of carefully coordinated and
directed reseaich.

First, the work introduced in this paper must
be expanded. Some expert respondents in
our survey have suggested that additional in-
terventions be considered and identified.
The evidence about each intervention should
be made available to expert panels, and the
panelists should discuss the data in the light
of their experience to reach a consensus
about the factors that determine the effec-
tiveness of each intervention. "Consensus"
estimates for the effectiveness of the inter-
ventions can then be calculated.

Second, experts can describe the factors that
determine the effectiveness of different in-
terventions and identify those factors about
which there is greatest uncertainty. Many of
those factors could be examined with short-
term, low-cost empirical research. For ex-
ample, with retrospective research,
investigators can identify the proportion of
youth suicide victims who had been identified
as being at high risk for suicide before their
deaths. This type of information would
greatly improve estimates of the potential
impact of interventions designed to improve
identification of high-risk youths. If this re-
search showed that all youths who committed
suicide had previously been identified as
being at high risk, a new intervention
designed to increase the identification of
high-risk youths would have no additional
value. Through research, the proportion of
youth suicide victims who were already under
medical treatment and the proportion of
those who were receiving optimal treatment
can be identified. This information would
improve estimates of the value of profes-
sional education programs. Researchers can
identify the proportion of youth suicides that
occur in clusters, to help estimate the effec-
tiveness of forming special teams to offer in-
tensive suicide prevention services in high
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schools where a suicide has occurred. The
results of this type of short-term research
could then be used to set preliminary
priorities and to design pilot programs.

Research is also needed on the costs of
various interventions. Some information on
program costs already exists, but more cost
information is needed. Ongoing and new in-
tervention research should routinely address
cost aspects.

Longer term research will eventually be re-
quired to evaluate the pilot programs. With
this research, information could be collected
both on operational characteristics of an in-
terver:tion (such as the yield of previously
unidentified high-risk youths identified
through a school-based screening program)
and on its long-term effectiveness in actually
reducing youth suicides. However, because
of the low incidence of suicides, very large
sample sizes or large community programs
will be required to derive meaningful es-
timates of the effectiveness of different inter-
ventions.

Given the urgency of the youth suicide
problem, we recommend a strategy of (1)
analyzing the available information; (2) con-
ductingshort-term research to gather empiri-
cal data for estimating both the effectiveness
and costs of different interventions; (3)
analyzing the results of that research to set
preliminary priorities; (4) designing pilot
projects to evaluate the most promising in-
terventions; and (5) evaluating the pilot
projects to plan large-scale interventions.

---------------------------------- -
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APPENDIX A

Definitions of Psychiatric Categories

Depressives: Persons suffering from major depression. Depression here refers to a serious and
pervasive mood disturbance marked by despair and an almost complete loss of pleasure in living,
and lasting at least 2 weeks. Additional symptoms include sleep disturbances, loss of interest in
one’s surroundings, guilty ruminations, lack of energy, appetite disturbances, slowing of thoughts
and movements, inability to concentrate, and suicidal thoughts (based on DSM III definition).
Evidence indicates that this type of depression has a basis in neurophysiological changes and that
antidepressant medication or specific forms of psychotherapy ¢iin shorten its course and reduce
its severity. Many persons with severe depression are not treateii by mental health professionals
and many of those who are are not appropriately treated witli antidepressants or the specific
forms of psychotherapy that have been prover effective.

Manic Depressives: These are persons sufféring from bipolay disorder, or manic depressive ill-
ness (MDI). Persons with this disorder suffer. episodes of dejpression and episodes of feeling ex-
cessively "high," energetic, and unstable ("manic").

Many young people with MDI might not be identified 25 such before they reach middle age. There
is no biological marker or test for the illness, and young people with MDI who have not had full-
blown manic and depressive episodes might manifest the disorder as excessive impulsiveness
and/or aggressiveness. The best clues to MDI among such young people are probably the fol-
lowing: (1) a family history of MDI, and (2) an episodic or cyclical nature of impulsiveness or ag-
gressiveness--the more cyclical the appearance of these traits and the more discrete and delimited
the episodes of mood swings, the more likely these are to represent MDI.

Impulsive/Aggressive: Several recent studies suggest that a proportion of youth suicides occur
among young people with no affective illness but whose behavior is characterized by a long his-
tory of impulsive and aggressive behavior. Frequently such behavior results in the young person’s
getting into trouble at home, at school, and with the law. This behavior might not differ from the
episodes of aggressive/impulsive behavior in children with manic depressive illness, except that
it is not episodic and is not a manifestation of a serious affective disorder.

"Normal Risk": These are persons who do not manifest any particular signs or symptoms sugges-
tive of a potential youth suicide.

4-52



D.M.Eddy: Estimating the Effectiveness of Interventions..

APPENDIX B

Detinitions of Treatment

Three basic levels of treatment that can be delivered by professicnals were defined for each type
of psyckiatric problem. The first level is no treatment. At the other end of the spectrum is op-
timal treatment. However, even youths who are under professional care do not always receive
optimal treatment, and for this reason a third category of treatment, called suboptimal treatment,
is identified.

The descriptions of "optimal treatment” and "suboptimal treatment" depend on whether we are
talking about depressives, manic depressives, or impulsive/aggressives. Though individual treat-
ment plans may vary and may be tailored to specific circumstances, we provide the following set
of generalized definitions.

Depressives

Optimal: Optimal treatment requires that the depressed person be treated with the cor-
rect antidepressant (or very specific psychotherapy), in large enough doses, for a long
enough period of time to achieve an improvement. Usually psychotherapy (i.e., "talking
therapy") alone does not constitute satisfactory treatment, but would be an important
part of treatment for most patients. There is recent evidence that two very specific types
of psychotherapy (cognitive therapy and interpersonal psychotherapy) might be effec-
tive even without medication. For a small proportion of extremely depressed and
suicidal persons, hospitalization in a psychiatric hospital would be required. When
depression was accompanied by severe agitation or psychotic symptoms (or an inability
to recognize reality), antipsychotic medication would be prescribed with the antidepres-
sant medication. For persons with severe cases of depression that did not respond to
medication or where the person’s life was threatened by starvation or other physiologic
complications of depression, electroconvulsive therapy (ECT or "shock therapy") would
be used.

A physician as therapist or cotherapist would be required to treat depression with an-
tidepressant medication. The physician couid be a psychiatrist, internist, family
physician, gynecologist, specialist in adolescent medicine, or other primary care
physician.

Suboptimal: Most types of psychotherapy without accompanying antidepressive
medication, or with antidepressive medication administered at insufficient dose levels
or for an insufficient period constitute stboptimal treatment.

Marnic Depressives

Optimal: Lithium (atappropriate levels) either alone or in combination with antidepres-
sants or antipsychotics, with accompanying psychotherapy to detect and treat episodes
of depression and mania, is the optimal treatment.

Suboptimal: Psychotherapy or antidepressants without coadministration of lithium and
failure to differentiate manic depressive illness from depression or from "personality” or
"behavior problems" are considered suboptimal methods.

Impulsive/Aggressives

Optimal: Evaluation by a mental health professional, consultation with pareats, and
provision of follownp counseling during periods of markedly increased stress are op-
timal methods.

Suboptimal: Meeting with school guidance counselor or disciplinary action by teacher
are inadequate.

No treatment is recommended for normal-risk persons.
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APPENDIX C

Definition of Interventions

These intervention definitions were formulated to give questionnaire respondents a clearer idea
of the type of interventions we were to assess. These interventions are not meant to be ideals, but
rather were presented as general models for which the most important characteristics could be
clearly described. Because we did not attempt to estimate costs of these interventions, we did
not include their associated costs. We recognize, however, that each intervention has significant
direct and indirect costs associated with it. Indirect costs include the costs of falsely "labeling" a
nonsuicidal youth suicidal, and the potentially harmful effects of some educational programs.

INTERVENTION 1: IMPROVED RECOGNITION AND TREATMENT OF
DEPRESSION BY HEALTH CARE PROFESSIONALS

The Intervention

Physicians could be taught about proper treatment of depression and manic depressive illness
through a combination of lectures and supervised patient care experiences in medical school and
~ residency training. Physicians who are already in practice could be reached through articles in
the medical literature (both scientific and "throw-away" journals) and postgraduate continuing
medical education courses. Questions about recognizing and treating depression on medical
school and specialty board examinations would create additional incentives for physicians to learn
to recognize and properly treat depression. Economic incentives such as increasing the allow-
able medical insurance charges for treating depression or acute psychological crises, could also
lead to improved treatment.

Physicians who did not prescribe appropriate drug treatment for depression (an obstetrician or
dermatologist, for example) would have to be taught to refer depressed patients to an appropriate
psychiatrist or primary care physician. Nonphysician health care providers (including nurse prac-
titioners, psychiatric social workers, and psychologists) would have to be taught in their profes-
sional training, through postgraduate training, and through financial incentives to recognize
depression and refer depressed patients for appropriate treatment. Financial incentives to im-
prove the treatment of depression might include health insurance regulations that require evalua-
tion by a physician for any patient with a diagnosis of depression aud provisions for complete
reimbursement of costs incurred in the appropriate medical treatment of depression.

Target Population

The target population would be health care professionals serving all youths aged 15 to 24 years
suffering from major depression or manic depressive illness. Depression occurs during any year
(prevalence) iu about 1 percent of the population, and manic depressive illness occurs in another
1 percent; we assume these illnesses occur at the same rate among youths aged 15 to 24 years.
Thus, in 2 community of 500,000 (which would include about 95,000 young people in this age
group), there would be about 1,000 young people with serious depression and 1,000 with manic
depressive illness. About 1.3 of 1,000 normal-risk youths commit suicide during the 10-year
period between the ages of 15 and 24 years, but the rate among depressives and manic depres-
sives is believed to be much higher.

Intended Benefits

Benefits of the intervention include lives saved by preventing suicide, improvement in the quality
of life of persons treated for depression, improvement in the quality of life of family and friends
of depressed individuals, and decreased utilization of medical care services for treating physical
symptoms that were indirectly caused by depression. In addition, depressed persons who might
otherwise have received inadequate treatment for their depression might actually require fewer
mental health services because appropriate treatment would "cure" their depression sooner.
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Finally, persons treated quickly and effectively would spend less time in a depressed state and
make larger contributions to society in terms of productive work.

INTERVENTION 2: EARLIER IDENTIFICATION OF POTENTIAL YOUTH
SUICIDES

The Intervention

Many persons with depression or manic depressive illness (MDI) currently go undiagnosed and,
thus, never receive appropriate treatment. This intervention would improve the ability of such
individuals to identify themselves as having a serious emotional disorder, the ability of parents to
identify their children’s disorders, and the ability of "gatekeepers" to better identify these disor-
ders. Gatekeepers are those people who come into contact with depressed persons and who
might be able to refer them for appropriate treatment. Gatekeepers include teachers, coaches,
priests, and peers.

This program to improve the identification of depression, manic depressive, and other presuicidal
indicators would be directed toward parents and gatekeepers. The Wational Institute of Mental
Health is currently implementing such a program called Depression/Awareness, Recognition,
and Treatment. This program would aftempt to improve parental and public awareness and
recognition of presuicidal symptoms through public service announcements on prime time
television, articles in the popular press and professional journals, and mailings to professional as-
sociations of teachers and other "gatekeepers." Discussions and, possibly, educational programs
in public scheols would improve the ability of students to identify depression and MDI in their
friends and peers.

Target Population

The target population would coissist of the parents, teachers, coaches, parole officers, peers, and
other persons in a community who have the opportunity to observe youths aged 10 through 24,
which would include nearly every citizen.

Intended Benefits

This intervention would result in earlier identification of persons with serious emotional disor-
ders. Combined with a successful treatment intcrvention, this intervention could result in
preventing suicides. In addition, early recognition of these emotional disorders could Jead to ap-
propriate treatment, with improvements in the quality of life and increased productivity of per-
sons with these disorders.

INTERVENTION 3: SCREENING SCHOOL-AGED CHILDREN TO DETECT
YOUTH AT HIGH RISK FOR SUICIDES

The Intervention -

This multistage screening program would attempt to identify students at very bigh risk of snicide
and provide an optimal treatment program for those identified students. The screening
program’s objective would be ¢o constitute a treatment group containing a large proportion of
suicidal youths ard a small proportion of nonsuicidal youths,

All children in grades 9-12 would be given Stage 1 of the screen.

Stage 1: One-page, mechanically scannable screening test for risk factors including,
among others:
a. impulsivity
b. depression
¢. suicide among family members or among friends
d. previous suicide attempts

4-55



Report of the Secretary’s Task Force on Youth Suicide

e. short-time horizon (seeing "the future" as close at hand)

Teachers would not score the tests because their access to student responses might inhibit
students’ honest responses. Teachers could refer students who they believe are at risk to Stage
2 of the screening program. In addition, all students scoring above a certain threshold on the
screening test would be given Stage 2 of the testing program.

Stage 2: Twenty-minute conference with a.guidance counselor trained to recognize signs of:

a. anger--repressed or expressed
b. depression
c. alienation

Students designated as "high risk" in this interview would participate in Stage 3.

Stage 3: Sixty-minute session with a trained psychologist or psychiatrist to identify potential
youth suicides.

Those students identified as "high risk" in the last stage are given treatment, possibly consisting
of a combination of the following:

1. intensive psychotherapy (1 hour/week)

2. family counseling

3. compulsory enrollment in classes intended to help students cope with their
special problems

Target Population

High-school-aged children, aged 15 to 18 years, would be the target population. This program
would miss students who had dropped out of school; about 24 percent of all entering high school
students drop out before graduation. The drop-out rate may be higher among potential youth
suicides.

Intended Benefits

This intervention would identify a number of "suicidal” young people and enroll a proportion of
them in a treatment program that might save their lives. Nonsuicidal youth with emotional or
developmental problems might also be identified by teachers or parents; they might also benefit
from early attention in terms of improved quality of life and improved school performance.

INTERVENTION 4: CRISIS CENTERS

The Intervention

In a community with no previous suicide prevention programs, we would introduce a crisis cen-
ter with a well-publicized "suicide botline," which would operate 24 hours a day. Personnel at the
crisis center would also be able to schedule one or two counseling sessions with individuals in
crisis or with family or friends of sucki individuals. These sessions would be conducted by trained
volunteer counselors supervised by mental health professionals, When appropriate, these coun-
selors would refer individuals for followup by mental health professionals in the community. The
crisis center would meet the accreditation standards of the American Association of Suicidology.

The crisis center would affect both the identification and treatment of suicidal persons. High-
risk persons would be identified by crisis center staff, by callers who were helped to recognize
when they are at high risk of suicide, and by family and friends of suicidal persons who were
helped by phone to recognize when those persons were at high risk. Treatment would include
counseling and support for individuals at risk (by phone or in person), referral to professional
treatment or other sources of support in the community, and support for a friend or family at a
time of crisis. In addition, the crisis center might have an effect on the community in terms of
providing a constant source of hope or help so that potentially suicidal people might feel less
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hopeless.
Target Population

The target population would be a community of 500,000, with 135,000 youths between the ages
of 10 and 24. About 12 suicides would be expected in this population of youths each year, and
no other suicide prevention programs would exist in this community.

Intended Berefits

The benefits of the crisis center would include lives saved by preventing suicide among suicidal
persons who had contacted the center, lives saved among suicidal persons whose family or friends
had contacted the center, and lives saved among suicidal persons who had been dissuaded from
committing suicide because they were aware that a caring place (i.e., the crisis center) existed.
Additional benefits would include improvements in the quality of life (through identifying and
treating ameliorable problems) of troubled individuals and their families. These individuals
would include suicidal and nonsuicidal persons. The crisis center could also serve as a resource
center for other community mental health workers concerned about suicidal clients.

INTERVENTION §: AFFECTIVE EDUCATION

The Intervention

High school students in grades 9-12 would participate in a 6-week program (perhaps as part of
a course in health education) that met for one class period a day with the goal of teaching them
the following:

L to recognize and identify their feelings
2. to discuss their feelings with friends, parents, and others
3. to ask for help when needed
4, to listen to and identify a friend’s call for help (i.e., to develop reflective listening skills)
5. to recognize how and where to get help for oneself and for others
Target Population

High school students, grades 9-12 (ages 15-18) would be targeted. A community of 500,000 would
have about 37,000 students in these grades.

Intended Benefits

This course would attempt to improve students’ ability to identify suicidal feelings in themselves
and peers and to treat such feelings in themselves and peers. Treatment would occur through
talking about their feelings with friends or through making referrals to counselors, parents, or
mental health professionals. Some "suicidal" young people would be dissuaded from suicide. An
additional benefit of an improved ability to identify and communicate feelings would be an im-
provement in the student’s quality of life.

INTERVENTION 6: RESTRICTING ACCESS TO THE MEANS OF SUICIDE

The Intervention

This intervention would seek to reduce the access of snicidal young people to three lethal means
of suicide: handguns, medications, and high places.

1. Handguns. We assume that we could reduce by 50 percent the number of young
people to have access to handguns by a legislative package that would include some
or all of the following elements:
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a. ban the sale of all firearms to minors

b. require a 2-week waiting period for purchase of firearms

c. require licensing and registration for all firearms

d. screen potential purchasers of firearms for felons or persons with a history of mental iliness
e. require purchase of a locking gun storage box or rack with purchase of firearms

f. ban the sale of all handguns and confiscate handguns currently in circulation

g. strictly enforce these regulations at local, State, and national levels

2. Lethal medications. The following precautions could help reduce the number of youth

suicides by overdose:

a. Limit prescriptions for potentially lethal medications (such as antidepressants) to a 7-day
supply for a depressed patient, Antidepressant medications are frequently used to commit
suicide: they have a very narrow margin of safety between their effective dose and their lethal
dose, and they are prescribed for persons who are frequently despondent and suicidal.

b. Limit the number of pills in a singie boftle for other potentially lethal and commonly ingested
medications such as acetaminophen (e.g., Tylenol).

3. High places. In New York City, jumping from high places is the leading method of suicide.

Making access to such places more difficult by erecting barriers around roofs and along
bridges or putting locks on doors might reduce the number of suicidal persons with ready
access to such locations by 20 percent.

Target Population

The target population would be all young persons aged 10-24. A community of 500,000 would
have about 135,000 youths in this age range.

Inténded Benefits

Inaddition fo preventing suicides among young people, each of these interventions would prevent
suicides among the 25 and older population.

Some suicide attempts would also be prevented, and benefits include hospital and medical costs
saved that otherwise would have been spent to treat these suicide attempts. Some homicides and
unintentional injury deaths ("accidents") would also be prevented.
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1. Firearms. Unintentional firearm injuries (0.85 fatal and 78 nonfatal injuries per 100,000

people annually) would also be reduced. The rates of homicides and assaults involving
firearms {currently about 6.8 per 100,000) as well as firearm use in criminal activities would
also be reduced.

. Medications. A large proportion of suicidal young people are depressed, and many see

physicians who prescribe potentially lethal antidepressant medications. Restricting access to
medications might prevent some youths from committing suicide by an overdose of antidepres-
sants. Among older persons, a larger number of suicides would be prevented.

3. Jumping. Some potential youth suicide victims who are prevented from jumping will not

choose another method and thus their lives will be saved.
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QUESTIONNAIRE

The purpose of this questionnaire is to help the Task Force estimate the effectiveness of several
different types of interventions in preventing youth suicides. The interventions to be examined
include (1) improved identification and treatment of youths with presuicidal conditions (for ex-
ample, those suffering from depression or manic depressive illness) by health care professionals;
(2) earlier identification of potential youth suicides by parents and "gatekeepers" to help identify
high-risk youths; (3) school-based screening programs; (4) creation of crisis centers with hotlines;
(5) affective education programs for school-aged children; and (6) programs to restrict access to
the instruments of suicide (e.g., guns, drugs). The interventions are described more fully in Ap-
pendix A: Interventions. As Mark Rosenberg has explained in his cover letter, there are no
studies or databases that provide definitive answers to any of these questions. Our task will be
to use whatever data do exist, plus your judgments to estimate the effectiveness of the different
interventions. These estimates, in turn, should help the task force make preliminary recommen-
dations, and identify targets for more intensive research.

Try to answer every question, even if you are not totally confident about the answer. For those
answers about which you are uncertain, you can describe your degree of confidence by stating a
range for the answer. For example, if your best guess abont the effectiveness of a particular treat-
ment is that it would reduce the chance of suicide by about 60%, but you are highly uncertain,
you might answer "60% -+ 30%." If you are very certain, you might say "60% -+ 5%."

When we put together the answers to the questionnaire we will incorporate your individual
degrees of uncertainty, as well as the variability of the answers we receive. If you find the word-
ing or definitions of a particular question to be confusing, with different interpretations leading
to significantly different answers, please edit the question so that it describes unambiguously the
question you are answering and then answer that question. We will incorporate your answers to
the revised question in the analysis. It is important, however, that we know precisely the ques-
tion that you are answering,

Obviously, you can use any sources of information you want to help answer the question and we
encourage you to discuss the questions and answers with knowledgeable colleagues. After all the
information has been compiled, we will send you the results of the questionnaire, plus a draft of
the analysis based on the questionnaire.

DEFINITIONS

We will define a "potential youth suicide" as a youth who would definitely commit suicide before
age 25, if there were no intervention. Thus, with the term "potential youth suicide," we are inten-
tionally not including youths who make nonlethal suicidal attempts or gestures, or those youths
who appear to be at high risk of snicide but who would not actually commit suicide before age 25
if there were no intervention.

We understand that it is impossible to identify such "potential youth suicides" in advance: only a
portion of apparently "high risk" youths will actually commit suicide in the absence of interven-
tion, and some youths will commit suicide who could not be identified as "high risk." It is only
those youths who would actually commit suicide that we want to define with the term "potential
youth suicide,” The term "high risk" will be used to describe youths who could be identified as
having higher than average p:obability of actually committing suicide.

Youths Not Identified

High Risk
as High Risk

Youths

P
Potential Youth Suicides

Figure 1.
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BASIC FRAMEWORK

This section presents the basic framework we will use in constructing our model to analyze the
effectiveness and costs of different interventions. This section also introduces the notational sys-
tem we use to describe the probabilities of certain outcomes under specified conditions. Some
people find the notation helpful, while others find it confusing; the questions will be posed in two
forms, both with and without this notation. The basic framework for analyzing the impact of dif-
ferent suicide prevention activities is shown in Figure 2. At the left side, we start with a poten-
tial youth suicide. In order to prevent that suicide, the youth must be identified as a potential
youth suicide, be offered and accept treatment, and the treatment must be successful in prevent-
ing the suicide. The probability that a potential youth suicide actually commits suicide, then, is
dependent on the probabilities that affect each of the three main links in this chain.

OFFER & ACCEPT NO SUICIDE

PYS —=—> FIND =——> 1peatMENT  — TOAGE 25

Figure 2,

For example, for the first link we are concerned with the probability that a potential youth suicide
will be identified ("found’), which we will designate with the notation:

P(find | PYS)

where "find" denotes the person is identified, "PYS" denoies potential youth suicide, and the ver-
tical bar "|"is read as "given." Thus, P(find | PYS) is read as "the probability that the person will
be identified as a potential youth suicide, given that a person is a potential youth suicide.”

For the second link we are concerned with the probability that, if a potential youth snicide is
found, he will be offered and accept a particular type of treatment, which we will denote as T1.
In symbols, this probability is:

P(T1 | found)

Finally, for the third link, we need to estimate the probability that a youth will commit suicide, if
he is given treatment T1. The symbol for this is:

P(suicide | T1)

Each of the six interventions that we will examine affects one or more of these three probabilities.
For example, screening is intended to find potential youth suicides and bring them to treatment.
Thus, its purpose is to increase P(find | PYQ), and its effect can be described by the change in
this probability caused by screening. Education of health professionals, parents, hairdressers,
gym teachers, and bartenders ("gatekeepers”) is also intended to change the probability that a
potential youth suicide will be found.

Treatment interventions are intended to decrease the probability that a youth given treatment
will commit suicide. At present, not all youths who are potential youth suicides are offered any
treatment, and not all youths under treatment are getting optimal treatment. To analyze this
problem, for each of the basic diagnostic categories of potential youtk suicides (e.g., depressives,
manic depressives), we will describe three basic levels of treatment.

No treatment at all for the particular presuicidal condition will be denoted by the symbol Tg, sub-
optimal treatment will be denoted T1, and optimal treatment will be denoted T2 for the particular
condition. Obviously, we would like all potential youth suicides to receive optimal treatment. A
possible treatment intervention for reaching that goal could be to educate health care profes-
sionals to either refer potential youth suicides to specialists from whom they can receive optimal
treatment, or, if a youth is already being seen by a psychiatrist or psychologist, to make certain
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that the specialist is offering the optimal treatment. The effect of this intervention would be to
change the proportion of identified potential youth suicides who receive optimal treatment, that
is to increase P(T2 | found).

School-based affective education programs affect this basic framework at two points. One effect
is to make both potential youth suicides and their friends more alert to the signs and symptoms
characteristic of potential youth suicides. This aspect of an affective education program is in-
tended to increase the probability that a potential youth suicide would be identified and referred
for treatment before he commits suicide. Its effect is to increase P(find | PYS), where the poten-
tial youth suicide is "found" by himself or a friend.

Another impact of affective education is more direct. By helping potential youth suicides and
their friends to be more aware of the suicide problem and the steps that can be taken to correct
it, affective education might itself be a form of treatment in the sense that through self-awareness
or the intervention of a friend (without referral to a professional}, the potential youth suicide will
be converted to a nonsuicide.

A crisis center also has several effects. The direct effect is that if a potential youth suicide con-
tacts a crisis center, he or she might be talked out of committing suicide at that time. The per-
son might or might not go on to commit suicide at a later time. A secondary effect of a suicide
hotline or crisis center is that a potential youth suicide might not only be prevented from com-
mitting suicide at that time, but might also be brought into a treatment program. These effects
of the hotline would be registered as changes in P(find | PYS) and P(T; | find).

Finally, the effect of interventions designed to restrict access to the methods of suicide (e.g., guns,
drugs, and high places) can be viewed as another form of treatment. Obviously, it does not treat
the underlying condition, but it could prevent the immediate suicidal event by postponing the im-
pulse long enough that the potential youth suicide passes safely through the acute phase and
reverts io a nonsuicide.

THE QUESTIONS

The intent of the questions that follow is to determine how each of these interventions affects
each of these probabilities. Once this information is obtained, it will be possible to make rough
estimates of how each of the interventions affects the number of youths who commit suicide.

Before proceeding with the questions, it is important to point out two more factors that you must
keep in mind. First, the interventions will be targeted to specific age groups. In each case, we
will state the specific age group that will be the target of the intervention (e.g., age 10 through
24), and your answers should address the particular age group identified for that intervention.
We will adjust all the answers to take into account the different age-specific incidence rates.

The second factor is that there are different types of problems or psychiatric conditions that can
lead to suicide. In this questionnaire, we will focus on the most important categories, which we
will label depressives, manic depressives, and impulsive/aggressives. We also note that some
suicides occur in youths who show no signs or symptoms of mental illness or presuicidal behavior
and therefore appear to be at "normal risk." Because each of the interventions can affect youths
in each of these four diagnostic categories differently, we must break down all of the questions
and ask them separately for each category. Thus, when asking questions about a screening
program, we will ask separately for the probabilities that a particular screening program will iden-
tify depressives, manic depressives, and impulsive/aggressives. In many cases the questions would
be irrelevant (and will not be asked) for the "normal risk" group.

Because of this, it is important to note the following definitions of the four categories. They are
as follows;

Depressives: These are individuals suffering from major depression. Depression is used here
to refer to a serious and pervasive mood disturbance marked by despair and an almost com-
plete loss of pleasure in living, and which lasts at least two weeks. Additional symptoms in-
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clide sleep disturbances, loss of interest in one’s surroundings, guilty ruminations, lack of
energy, appetite disturbances, slowing of one’s thoughts and movements, inability to con-
centrate, and suicidal thoughts (based on DSM III definition). There is clear evidence that
this type of depression has a basis in neurophysiological changes and that antidepressant
medication or specific forms of psychotherapy can shorten its course and reduce its severity.
Many individuals with severe depression never come to the attention of mental health profes-
sionals and many of those who do are not appropriately treated with antidepressants or the
specific forms of psychotherapy that have been proven effective.

Manic Depressives: There are individuals suffering from bipolar disorder, or manic depres-
sive illness. Individuals with the disorder suffer episodes of depression and episodes of feel-
ingexcessively "high," energetic, and unstable ("manic"). In children, manic depressive illness
might appear as a cyclical disorder where the child has relatively discrete episodes of acting
abnormally aggressive and/or impulsive. A history of depression or manic depressive illness
in the family might be an important diagnostic indicator.

Many young people with manic depressive illness (MDI) might not be identified as having
this disorder before they reach middle age. There is no biological marker or test for the ill-
ness and young people with MDI who have not had full-blown manic and depressive episodes
might manifest the disorder as excessive impulsiveness and/or aggressiveness. The best clues
to MDI in such young people are probably (1) a history of someone else in their family with
MDI; and (2) an episodic nature of these traits of impulsiveness or aggressiveness--the more
cyclical the appearance of these traits and the more discrete and delimited the episodes of
mood swings, the more likely these are to represent MDI.

Impulsive/Aggressive: Several recent studies suggest that a proportion of youth suicides
occur among young people with no affective illness but whose behavior is characterized by a
long history of impulsiv. and aggressive behavior. Frequently such behavior results in the
young person’s getting into trouble at home, at school and with the law, This behavier might
not differ from the episodes of aggressive/impulsive bebavior in children with manic depres-
sive illness, except that it is not episodal and is not a manifestation of a serious affective dis-
order.

"Normal Risk™ These are individuals who do not manifest any particular signs or symptoms
suggestive of a potential youth suicide.

For brevity, we will sometimes abbreviate the names of these four categories by D, MD, IA, and
NR, resysectively.

EPIDEMIC)LOGY OF POTENTIAL YOUTH SUICIDES

Several facts about the epidemiology of suicide are important. First, it is important to have age-
specific incidence rates of suicides, This information is available from the published literature
and is shown in Table 1, which gives the incidence rates by five-year age groups for the U.S. in
1980. Annual rates are based on national vital statistics.

Annual Suicide Rate

Age U.S. Population per 100,000 population
10-14 8.0% 0.78
15-19 2.3% 8.49
20-24 8.4% 16.15
10-24 26.8% 8.86
All ages 100% 11.86

Note: Using 1880 rates, we calculated that about 130 of each. 100,000 youths commit suicide in the U.S, before age 25, and about
850 of each 100,000 individuals commit suicide in all. Rates are higher for malas, whites, and those living In the west. it should be
noled that age-specific suiclde rates seem to be changing over time, with a marked Increasing trend for youths ages 15-24.

Table 1.
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In addition to this, we need to know the approximate proportion of potential youth suicides who
come from each of the four main diagnostic categories. That is: given all the youths who would
commit suicide (before age 25) in the absence of an intervention (potential youth suicides), what
proportion are:

1. Depressives %
Manic Depressives %
Impulsive/Aggressives %
Normal Risk %

Total 100 %

To estimate spinoff benefits and costs of different interventions, we also need to know the ap-
proximate frequency of each of these diagnostic categories among youth in general. That is, of
all youths between the ages of 10 and 24, what proportion are:

2. Depressives %
Manic Depressives %
Impulsive/Aggressives %
Normal Risk %

Total 100 %

To simplify the analysis and make it manageable, we will, for each of the diagnostic categories,
identify three basic levels of treatment that can be delivered by professionals. The first level will
be No Treatment, and the symbol To will be used to identify that treatment. At the other end of
the spectrum, we will identify Optimal Treatment, and use the symbol T2, We recognize, however,
that even youths who are under the care of a professional do not always receive optimal treat-
ment, and for this reason identify a third category of treatment which we will call Suboptimal
Treatment and use the symbol T1.

The descriptions of "optimal treatment" and "suboptimal treatment” depend on whether we are
talking about depressives, manic depressives, or impulsive/aggressives. Those definitions are as
follows:

Depressives

Optimal: Optimal treatment requires that the depressed individual be treated with the cor-
rect antidepiressant (or very specific psychotherapy), inlarge enough doses, for a long enough
period of time to achieve an improvement. Usually psychotherapy (i.e., "talking therapy")
alone does not constitute satisfactory treatment, but would be an important part of treatment
for most patients. There is recent evidence that two very specific types of psychotherapy
(cognitive therapy and interpersonal psychotherapy) might be effective even without medica-
tion. For a small proportion of extremely depressed and suicidal cases, hospitalization in a
psychiatric hospital would be required. When depression was accompanied by severe agita-
tion or psychotic symptoms (or an inability to recognize reality), antipsychotic medication
would be prescribed with the antidepressant medication. For severe cases of depression that
did not respond to medication or where the individual’s life was threatened by starvation or
other physiologic complications of depression, electroconvulsive therapy (ECT or "shock
therapy") would be used.

Treatment of depression with antidepressant medication would require a physician as the
therapist or cotherapist, The physician could be a psychiatrist, internist, family physician,
gynecologist, specialist in adolescent medicine, or other primary care physician.

Suboptimal: Most types of psychotherapy without accompanying antidepressive medication,
or with antidepressive medication administered at insufficient dose levels or for an insuffi-
cient period.

Manic Depressives
Opfimal: Lithium (at appropriate levels), either alone or in combination with antidepressants
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or antipsychotics, with accompanying psychotherapy to detect and treat episodes of depres-
sion and mania,

Suboptimal: Psychotherapy or antidepressants without coadministration of lithium; failure
to differentiate manic depressive illness from depression or from "personality” or "behavior
problems."

Impulsive/Aggressives
Optimal: Evaluation by a mental health professional, consultation with parents, and
provision of followup counseling during periods of markedly increased stress.
Suboptimal: Meeting with school guidance counselor or disciplinary action by teacher.

No treatment is recommended for normal risk individuals.

For each of the major diagnostic categories, we now need to know the proportions of potential
youth suicides in each diagnostic category who are currently seen by professionals. We will
define a "professional” as a psychiatrist, psychologist, or psychiatric social worker trained to treat
these disorders, or as a health care professional (e.g., pediatrician, internist, gynecologist, or non-
physician therapist) who is sufficiently knowiedgeable about these diagnostic categories to refer
a potential youth suicide to an appropriate specialist for a definitive treatment. This leads to the
following questions:

3. a.  What proportion of potential youth suicides of the depressive type (hereinafter
denoted by PYS/D) is currently under the care of a professional?

P(prof care | PYS/D) = %

b. What proportion of potential youth suicides of the manic depressive type is
currently under the care of a professional?

P(prof care | PYS/MD) = %

c.  What proportion of potential youth suicides of the impulsive/aggressive type is
currently under the care of a professional?

P(prof care | PYS/IA) = %

d.  What proportion of potential youth suicides of the normal risk type is currently
under the care of a professional?

P(prof care | PYS/NR) = %

Next, we need to know the proportions of the potential youth suicides of various types that are
receiving each of the three levels of treatment. Thus, for depressives:

4. a.  Ofthose potential youth suicides of the depressive type who are under the care of
health care professionals, what proportion would you estimate are getting no
treatment for their presuicidal condition?

P(To | PYS/D, prof care) %

b.  Similarly, estimate the proportion of potential youth suicides of the depressive type,
seen by professionals, who are receiving suboptimal care:

P(T1 | PYS/D, prof care) %

c.  Estimate the proportion of potential youth suicides of the depressive type, seen by
professionals, who are receiving optimal care:

P(T2 | PYS/D, prof care) %

The answers to the last three questions should add to 100% because there are only three pos-
sibilities (no treatment, suboptimal treatment, and optimal treatment).
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5.  For potential youth suicides of the manic depressive type, who are seen by
professionals, ¢stimate the proportion who are receiving

a.  notreatment: P(To | PYS/MD, prof care) = %
b.  suboptimal treatment: P(T1 | PYS/MD, prof care) = %
c.  optimal treatment: P(T2 | PYS/MD, prof care) = %

6.  For potential youth suicides of the impulsive/aggressive type, who are seen by
professionals, estimate the proportion who are receiving

a.  notreatment: P(To | PYS/IA, prof care) = %
b.  suboptimal treatment:  P(T1 | PYS/IA, prof care) = %
c.  optimal treatment: P(T2 | PYS/IA, prof care) = %

Finally, we need to know the effectiveness of each of these treatments. Because a potential youth |
suicide, by definition, will commit suicide in the absence of treatment, we can say that the prob-
ability of suicide, given no treatment for any of these three categories, is 100%. We will define a
successful ireatment as a treatment that prevents the youth who would otherwise commit suicide
from committing suicide at least through his 24th year. Presumably, suboptimal and optimal treat-
ment will lower the probability of suicide.

7.  For potential youth suicides of the depressive type, please estimate the chance of

suicide before age 25 given
a.  optimal treatment: P(suicide | PYS/D, T2) = %
b.  suboptimal treatment:  P(suicide | PYS/D, T1) = %
8.  For potential youth suicides of the manic depressive type, please estimate the chance of
suicide before age 25 given
a.  optimal treatment: P(suicide | PYS/MD, T2) = %
b.  suboptimal treatment:  P(suicide | PYS/MD, T1) = %

5.  For potential youth suicides of the impulsive/aggressive type, please estimate the
chance of suicide before age 25 given

a.  optimal treatment: P(suicide | PYS/IA, T2) = %
b.  suboptimal treatment:  P(suicide | PYS/IA, Ty) = %

Note again that the probability of suicide for a potential youth suicide given no treatment is 100%
(P(suicide | PYS, To) = 100%) because of our definition of "potential youth suicide.”

With your answers to these questions, we can estimate how effective current treatment is in
preventing suicides. We can also estimate the potential impact of interventions designed to
upgrade treatment.
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INTERVENTION 1: IMPROVED RECOGNITION AND TREATMENT OF
DEPRESSION BY PROFESSIONALS

This section contains questions designed to estimate the impact of different treatment interven-
tions. For example, a possible recommendaticn that could be made by the task force is to edu-
cate health care professionals so that once a potential youth suicide is seen by a professional, he
will receive optimal treatment. (The intervention is described more fully in Appendix A.) To es-
timate the impact of such an intervention please focus now on potential youth suicides who are
under the care of professionals. Imagine that the task force has created a large-scale national
program designed to educate health care professionals. Imagine that the task force has created
a large-scale national program designed to educate health care professionals about the referral
and treatment of potential youth suicides. Such a program would elicit help from professional
organizations such as the American Psychiatric Association and the American Psychological As-
sociation; produce textbooks to be used in medical schools; introduce special medical school
courses in suicide identification, referral and treatment; develop continuing medical education
programs on this topic; have questions on suicide identification, referral, and treatment included
in Board examinations; develop peer review protocols; and make third-party payment for treat-
ment of depression contingent upon meeting defined treatment standards.

Assume that such programs were in effect. Please estimate how this would change the propor-
tion of potential youth suicides who would receive optimal treatment.

10. First, for depressives, please review your answers to Question 4 and re-estimate the propor-
tion of potential youth suicides under professional care who would be offered and accept
each of the levels of care, given the presence of an intensive professional education program.

a.  notreatment: P(To | PYS/D, prof care, prof ed prog) = %
b.  suboptimal treatment:  P(T; | PYS/D, prof care, prof ed prog) = %
c.  optimal treatment: P(T2 | PYS/D, prof care, prof ed prog) = %

11. For manic depressives, please review your answers to Question 5 and re-estimate the new
proportions of potential youth suicides who would receive each level of care.

a.  notreatment: P(To | PYS/MD, prof care, prof ed prog) = %
b.  suboptimal treatment:  P(T1 | PYS/MD, prof care, prof ed prog) = %
c.  optimal treatment: P(T2 | PYS/MD, prof care, prof ed prog) = %

12.  For impulsive/aggressives, please review your answers to Question 6 and re-estimate the
new proportions of potential youth suicides who would receive each level of care.

a.  no treatment: P(To | PYS/IA, prof care, prof ed prog) = %
b.  suboptimal treatment:  P(T; | PYS/IA, prof care, prof ed prog) = " %
c.  optimal treatment: P(T2 | PYS/IA, prof care, prof ed prog) = %

A second benefit of this proposed intervention would be improved recognition and diagnosis of
presuicidal conditions by all health care professionals (including pediatricians, gynecologists, in-
ternists, social workers, and others), leading to the referral of potential youth suicides to the ap-
propriate specialists (psychologists, psychiatrists, etc.) for care.

Currently, some of these professionals, when they encounter a potential youth suique of each
diagnostic category, will identify them as needing treatment and will refer them to a specialist.
To evaluate interventions designed to increase the identification of potential youth suicides, we
must estimate how the existence of an intensive professional educational program would increase
the proportion of identified youth suicides.
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Thus, we need to estimate the increase or change in the probability that one of these health care
professionals would identify and refer for treatment a potential youth suicide of each diagnostic
category, if that professional encountered such an individual. To answer this, you might picture
a potential youth suicide coming into contact with a pediatrician. There is a chance the
pediatrician would recognize the suicidal nature of this child and refer him for definitive treat-
ment, and we must estimate how an intensive professional educatmn program would increase
that probability. Thus, please estimate:
Without With

Prof Ed Prof Ed
Program Program

13, a. the proportion of potential youth suicides of the
depressive type who, if seen by a health care profes-
sional, would be identified and referred for specific
mental health treatment:

P(referred by prof | PYS/D, seen by prof) % %

b. the proportion of potential youth suicides of the manic
depressive type who, if seen by a health care profes-
sional, would be identified and referred for specific
mental health treatment:

P(referred by prof | PYS/MD, seen by prof) % %

c. the proportion of potential youth suicides of the im-
pulsive/aggressive type who, if seen by a health care
professional, would be identified and referred for
specific mental health treatment;

P(referred by prof | PYS/IA, seen by prof) % %

INTERVENTION 2: EARLIER IDENTIFICATION OF POTENTIAL YOUTH
SUICIDES

One of the deficiencies of our current "system" for preventing youth suicide is that we donotiden-
tify potential youth suicides at all or as quickly as we might, and therefore, do not refer them to
treatment as early as possible. To help correct this problem, we will identify three main groups
of people who could "spot" or identify potential youth syicides: health care professionals, parents,
and "gatekeepers" (described below). We have already considered the possible effects of a
program intended to educate health care professionals to the symptoms and treatments of poten-
tial youth suicides. This section deals withinterventions designed to help parents and gatekeepers
improve their ability to spot potential youth suicides and refer them for treatment.

Parents. It might be possible to help parents become more alert to the signs and symptoms of
depression, manic depressive illness, and impulsive/aggressive disorders that might indicate a
potential youth suicide. This would increase the probability that a potential youth suicide will be
spotted as such by his parents and referred to a professional. Interventions that might accomplish
this would be an intensive campaign of public service announcements and informational programs
on television and radio; coordinated presentations at parent-teacher association meetings;
pamphlets delivered through the school system or mail; and newspaper stories, magazine articles,
op-ed pieces, and so forth.

To answer the next set of questions, please focus only on those potential youth suicides who are
not already being seen by a professional. At present, by definition, the parents who are the tar-
gets of this intervention are not identifying the signs and symptoms .of potential youth suicides
and are not referring their children to a professional; at present for these parents the probability
of identification and referral it zero. We are interested in how an intensive parent education
program will increase the probability that a potential youth suicide will be identified by a parent
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and referred for professional help. Thus, please estimaie:

Without With
Program Program

14. a. the probability that a potential youth suicide of the
depressive type who is currently not récognized or
referred for help will be identified and referred by a
parent for help:

P(referred by parents | PYS/D) 0 % %

b. the probability that a potential youth suicide of the
manic depressive type who is currently not recognized
or referred for help will be identified and referred by
a parent for help:

P(referred by parents | PYS/MD) 0 % %

. the probability that a potential youth suicide of the im-
pulsive/aggressive type who is currently not recog-
nized or referred for help will be identified and
referred by a parent for help:

P(referred by parents | PYS/IA) 0 % %

[£]

Gatekeepers. Another category of people who could help spot potential youth suicides includes
teachers, barbers, beauticians, bartenders, gym teachers, religious counselors, neighbors, rela-
tives, and other adults who are neither parents of the potential youth suicide victim nor health
care professionals. In some cases students could also be trained to identify their peers at high
risk of suicide. As with the previous set of questions we are concerned here with potential youth
suicides who are not currently being seen by professionals; our intention is to alert these
"gatekeepers' to the signs aud symptoms of potential youth suicide, su that they will refer the
potential youth suicides for professional care. When estimating the impact of this intervention,
keep in mind that achieving a referral by this route might well require several steps. First, the
gatekeeper must spot the potential youth suicide; then the gatekeeper must inform either the in-
dividual or the parents of the individual; and third, either the gatekeeper, the individual, or the
individual’s parents must successfully refer the individual to a professional.

Specific interventions that might be used to increase the awareness of "gatekeepers" to the signs
and symptoms of potential youth suicides include public service announcements on prime time
television and radio, articles in the popular press and professional journals, mailings to the profes-
sional associations of teachers and other gatekeepers, and attention to these disorders in the
professional education programs of all potential gatekeepers. In addition, educational programs
for students in the schools would improve their ability to identify and refer their peers at high risk
of suicide.
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Assuming that such an intensive "gatekeeper education program" were put into effect, how would
such a program change the chance that a gatekeeper would cause an otherwise unspotted poten-
tial youth suicide to be referred for professional care? Please estimate:

Without With
Prograrn Program

15. a. the probability that a potential youth suicide of the
depressive type who is currently not recognized or
referred for help will be identified and referred by a
gatekeeper for help:

P(referred by gatekeeper | PYS/D) 0 % T

b. the probability that a potential youth suicide of the
manic depressive type who is currently not recognized
oz referred for help will be identified and referred by
a gatekeeper for help:

P(referred by gatekeeper | PYS/MD) 0 % %

c. the probability that a potential youth suicide of the im-~
pulsive/aggressive type who is currently not recog-
nized or referred for help will be identified and
referred by a gatekeeper for help:

P(referred by gatekeeper | PYS/IA) 0 % %

r—— PR S

INTERVENTION 3: SCREENING SCHOOL-AGE CHILDREN

The third major set of interventions involves screening youths in high school to try to identify
depressives, manic depressives, and impulsive/aggressives, and refer them to professionals for
further evaluation and treatment. The screening intervention we envision consists of three stages.
In the first stage, a one-page, machine-scorable questionnaire will be given to all students in all
grades of high school. The questions will be designed to help identify high-risk youths from all
three diagnostic categories: depressives, manic depressives, and impulsive/aggressives. It is like-
ly that this questicanaire will be so general that it will erroneously identify a large proportion of
children, most of whom are not potential youth suicides {these are called "false positives"). Thus,
a second screen would be necessary for all the children who have a positive response to the first
screen. This second screen will consist of a 20-minute consultation with a guidance counselor or
social worker specially trained to identify the signs and symptoms of a potential youth suicide.
Tndividuals who are still thought to be potential youth suicides would then be referred for a third
screen by a specialist (psychologist or psychiatrist). This examination would take about one hour
and should successfully identify youths who truly need treatment. The intervention is described
more fully in Appendix A. One feature of the screening program that must be taken into account
is that it will undoubtedly identify many youths who have signs of depression, manic depression,
or impulsive/aggression and need treatment, but who are not in fact potential youth suicides (i.e,,
they would not actually commit suicide in the absence of an intervention). This is both a benefit
and cost of the screening program. It is a benefit in that it brings these individuals to treatment,
which we assume to be beneficial. Itis a cost in that the treatment will cost money. These benefits
and costs must be estimated, and will be addressed below. For now, let us focus on the effective-
ness of this screening program in reducing potential youth suicides. That is, focus on the "poten-
tial youth suicides," those individuals who would commit suicide in the absence of any
intervention, who are not aiready under the care of a professional.

In order to estimate the effectiveness of this screening program, we must estimate the sensitivity
and specificity of the three different screening levels. For convenience, we will use the symbols
81, S2, and S3 to identify the three screening levels as described above, and will use the super-
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scripts plus (+) or minus (")to denote whether or not a particular screening test (S1, Sz, or S3)
indicates that an individual has signs or symptoms suggestive of potential youth suicide (e.g.,
depression, manic depression). The flow chart described in Figure 3 will help you understand
how the three levels of tests relate to one another, and how they concentrate the youths into
smaller and smaller subsets containing a higher and higher fraction of potential youth suicides.
For this figure, we have used totally hypothetical numbers to illustrate how the calculations will
be performed.

Our task in this questionnaire is to get your best estimates of the probabilities that describe the
performance or accuracy of these three levels of screening tests. Because the screening tests
might have different accuracies in detecting the three basic types of diagnostic categories for
potential youth suicides (depressive, manic depressive, and impulsive/aggressive), the accuracies
must be estimated separately for each type.

16. a. For depressives, estimate the probability that the first screening test will be positive, given
that it is administered to a potential youth suicide of the depressive type who has not yet
been identified (i.e., is not under the care of a professional).

P(S1t | PYS/D) = %

b. Now focus on youths who have a positive result on the first screening level, what propor-
tion of them will be positive on the second level?

P(S2* | PYS/D, S, T)= ‘ %

c. Finally, we need the sensitivity of the third level of the screening program. Given that a
potential youth suicide of the depressive type has been picked up (positive) by the first
and second leveis of the screening test, please estimate the chance he or she will be posi-
tive on the third level.

(Ss* | PYSDiS1 T, ) = %

The pre/ceaing three questions pertain to potential youth suicides of the depressive type. Now
we must focus on potential youth suicides of the manic depressive type who, again, have not yet
been identified and are not yet under the care of professionals.

17. a. For manic depressives, estimate the probability that the first screening test will be posi-
tive, given that it is administered to a potential youth suicide of the manic depressive type
who has not yet been identified (i.e., is not under the care of a professional).

P(S1* | PYSMD) = %

b. ‘What proportion of manic depressive youths who have a positive result on the first screen-
ing level will be positive on the second level?

P(S2* | PYSMD, $17) = %

c. Giventhata potential youth suicide of the manicdepressive type has been picked up (posi-
tive) by the first and second levels of the screening test, estimate the chance he or she will
be positive on the third level.

P(S3* | PYSMD, $1t,811) = %

Finally, we must ask these questions for potential youth suicides of the impulsive/aggressive type.

18. a. For impulsive/aggressives, estimate the probability that the first screening test will be
positive, given that it is administered to a potential youth suicide of the impulsive/aggres-
sive type who has not yet been identified (i.e., is not under the care of a professional).

P(S1t | PYS/IA) = %

b. What proportion of impulsive/aggressive youths who have a positive result on the first
screening level will be positive on the second level?

P(S2t | PYS/IA, $1 )= %

—temry.
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SCREENING SCHOOL-AGE CHILDREN
High School Youth
Age: 15-18
PYS/total youth
3 ™ 8.0/100,000 = 8/100,000
{for illustration)
Stage 1
(written test) PYS (NSY)
. | + 5% (25%) 6.0/25,000 = 24/100,000
Stage 2
{guid. couns.)
. ‘ + 67% (10%) 4.0/2,500 = 160/100,000
4 )
Stage 3
(therapist)
\. v,
/ 75% (20%) 3.0/500 = 600/100,000
= L2 +
Treatment
!
r
Effective?
/ cide.
\ Yes 85% 2.55 = 32% of youth suicide
o] 2
Saved
PYS = Potential Youth Suicide
NSY = Nonsuicidal Youth
Figure 3.
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c. Given that a potential youth suicide of the impulsive/aggressive type has been picked up
(positive) by the first and second levels of the screening test, estimate the chance he or
she will be positive on the third level.

P(S3* | PYS/IA, 817, 8:1) = %

If you are not able to break down these answers by diagnostic category, then you can give the
same answers above for each category of potential suicides (PS/D, PS/MD, and PS/IA).

"FALSE-POSITIVE" SCREENING TESTS

Screening will also find some depressives, manic depressives, impulsive/aggressives, and otkers
who are not actually potential youth suicides in the sense that they would not definitely commit
suicide in the absence of an intervertion. The screening program will identify some of these in-
dividuals and cause them to be referred for treatment. This has the benefit of treating these in-
dividuals, but aiso generates cost. To estimate the number of such nonsuicidal depressives,
nonsuicidal manic depressives, nonsuicidal impulsive/aggressives, and others, we can estimate
the following probabilities for each of the three levels of screening tests.

Depressives:

19. a. What percent of nonsuicidal depressives will be positive on the first level of the screen?

P(S1™ | nonsuicidal depressives) = %
b. What percent of nonsuicidal depressives will be positive on the second level of the screen?
P(S2" | nonsuicidal depressives, S1 ) = %
c. What percent of nonsuicidal depressives will be positive on the third level of the screen?
P(Ss+ | nonsuicidal depressives, S11,S2%) = %
Manic Depressives:
20. a. What percent of nonsaicidal manic depressives will be ;;ositive on the first level of the
screen?
P(S1* | nonsuicidal manic depressives) = %
b. What percent of nonsuicidal manic depressives will be positive on the second level of the
screen?
P(S2* | nonsuicidal manic depressives, $37) = %
c. What percent of nonsuicidal manic depressives will be positive on the third level of the
screen?
P(S3™ | nonsuicidal manic depressives, $17, S21) = %
Impulsive/Aggressives:
21. a. What percent of nonsuicidal impulsive/aggressives will be positive on the first level of the
screen?
P(S1" | nonsuicidal impulsive/aggressives) = %
b. What percent of nonsuicidal impulsive/aggressives will be positive on the second level of
the screen? ‘
P(S2* | nonsuicidal impulsive/aggressives, $17) = %
c What percent of nonsuicidal impulsive/aggressives will be positive on the third level of the
screen?
P(S3™ | nonsuicidal impulsive/aggressives, $1 7, S2 1) = %
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Normal Risk:
22, a. What percent of nonsuicidal normal risk youth will be positive on the first level of the
screen?
P(S1* | nonsuicidal normal risk) = %
b. What percent of nonsuicidal normal risk youth will be positive on the second level of the
screen?
P(S2" | nonsuicidal normal risk, §1) = %
¢. What percent of nonsuicidal normal risk youth will be positive on the third level of the
screen?
P(S3T | nonsuicidal normal risk, $1%, S2 ) = %

INTERVENTION 4: CRISIS CENTERS

Ore of the most prominent antisuicide interventions currently used is the crisis center with a hot-
line. An intervention introducing such a crisis center into a community is described in Appen-
dix A. In order for such a crisis center to be effective in reducing youth suicides, several things
must occur. First, a potentially suicidal youth must be aware of the hotline and able to locate the
telephone number in a time of crisis. Second, the suicidal youth must be inclined to call such a
hotline in a time of crisis. Third, if the potential youth suicide makes contact with the crisis cen-
ter, then to be effective the crisis center must actually persuade the suicide victim to not commit
suicide. When this occurs, at the very least, an immediate suicide will have been deterred. Final-
ly, in order for the crisis center to prevent the youth suicide rather than just defer it, it must "cure"
the potential youth suicide by helping him past a unique crisis (and into a period free of future
suicide crises) or by bringing him into a successful treatment program that helps hini cope with
future crises. The flow chart depicted in Figure 4 may help to clarify this progression. The crisis
center can also help a family member or friend of the troubled youth learn how to refer the youth
to an appropriate treatment program.

We will ask some of the following questions separately for each of the four diagnostic categories
of potential youth suicides. In addition, in order to help assess costs and spinoff benefits, we will
also ask questions for nonsuicidal youths who might call the crisis center out of loneliness,
desperation, or curiosity. We will abbreviate nonsuicidal youth by NSY. If you do not feel that
youth of the various categories differ for one or more of the questions, feel free to enter the same
number for each category.

23. a. Ofthose potential youth suicides of the depressed type, what proportion would be aware
of a well-publicized suicide hotline and would be able to find the telepbone numberin a
time of crisis?

P(access | PYS/D)= %
b. Of those potential youth suicides of the manic depressive type, what proportion would be

aware of a well-publicized suicide hotline and would be able to find the telephone num-
ber in a time of crisis?

P(access | PYS/MD) = %

¢. Ofthose potential youth suicides of the impulsive/aggressive type, what proportion would
be aware of a well-publicized suicide hotline and would be able to find the telephone num-
ber in a time of crisis?

P(access | PYS/IA) = %

o———
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Youths
Age: 10-24
Percent "Yes" Percent of Total
100%
)
Have Access?
.
No 3 Yes 90% 0%
Y
Inclined to
Call?
Y,
No $ Yes 10% 9%
*\
Immediate
Suicide
Prevented?
No ! ] Yes 70% 63%
f Unique Crisis
or
Successful
/L Treatment?
No | Yes 30% 1.9%
Saved ( = 2.0% of all suicides)
Figure 4.
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. Ofthose potential youth suicides of the normal risk type, what proportion would be aware
of a well-publicized suicide hotline and would be able to find the telephone number in a
time of crisis?

P(access | PYS/NR) = %

. Of those youths who are not potential jiouth suicides, what proportion would be aware of
awell-publicized suicide hotline and would be able to find the telephone number in a time
of crisis?

P(access | PYS/NSY) = %

. Of those potential youth suicides of the depressed type who are aware of how to reach a
suicide hotline, what proportion would call in a time of crisis?

P(call | PYS/D, access) = %

. Of those potential youth suicides of the manic depressive type who are aware of how to
reach a suicide hotline, what proportion would call in a time of crisis?

P(call | PYS/MD, access) = %

. Of those potential youth suicides of the impulsive/aggressive type who are aware of how
to reach a suicide hotline, what proportion would call in a time of crisis?

P(call | PYS/IA, access) = %0

. Of those potential youth suicides of the normal risk type who are aware of how to reach
a suicide hotline, what proportion would call in a time of crisis?

P(call | PYS/NR, access) = %

. Of those youths who are not potential youth suicides and who are aware of how to reach
a suicide hotline, what proportion would call in a time of crisis?

P(call | PYS/NSY, access) = %

. Ofthose potential youth suicides of the depressed type who call a suicide hotline in a time
of crisis, what proportion will survive the immediate crisis?

P(immediate survival | PYS/D, call) = %

. Of those potential youth suicides of the manic depressive type who call a suicide hotline
in a time of crisis, what proportion will survive the immediate crisis?

P(immediate survival | PYS/MD, call) = %

oty

. Of those potential youth suicides of the impulsive/aggressive type who call a suicide hot-
line in a time of crisis, what proportion will survive the immediate crisis. :

P(immediate survival | PYS/IA, call) = %

. Of those potential youth suicides of the normal risk type who call a suicide hotline in a
time of crisis, what proportion will survive the immediate crisis?

P(immediate survival | PYS/NR, call) = %

ey

Some potential youth snicides who survive a crisis will be "cured," that is, will survive to age 25,
while others will go on to commit suicide at a later date. The crisis center could contribute to
such a cure either by helping the potential youth suicide to survive a unique crisis brought on by
an especially traumatic experience unlikely to be repeated, or by helping to bring him into a suc-
cessful treatment program. You might wish to consider separately the likelihood that potential
youth suicides of each of the four diagnostic categories might be cured in this fashion.
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26. a. Ofthose potential youth suicides of the depressed type who survive a time of crisis by call-
ing the hotline, what proportion will survive to age 25 as a result of the call?

P(cured | PYS/D, call, survive crisis) = %

b. Ofthose potential youth suicides of the manic depressive type who survive a time of crisis
by calling the hotline, what proportion will survive to age 25 as a result of the call?

P(cured | PYS/MD, call, survive crisis) = %

c. Of those potential youth suicides of the impulsive/aggressive type who survive a time of
crisis by calling the hotline, what proportion will survive to age 25 as a result of the call?

P(cured | PYS/IA, call, survive crisis) = %

d. Of those potential youth suicides of the normal risk type who survive a time of crisis by
calling the hotline, what proportion will survive to age 25 as a result of the call?

P(cured | PYS/NR, call, survive crisis) = %

27. a. Some troubled but nonsuicidal youths might also call the crisis center, and some of those
will be brought into treatment. What proportion of the calls received by a crisis center
hotline would be by nonsuicidal youths?

P(NSY call | call by PYS or NSY) = %

b. What proportion of nonsuicidal youths who call would be brought into a treatment
program?
P(treatment | NSY, call) = %

INTERVENTION 5: AFFECTIVE EDUCATION

The fifth set of interventions is affective education, These are educational programs designed
for school children to help them "get in touch with their feelings,” to understand better the types
of problems that could lead to suicide, to learn the signs and symptoms that could indicate serious
psychological problems, and to understand how they might receive help. These programs would
also educate the friends of potential youth suicides about the signs and symptoms of suicide, and
help them understand how they might be able to either treat or get help for their friends.

The specific interventions that might be designed to conduct affective education in high schools,
are described in Appendix A. To estimate the effect of these interventions, we must again focus
on potential youth suicides who are not yet in treatment, and who are not yet spotted by parents,
adults, or gatekeepers for referral to treatment. As just indicated, affective education can
decrease suicides in two main ways. First, the affective education itself might be sufficient to help
an individual treat himself-recover from an acute suicide crisis and permanently keep himself
out of danger of actually committing suicide. Affective education could also help treat a poten-
tial youth suicide through a friend; it could educate afriend about not only the signs and symptoms
of suicide but about steps that could be taken by friends to help a potential youth suicide victim
avoid suicide. The second main way affective education could decrease suicides is to cause either
potential youth suicides or their friends to refer the potential youth suicide to a professional for
definitive treatment. Let us first focus on the "treatment" effect of affective education. The "refer-
ral” effect of affective education will be discussed later.

Focusing now on the impact of affective education in either helping suicide victims treat them-
selves; or helping the friends of suicide victims to treat their friends, we need to estimate how the
existence of an affective education program would change the probability of suicide in a poten-
tial youth suicide victim by either of these treatment routes. Recall that, by definition, a poten-
tial youth suicide will commit suicide (with 100% probability) in the absence of intervention.
Thus, we are concerned here with how the affective education program will change that prob-
ability by decreasing it to a number below 100%. Thus, for each of the four major categories of
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suicide (depressive, manic depressive, impulsive/aggressive, normal risk), pleasé estimate the
proportion of potential youth suicides who would still commit suicide if the affective education
were put in place:

Without With
Program Program

28. a. What proportion of potential youth suicides of the
depressive type would commit suicide?

P(suicide | PYS/D) = 100 % %

b. What proportion of potential youth suicides of the
manic depressive type would commit suicide?

P{suicide | PYS/MD) = 100 % %

c. What proportion of potential youth suicides of the im-
pulsive/aggressive type would commit suicide?

P(suicide | PYS/IA) = 100 % %

d. What proportion of potential youth suicides of ap-
parently normal risk would commit suicide?

P(suicide | PYS/NR) = 100 % %

The other possible effect of an affective education program is that it can cause either a potential
youth suicide or his friend to refer the potential youth suicide for treatment, Again, these
programs will only be of help to potential youth suicides who are not already under the care of a
professional. Therefore, focusing on potential youth suicides who have not yet been identified
and referred for treatment, please estimate:

Without With
Program Program
29. a. With an affective education program, what percent of
potential youth suicides of depressive type would be
successfully referred?
P(successful referral | PYS/D) = 0 %

b. With an affective education program, what percent of
potential youth suicides of the manic depressive type
would be successfully referred?

P(successful referral | PYS/MD) = 0 %

c. With an affective education program, what percent of
potential youth suicides of the impulsive/aggressive
type would be successfully referred?

P(successful referral | PYS/IA) = 0 %

d. With an affective education program, what percent of
potential youth suicides of the normal risk type would
be successfully referred?

P(successful referral | PYS/NR) = 0 %

When answering these last four questions, remember that referral can occur either because the

.. potential youth suicide himself or a friend caused the referral. Furthermore, keep in mind the
" fact that not all children, especially not all youths who are potential youth suicides, will attend all

four years of high school. In general, the dropout rate in high school is about 1.7% at age 14,
9.7% at age 15, 8.1% at age 16, and 6.4% at age 17. Thus, only about 76% of youths who start
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high school actually complete it. These dropout rates might well be higher for youths who are
potential youth suicides. Thus, potential youth suicides will be exposed to an affective education
program for variable lengths of time and also will be exposed for different lengths of time to school
friends who might help by either treating or referring them for care.

INTERVENTION 6: RESTRICTING ACCESS

The last category of interventions to be considered is the restriction of youths’ access to the in-
struments of suicide. We will consider three main groups of suicide instruments: firearms, drugs,
and high places (e.g., bridges, towers). When answering these questions, you can consider the
entire group of potential youth suicide victims, including both those under the care of profes-
sionals and those not currently under care. Thus, this set of professionals and those not current-
ly under care. Thus, this set of interventions will be aimed at those who, whether or not they are
under care, are "treatment failures” in the sense that they have decided, at least for the moment,
to commit suicide and are merely seeking a means by which to accomplish it. A possible inter-
vention is that if access to the means of suicide could be restricted, the immediate suicide threat
would at least be postponed, with the hope that postponement wouid last long enough so that the
individual could either get past a unique suicide crisis or could gain sufficient insight to seek
professional help, which in turn might be successful in curing the basic problem.

We are contemplating a broad spectrum of public and private activities for restricting access to
these three groups of suicide instruments. For example, to restrict access of youths to guas, we
would implement specific activities such as banning the sale of firearms to minors. In addition,
many youths have access to firearms in their own homes or in the homes of friends; a licensing
and registration requirement might decrease the availability of handguns in youths’ homes.

To restrict access to drugs, we would consider activities such as limiting prescriptions for poten-
tially lethal drugs to small (e.g., seven day) supply. And to restrict access to high places, we would
implement activities such as erecting barriers on bridges and requiring locks on doors giving ac-
cess to the roofs of tall buildings. The proposed interventiozs are described more fully in Ap-
pendix C,

The questions that must be answered in order to estimate the impact of any of these activities are
as follows. First, what proportion of suicides are committed currently by each of these methods?
Second, if access to any of these particular methods were eliminated for potential youth suicides
who would have committed suicide by that means, what proportion of them would merely find
other methods and proceed to commit suicide? Thus, an important factor that should be con-
sidered when answering the questions is the impulsivity of potential youth suicide victims; if we
could restrict their access for a short time, would the impulsive period pass and would the poten-
tial youth suicide by "out of danger"? On the other hand, it is likely that some potential youth
suicides are so troubled and their problems so chronic that even if immediate access to a method
of suicide were restricted, the individual would persist and find another method. To assist you
in answering these questions, we can providc the following data on the proportions of suicides
that are currently committed by various means (Table 2). However, keep in mind that if an in-
dividual cannot commit suicide by a particular method, it is possible that he would merely choose
a different method.

To provide further assistance in answering these questions, experts at the CDC have estimated
the extent to which each of the three main categories of activities would actually decrease the
proportion of potential youth suicides who have access to each particular method of suicide at
the time the suicide is being contemplated. For activities designed to restrict access to firearms,
the CDCexperts estimate that the program defined above would deny access to firearms for about
50% of suicide cases, for atleast twe weeks. The CDC experts estimate that the activities designed
to restrict access to drugs would accomplish that for at least 75% of potential youth suicides who
would choose that method for at least two weeks. For the activities designed to restrict access to
high places, })} is estimated that the activities for this method would restrict access to high places
for about 25¢% of potential youth suicides who would use this method.
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Given these estimates of how each of the sets of activities would restrict the proportions of suicide
victims who have access to that particular method of suicide, we need your help in estimating, for
those individuals whose access is restricted at Jeast temporarily, how the probability of suicide
will be decreased. Notice that for individuals who did not actually have their access restricted,
the probability of suicide (in the absence of any other intervention) will be 100%. We are focus-
ing here only on those potential youth suicides whose access to a particular method of suicide is
restricted, and trying fo estimate how that will decrease their long-term probability of commit-
ting suicide (i.e., before age 25).

For firearms, please estimate the decrease in the long-term probability of suicide (by any method)
that would occur if a potential youth suicide victim of each diagnostic type had his or her im-
mediate access to guns restricted. That is, estimate:

Without With
Program Program

30 a. What proportion of potential youth suicides of the
depressive type would still commit suicide despite
restricting access to firearms?

P(suicide | PYS/D) 100% %

b. What proportion of potential youth suicides of the
manic depressive type would still commit suicide
despite restricting access to firearms

P(suicide | PYS/MD) 100% %

c. What proportion of potential youth suicides of the
impulsive/aggressive type would still commit suicide
despite restricting access to firearms?

P(suicide | PYS/IA) _100% %

d. What proportion of potential yonth suicides of the
normal risk type would still commit suicide despite
restricting access to firearms?

P(suicide | PYS/NR) 100% %

Methods Employed by Youth Suicides

Firearms 62.5%

Poisoning by all medications® 5.9%
(tranquilizers and psychotropic agents,
including antidepressants: 1.8%)

Jumping from high places 2.8%

Other (including hanging, poisoning by 28.8%
carbon monoxide and other means, etc.

1. Handguns have bien estimated to constitute about 86% of the firearms used in suicides (and about 50% of
the means for all yputh suicides). Onlyabout 7.6% of death certificates indicating suicide as the cause of death
-specify handguns i the instrument,
2, Firearms are used inore frequently by males and poisoning more frequentiy by females than these composite
statistics indicate. ‘

Table 2.
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Please estimate similar figures for how restricting access to potentially lethal medications would

decrease the chance of eventual suicide (before the age of 25).

31.a.

What proportion of potential youth suicides of the
depressive type would still commit suicide despite
restricting access to lethal medication?

P(suicide | PYS/D)

. What proportion of potential youth suicides of the

manic depressive type would still commit suicide
despite restricting access to lethal medications?

P(suicide | PYS/MD)

. What proportion of potential youth suicides of the im-

pulsive/nggressive type would still commit suicide
despit} retricting access to lethal medications?

P(suicide | PYS/IA)

. What proportion of potential youth suicides of the nor-

mal risk type would still commit suicide despite
restricting access to lethal medications?

P(suicide | PYS/NR)

Flonam Plogrem
100% %
100% %
100% %
100% %

Finally, please estimate how eliminating access to high places will decrease the chance of suicide
in those who would first choose to jump from high places as their method of suicide. That is,
please estimate:

32. a.
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What proportion of potential youth suicides of the
depressive type would still commit suicide despite
restricting access to high places?

P(suicide | PYS/D)

. What proportion of potential youth suicides of the

manic depressive type would still commit suicide
despite restricting access to high places?

P(suicide | PYS/MD)

. What proportion of potential youth suicides of the

impulsive/aggressive type would still commit suicide
despite restricting access to high places?

P(suicide | PYS/IA)

. What proportion of potential youth suicides of the

normal risk type would still commit suicide despite
restricting access to high places?

P(suicide | PYS/NR)

Flogram Hogram
100% %
100% %
100% %
100% %
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THANKS

We greatly appreciate your time in answering these questions. We understand that they are ex-
ceedingly difficult questions. Nobody knows the answers; we all feel great discomfort when trying
to estimate answers to these types of questions. However, we also appreciate that the only pos-
sible way to begin to develop a rational strategy for reducing this terribly important probiem is
to make our best estimates of the facts, make preliminary judgments about programs, design pilot
projects, and get better information, The answers you have provided in this questionnaire will
be indispensable in helping us accomplish these tasks.

We will send you the results of this questionnaire, and send you the analysis of each of these in-
texrventions as soon as they are available.

Please complete your name, address, and telephone.

Name

Department

Institution

Address

City, State, ZIP

Telephone:
w( )
H({ )

7
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SUMMARY

In economic and human terms, youth suicide
in the United States is a public health
problem of the first magnitude, and one that
is growing rapidly. Each youth suicide in the
United States results in the loss of 53 years of
human life and $432,000 of economic
productivity. The national costs of youth
suicides in 1980 included 276,000 years of life
lost, 217,000 years of productive life lost
before the age of 65, and economic costs of
$2.26 billion. With the costs of youth suicide
attempts added in, the figures rise to 262,000
years of productive life lost, and economic
costs of $3.19 billion.

The costs of youth su  des are concentrated
disproportionately among males, in the west,
and in non-metropolitan areas. Suicides by
firearms and explosives account for nearly
two-thirds of the national toll.

By the year 2000, if present trends continue,
the cost of youth suicide will increase from
276,000 to 346,000 years of life lost, and from
$2.26 billion to $2.65 billion, even with a
shrinking population base in the 15 to 24 year
range.

If heart disease and cancer are regarded as
the major public health problems in the
United States, then youth suicide ranks
closely behind. In terins of years of life lost,
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suicides in the 15 to 24 age group take a toll
equivalent to 70 percent of the loss due to
heart disease in the 35 to 44 age group, 60
percent of the loss due to cancer in the same
age group, and 25 percent of the loss due to
each disease in the 45 to 54 age group. In
terms of years of productive life lost, youth
suicides take a toll equivalent to 83 percent
and 75 percent of the losses due to heart dis-
ease and cancer, respectively, in the 35 to 44
age group and 38 percent of the losses due to
each disease in their decade of peak impact,
the 45 to 54 age group.

Relative to its social and economic impor-
tance, youth suicide is currently receiving a
disproportionately smalil share of public
health resources.

INTRODUCTION

In 1980, 5,239 young Americans between the
ages of 15 and 24 committed suicide. Therisk
of suicide in this age group has increased
steadily, from 4.5 per 100,000 per yearin 1950
to 12.3 per 100,000 per year in 1980, suggest-
ing that the problem is worsening. One in
400 males who are 15 years old will commit
suicide before reaching the age of 25.

The burden of youth suicide (that is, suicide
between the ages of 15 and 24) on society is
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enormous. The loss of life expectancy and
the associated loss of economic productivity,
while perhaps the major impacts, are not the
only costs. The direct medical and legal costs
of suicides, as well as the effects of these
events on the quality of the lives of parents,
siblings, friends, teachers, and others also
must be considered. In addition, suicide at-
tempts (estimated at 8-10 for each completed
suicide) impose medical costs as well as sub-
stantially impaired quality of life, and cause
lost economic productivity because of
residual chronic disabilities.

This economic impact analysis of youth
suicide shares two underlying objectives with
similar analyses of other public health
problems. First, an economic impact analysis
can be used to assess the potential benefits
of prevention. Because the cost of a youth
suicide represents potential savings for an ef-
fective suicide prevention program, these
data are key elements in cost-effectiveness
and cost-benefit analyses of preventive inter-
ventions. Second, comparative analyses of
economic impacts across disease categories
can help guide priorities for prevention re-
search among public health problems that
compete for resources.

We define the scope of economic impact
analysis to include both health and economic
dimensions. Among the health dimensions,
measured in demographic units, are lives lost,
years of life lost, and years of impaired health
(physical, occupational, social, and emotion-
al). The health consequences of youth
suicides are best reflected in the number of
years of life lost, whereas suicide attempts
often result in impairgd years of life. The
measure known as quality-adjusted life ex-
pectancy (1) may be used if a single summary
statistic incorporating both loss of life expec-
tancy and impaired quality of life is desired.

The purely economic consequences of youth
suicides and suicide attempts include direct
medical care costs (for thosewho are treated
before death) and direct medico-legal costs,
such as autopsies and criminal investigation.
Premature death and disability also result in
lost economic productivity for the society.

These "indirect" costs may be measured in
monetary terms by the value of the earnings
that would have compensated the deceased
or disabled individuals for their contributions
to society’s output, or they can be measured
in demographic terms by the number of
productive years of life lost (e.g., years lost
up to age 65). We employ both measures in
our analysis.

The choice of measures on which to focus
depends on the decisions that are to be in-
formed by the data. Cost-effectiveness
evaluations of preventive interventions
would make use of data on lost life expectan-
cy (or quality-adjusted life expectancy) and
direct economic savings. Cost-benefit
evaluations, which require that all conse-
quences be measured in economic terms,
would rely on data on lost earnings to trans-
late health impacts into economic values.
Priority-setting decisions about research may
consider both public health consequences
and their economic counterparts. In this
paper, our purpose is to provide a broad
range of measures that permit the user of the
data to focus on the most pertinent measures
for the decisions being faced.

Our measures of economic impact of youth
suicide are incidence-based, not prevalence-
based. Incidence-based measures of the cost
of disease capture the consequences, over
time into the future, of events (i.e., suicides
and suicide attempts) that occur in a given
time interval. Prevalence-based measures
reflect the consequences, during a given time
interval, of events that occurred in the past.
For purposes of evaluating preventive
strategies, we regard the incidence-based ap-
proach as more appropriate, because it
measures the future stream of potential
savings attributable to reducing suicide rates
during a given time interval. Our data, there-
fore, are presented in the incidence-based
format.

The consequences of youth suicide can be
calculated for the entire U.S. population,
aged 15 to 24, or disaggregated into several
subpopulations. We made stratified es-
timates based on the following variables: age
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subrange (15-19 vs. 20-24), sex, race (white
vs. nonwhite), geographical region (north-
east vs. northcentral vs. south vs. west), loca-
tion in metropolitan area (SMSA vs.
non-SMSA), and method of suicide or
suicide attempt (firearms/explosives vs.
hanging/strangulation/suffocation vs.
poisoning by solid or liquid vs. poisoning by
gas vs. other methods). Because of data
limitaticns, we were unable to stratify by
other, potentially informative, variables such
as socioeconomic status, education of the
suicide victim or parents, or presence or ab-
sence of mental disorder in the suicide victim
or parents.

Each measure of health or economic burden
in a population can be expressed in many
ways. We have used three such measures:
burden per event (i.e., per suicide or suicide
attempt), burden per 1,000 population, and
total burden. Measuring the burden per
event may be the most useful way to evaluate
the benefits of a preventive intervention for
individuals at risk; burden per 1,000 popula-
tion may be the most useful way to evaluate
the benefits of a population-based preven-
tive program or to compare the burden of
suicide in different subpopulations; and total
burden may be the most useful way to guide
priorities for research and to direct public at-
tention to the problem.

A definitional problem arose in considering
precisely for what events the economic im-
pact is to be measured. Are we to consider
the event to be only the suicide or suicide at-
tempt itself, or also the condition(s) (such as
depression, drug abuse, or personality disor-
ders) that may culminate in a suicide or
suicide attempt? We chose to focus on
suicides and suicide attempts per se. We
note, however, that preventive interventions
may also reduce the costs and consequences
~ of these underlying conditions, or they may
resultin increased costs of treating these con-
ditions. ‘

Before turning to our methods and findings,
a comment is in order about the availability
of data. Epidemiologic data on suicides
through 1980 were generally available,
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thanks to the Violence Epidemiology Branch
of the Centers for Disease Control (CDC)
(2). Data on remaining life expectancy (3)
and age-specific earnings (4) were also avail-
able. There were, however, notable gaps in
the data. Quantitative information on the ef-
fects of suicide on families, including effects
on ability to work, and reduced quality of life,
was unavailable. Data on direct costs, espe-
cially medico-legal costs, were not generally
available, although we were able to make
some estimates from local (and possibly
idiosyncratic) sources. Perhaps most impor-
tant, data on the epidemiology and conse-
quences of suicide attempts are generally
nonexistent. Our philosophy has been to lay
out a framework for evaluating the economic
impact of suicides and suicide attempts, to
supply preliminary estimates from available
data where possible, and to supplement
sparse data with many assumptions and ex-
trapolations for illustrative purposes. The
obligatory caveat that the findings presented
should be regarded as preliminary and sug-
gestive, rather than final and definitive, must
not be taken lightly.

METHODS AND DATA
SOURCES

We performed analyses of four basic types.
First, we calculated the health and economic
consequences of a single youth suicide.
Second, we used these estimates, together
with epidemiologic data on the national in-
cidence of youth suicide, to estimate the ag-
gregate national consequences of youth
suicides, both in the year 1980 and projected
to the year 2000. Third, we estimated the
economic consequences of youth suicide at-
tempts. Finally, we compared the health and
economic impacts of youth suicides with the
corresponding impacts of other major causes
of death during comparable periods of life.
Our methods, assumptions, and data sources
are described in the following paragraphs.

Consequences of single youth suicide. We
calculated four measures of impact per youth
suicide: years of life expectancy lost (YLL),
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years of productive life expectancy lost
(YPLL), lost economic productivity
measured by earnings lost, and direct
economic cost. The first three were calcu-
lated separately by age subrange (15-19, 20-
24), sex, and race.

Years of life expectancy lost were estimated
from 1980 United States life tabies (3) by sex
and race. For this purpose, suicides were as-
sumed to occur at the midpoint of the
relevant age subrange. We assumed that in-
dividuals who commit suicide would other-
wise have had the same life expectancy as
other persons of the same age.

Years of productive life expectancy lost are
defined as the expected number of years of
life lost up through the 65th year, These cal-
culations were also based on 1980 U.S. life
tables (3).

Lost earnings, a measure of "indirect"
economic cost of youth suicide, were calcu-
lated by the method of Rice et al. (4). Age-
sex-specific annual earnings in 1980,
including supplemental benefits such as
retirement contributions, were added to es-
timates of the value of housekeeping services
(4). For each age and sex, these annual earn-
ings were multiplied by the sex-specific prob-
ability of survival to that age (3), increased by
an annual productivity growth factor (based
on the ratio of per capita compensation
growth to growth in consumer prices during
1970-84) (5,6), and discounted to present
value at an annual rate of 4 percent. We as-
sumed that individuals who commit suicide
would otherwise have had the same expected
productivity during the rest of their lives as
other persons of the same age.

The direct cost of a youth suicide includes
medical care cost and medico-legal cost.
Medical care cost is the sum of hospital cost
and physician fees. Suicide victims who die
in a hospital were assigned to Diagnostic-Re-
fated Groups (DRGs) most closely cor-
responding to the method of suicide. The
unit hospital costs for these DRGs were
based on the New Jersey hospital reimburse-
ment schedule for 1982 (7), adjusted for in-

flation to 1980. The percentages of youth
suicides by method were obtained from CDC
data (2). We assumed that 10 percent of
youth sujcide victims would die in hospitals
(8), regardless of method. Finally, we added
5.7 percent of hospital costs to account for
physician fees (9).

Medico-legal costs per suicide may include
the cost of autopsy, estimated in Rhode Is-
land to be $1,000, and the cost of investiga-
tions, estimated to require an average of 15
hours at $50 per hour (W. Sturner, personal
communication). We obtained estimates
that 43.2 percent of male suicides and 51.0
percent of female suicides resuit in autopsies
(8), and assumed that 70 percent of all
suicides result in investigations (which are
compulsoryin 2pproximately half the States).

Natiexal consequences of youth suicide in
1980. Data on the numbers of youth
suicides, by age subrange, sex, and race (2)
were multiplied by each of the measures of
impact per suicide to yield national estimates
of years of life lost, years of productive life
lost, lost economic productivity, and direct
economic cost.

The distribution of the national impact of
youth suicides according to geographic
region, metropolitan location, and suicide
method was also estimated. The distribution
by geographic region was expressed in terms
of total impact and impact per thousand
population, as was the distribution between
metropolitan (SMSA) and non-metropolitan
(non-SMSA) areas. The distribution of im-
pact by suicide method was calculated in ag-
gregate national terms only. In these
calculations, the numbers of suicides by
region, location, and method were obtained
from CDC data (2), and multiplied by each
measure of the average impact per youth
suicide for the nation as a whole (Table 1).
(Tables appear at the end of this chapter.)
No adjustments were made to account for
differences in life expectancy or earnings by
region, location, or method.
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Projections to the year 2000. Projections
of the national impact of youth suicides in the
year 2000 were based on three successive ex-
trapolations. First, trends in youth suicide
rates per capita during 1970-1980 (2) were
extrapolated to 2000, according to a
smoothed linear growth curve. Next, we ex-
trapolated the 15 to 24 year old population
according to Census Bureau projections
(10). Fipally, we extrapolated trends in life
expectancy observed between 1975 and 1983
(11). No changes in the mix of youth suicides
by age subgroup, sex, race, or method were
assumed.

Economic consequences of youth
suicide attempts

The costs of suicide attempts include medi-
cal costs, and time lost from work with as-
sociated earnings losses. We assumed that
eight youth suicide attempts occur for each
youth suicide, that 20 percent of these at-
tempters are hospitalized, and that 5 percent
of attempts result in permanent disability (9).
Hospital costs were based on New Jersey
hospital reimbursement rates for DRGs cor-
responding to the associated methods of
suicide attempt. Methods of attempt were
assumed to be distributed, according a com-
bination of different figures from the litera-
ture (12-16), as follows: 70 percent drug
ppoisoning, 10 percent firearms, 20 percent
other. As for the medical costs of suicides, an
additional 5.7 percent was added for
physician fees.

Weassumed animmediate loss of 2.9 produc-
tive days lost per attempt (9), plus residual
permanent disability in 5 percent. Numbers
of years of productive life lost and earnings
lost because of permanent disability were es-
timated in the same way as for successful
suicides.

Lost productivity and other costs incurred by
family members were not evaluated in this
analysis.

Comparisons with other diseases
To place youth suicide in perspective as &
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public health problem, we compared its
health and economic impacts with those of
other major diseases during other decades of
life. In particular, we compared the impact
of suicide during ages 15 to 24 with the im-
pact of heart disease and cancer during the
decades 35 to 44, 45 to 54, and 55 to 64.
Measures used were years of life lost and
years of productive life lost.

Discounting and inflation

All monetary amounts are expressed in 1980
U.S. dollars. Adjustments for inflation were
based, as needed, on the Consumer Price
Index. Future amounts, once expressed in
1980 dollars, were discounted to present
value at 4 percent a year, the rate most com-
monly used in cost-of-illness studies (4). For
most calculations, present values were calcu-
lated as of 1980, with the exception of the
projections to 2000, which were calculated as
of the year to which the projection was being
made. Years of life lost were not discounted,
although cost-effectiveness analyses of
preventive interventions should use dis-
counted values.

Quality of life

No attempt was made to estimate losses of
quality of life to the victim, family, friends, or
others. Such an estimate would require sur-
veydata on psychosocialimpacts not present-
ly available.

FINDINGS

The consequences of a single youth suicide,
by age, sex, and race, are displayed in Table
1. The average number of years of life lost is
52.7, and the average number of years of
productive (<65) life lost is 41.5. These
figures are somewhat higher for females than
males, whites than nonwhites, and 15 to 19
year olds than 20 to 24 year olds, owing to the
greater life spans of the former subgroups.
The loss of economic productivity at-
tributable to each suicide averages $431,600,
in 1980 dollars. The direct economic cost per
suicide (not shown in the table) is $1,067, of
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which $96 is medical cost ($961 for each of
the 10 percent who are hospitalized), $446 is
for autopsies, and $525 is for criminal inves-
tigations.

The national economic impact of youth
suicides in 1980 is displayed by age, sex, and
race inTable 2. In total, 275,900 years of life
were lost as a result of suicides in that year.
Of those lost years, 217,400 would have been
under the age of 65. The amount of
ecopomic productivity forgone was $2.26 bil-
lion as a consequence of youth suicides in
1980 alone. The direct economic costs were
small by comparison, $5.6 million.

The distribution of economic impact by
geographical region is shown in Table 3.
Whereas youth suicides have their greatest
aggregate impact in the South, this is at-
tributable to the population size; the greatest
per capita impact is in the West, the least is
in the Northeast.

The distribution of economic impact by
metropolitan versus nonmetropolitan loca-
tion is given in Table 4. Evidently, youth
suicide has its greatest aggregate impact in
metropolitan areas, where most of the
population lives, but has more impact on a
per capita basis in nonmetropolitan areas.

Table 5 distributes the economic impact of
youth suicides by method. Firearms alone
accounted for more than 170,000 years of life
lostin 1980, and more than $1.4 billion of lost
productivity.

Projections of the national economic impact
of youth suicides to the year 2000 are
presented in Table 6. The top half of the
table shows the onlyvariable that is projected
to change, the rate of youth suicide in the 15
to 24 year old population. The bottom half
of the table also reflects trends in population
size and gains in life expectancy. The
economic costs of youth suicide will exceed
350,000 life years and $2.6 billion in the year
2000, despite a declining population in this
age group.

The economic costs of suicide attempts are
substantial, as shown in Table 7. The direct

medical costs, $6 million in 1980, are com-
parable to the direct medical and legal costs
of suicides. The indirect costs associated
with disability are 44,236 years of productive
life lost and $914.2 million in lost earnings.
Suicide attempts, therefore, add 20 percent
and 40 percent respectively, to these two
measures of societal impact of youth suicides.

Finally, we compare the economic impacts of
youth suicides (ages 15-24) with other major
causes of death in 10-year age intervals
(Table 8). The number of years of life iost
from suicides, ages 15 to 24, is 70 percent of
the corresponding number for heart disease
deaths, ages 35 to 44, and 60 percent of the
corresponding number for cancer deaths,
ages 35 to 44. The years of productive life
lost are 83 percent and 75 percent, respec-
tively, of the figures for heart disease and
cancer deaths, ages 35 to 44. Even compar-
ing youth suicide to the peak decade for years
of productive life lost due to heart disease
and cancer (ages 45-54), youth suicide zc-
counts for 38 percent of the years of produc-
tive life lost from each of those diseases. We
note that while mortality from heart disease
is declining, mortality from youth suicide is
rising.

RECOMMENDATIONS

The magnitude of the economic and human
impacts of youth suicide and suicide attempts
are sufficiently great, both in absolute terms
and relative to other major causes of death
and disability, to justify major programmatic
efforts comparable to those applied to heart
disease and cancer. Specific recommenda-
tions are as follows:

1. Based on the criterion of social and
economic impact, the problem of youth
suicide should be receiving a substantial
share of public and private health resour-
ces in relation to other causes of death and
disability.

2. Research leading to the deveJopment of
effective preventive programs against
youth suicide should be given the highest
priority. Only modest effectiveness rates
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would be needed to produce enormous
human and economic savings.

. Evaluations of the cost-effectiveness of
available interventions should begin im-
mediately, even in the absence of defini-
tive evidence of their efficacy. The cost of
delay in implementing such programs
should be weighed against the cost of im-
plementing programs that later prove to
be ineffective.

. Additional data in the following areas are
needed to complete an assessment of the

o effects of youth suicides and attempts on
the quality of life of family, friends, and
others;

e cconomic effects of youth suicides on
families, including indirect costs at-
tributable to reduced work productivity,
and costs of treating psychological disor-
ders secondary to the suicide of the fami-
ly member; and

¢ epidemiology of suicide attempts, includ-
ing trends over time, and distribution by
method of attempt.

social and economic costs of youth suicides

and suicide attempts:
Consequences of a Single Youth Suicide, United States, 1980
Lost
yLL® yPLLP Productivity®
Ages 15-19
Males 54.5 44.3 $417,300
Females 61.8 46.3 344,600
Total 15-19 55.8 44.7 404,600
Ages 20-24
Males 49.8 39.6 464,500
Females 56.9 41.3 354,800
Total 20-24 51.0 39.8 445,700
Ages 15-24
White Maies 52.4 41.9 456,400
Nonwhite Males 46.0 38.7 425,500
All Males 51.7 41.6 453,100
White Females 59.4 43.5 356,800
Nonwhite Females 54.3 41.9 347,700
All Females 58.9 433 355,900
All Suicides 52.7 415 431,600
% Years of life expectancy lost.
5 Years of productive life expectancy (up to age 65) lost.
€ Present value of expected earnings plus value of household. services, in 1980 dollars, discounted to present
value at 4% per annum.

Table 1.
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National Economic Impact of Youth Suicides, United States, 1980,
by Age, Sex and Race
Economic Costs ($millions)°
Direct Lost
YLL? ypLLP Costs Earnings Total
Ages 15-19
Males 80,888 65,736 618.89
Females 19,404 14,523 108.21
Total 15-19 100,292 80,259 727.10
Ages 20-24
Males 142,068 112,863 1325.24
Females 33,504 24,299 208.98
Total 20-24 175,571 137,162 1534.22
Ages 15-24
White Males 202,210 161,206 1749.94
Nonwhite Males 20,748 17,392 194.19
All Males 222,356 178,598 1944.13
White Females 47,938 34,990 285.62
Nonwhite Females 4,870 3,832 31.57
Ail Females 52,908 38,822 317.19
All Suicides 275,864 217,420 5.59 2261.32 2266.91
“Years of life expectancy lost.
DYears of productive life expectancy (up to age 95) lost.
“In 1980 dollars. Lost earnings discounted to present value at 4% per annum.

Takble 2.
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National Economic impact of Youth Suicides, United States, 1980,

by Geographic Region
Lost
YLL2 YPLLP Productivity®
Total Region
Northeast® 48,481 38,488 $400,773,000
North Central® 70,674 55,725 577,426,000
Southf 93,733 73,876 768,287,000
West?® 62,626 49,340 514,835,000
Total U.S. 275,864 217,420 $2,261,321,000
Per 1000 Population
Northeast 0.99 0.78 $8,157
North Central 1.20 0.95 9,809
South 1.24 0.98 10,193
West 1.45 1.14 11,925

“Years of life expectancy lost.
OYears of productive life expectancy (up to age 65) lost.

Cpresent value of expected earning plus value of houschold services, in 1980 dollars, discounted to present value at 4%
perannum.

dConnt',cti(:ut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, Vermont

cIllinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, Wis-
consin

fAlabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi,
North Carolina, Oklahoma, South Carolina, Tenncssee, Texas, Virginia, West Virginia

gAlaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah, Washington,
Wycming

Table 3.

National Economic Impact of Youth Suicides, United States, 1280,
by Metropolitan versus Nonmetropolitan Location

Lost
yLL® YPLLP Productivity®
Aggregate
Metropolitan 196,617 154,891 $1,617,799,000
Nonmetropolitan 79,247 62,538 643,523,000
Total 275,864 217,420 2,261,321,000
Per 1000 Population
Metropolitan 1.16 0.91 $9,548
Nonmetropolitan 1.39 1.09 11,267
“Years of life expectancy lost,

byears of productive life expectancy (up to agé 65) lost.

CPresent value of expected earnings plus value of household services, in 1980 dollars, discounted to present value at 4%
per annuri.

Table 4.
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National Economic Impact of Youth Suicides, United States, 1980,

by Method of Suicide
Lost

Productivity

yLL® YPLLP (¢ millions)°
Firearms and Explosives 171,800 135,427 1,406.79
Hanging, Strangulation, Suffocation 46,765 36,917 378.82
Poisoning by Solid or Liquid 20,788 16,360 172.35
Polsoning by Gas 17,518 13,772 144.93
Cther 19,014 14,953 158.42
Total 275,864 217,420 2,261.32

“Years of life expectancy lost.
Byears of productive life expectancy (up to age 65) fost,

CPresent value of expected earnings plus value of household services, in 1980 dollars, discounted to present value at 4%
annum.

Table 5.

Projected National Economic !Impact of Youth Suicides, United States,
1980-2000

Suicide Rate Projected Only

Economic Costs ($ millions)®

b Direct Lost
YLL® YPLL Costs Earnings Total
Year
1980 275,864 217,420 5.59 2,261.32 2,266.91
1990 330,361 261,666 6.66 2,7256.13  2,731.79
2000 384,319 304,404 7.75 3,170.28  3,177.98
Suicide Rate, Population, and Life Expectancy Projected
Year :
1980 275,864 217,420 5.59 2,261.32  2,266.91
1990 296,383 234,524 5.74 234723 2,352.97
2000 345,591 273,708 6.44 2,645.71  2,652.15

%Years of life expectancy lost.
Dyears of productive life expectancy (up to age 65) lost.
“In 1980 dollars. Lost earnings discounted to present value at 4% per annum.

Table 6.
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National Economic Impact of Youth Suicides and
Youth Suicide Attempts, United States, 1980

Economic Costs ($ millions)°

“Years of life expectancy lost.

Dyears of productive life expectancy (up to age 65) lost.

®In 1980 dollars. Lost earnings discounted to present value at 4% per annum,

Direct Lost
yLL® YPLLP Costs Earnings Total
Youth Suicides 275,864 217,420 5.59 2,261.32 2,266.91
Youth Suicide Attempts 44,236 6.03 914.20 920.23
Total 275,864 261,656 11.62 3,175.52 3,186.14

Table 7.

Youth Suicide, Heart Disease, and Cancer: Years of Life Lost (YLL)
and Years of Productive Life Lost (YPLL), United States, 1980

Youth Youth
Suicide Suicide
Number of YLL YPLL Total Total as % as %
Deaths Per Death Per Death YLL YPLL of YLL. of YPLL
Suicide
Age 15-24 5,239 52.7 41.5 275,864 217,420 100 100
Heart Disease
Age 35-44 11,433 34.3 22.8 302,605 261,110 70 83
Age 45-54 41,078 25.9 13.8 1,065,395 564,971 26 38
Age 55-64 107,244 18.6 4.6 1,097,770 493,322 14 44
Cancer
Age 35-44 12,470 36.6 23.3 456,072 290,211 60 75
Age 45-54 41,030 27.4 13.9 1,124,222 571,173 25 38
Age 55-64 94,645 19.4 4.7 1,832,047 445,697 15 49.

Table 8.
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SUICIDE ATTEMPTS IN TEEN-AGED

MEDICAL FATIENTS

Lee N. Robins, Ph.D., Professor of Sociology in Psychiatry, Washington University

School of Medicine, St. Louis, Missouri

SUMMARY

Adolescents (aged 13-18) attending free
clinics in 10 large cities were interviewed.
They were asked whether they had at-
tempted suicide in the current year or pre-
viously. Four percent of the 2,792
interviewed had made an attempt in the cur-
rent year, and 8 percent at some time in their
lives. Patients who were female, white, and
15 or older had the higher rates of suicide at-
tempts. Seventeen percent of white girls 15
to 18 had made an attempt, while none of the
younger black boys had.

Factors strongly associated with suicide at-
tempts included multiple depressive
symptoms, living apart from parents (often
after running away from home), having a his-
tory of conduct problems, having psychiatri-
cally ill family members, repeated
drunkenness, use of drugs other than
marijuana, and being assaulted, arrested, or
incarcerated. No association was found with
parents’ occupational level, illegitimate
pregnancy, and experiencing a family
member’s death.

The correlates discovered were combined
into a guide for clinic personnel to help them
recognize youngsters at risk of suicide at-
tempts. Such a guide appears necessary be-
cause few attempters voluntarily mention
their suicidal ideation to their clinic
physicians.

Aprogram of research is suggested that could
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evaluate the effectiveness of the suggested
screening device.

RELEVANCE OF SUICIDE
ATTEMPTS TO SUICIDE

The relationship between suicide attempts
and completed suicides is puzzling. Popula-
tions of suicide attempters and completers
differ demographically (Clayton, 1983; Sten-
gel, 1965). Men have higher rates of com-
pleted suicides (Rich et al., 1986) but women
have higher rates of suicide attempts.
Suicide attempts are rare in children, in-
crease from early adolescence through young
adulthood (Fisher and Shaffer, 1984), and
then decline; suicides are similarly rare in
children and increase through adolescence
into young adulthcod, but they do not then
decline, and for white men, the group with
the highest suicide rate, rates increase with
age through at least age 75. Whites have
higher rates of both attempts and comple-
tions than blacks.

Attempters and completers may differ con-
siderably in their motivations. While most
suicides probably intended to die, it is less
clear that this is true of suicide attempters.
While some appear to be persons who tried
{o kill themselves but failed, there are those

who report that their attempt was meant to

punish persons they felt had mistreated them
or to avoid responsibility for their own mis-
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behavior.

Despite the demographic and motivational
contrasts between the populations of
suicides and attempters, the two groups do
overlap. Many completed suicides were
preceded by suicide attempts in both adults
(Wang et al., 1985; Schmidt et al., 1954) and
young people (Otto, 1972; Cohen-Sandler et
al., 1982), and the chances of dying later by
suicide are much higher for attempters than
for the general population. Attempters are
therefore arelevant population to study, par-
ticularly because they offer an opportunity to
study attempts both retrospectively and
prospectively, and to study suicide prospec-
tively. Because attempters are alive and able
to be interviewed, investigators may discover
precursors of their past attempts and predic-
tors of subsequent suicide attempts or
suicides that might not be detected in
retrospective studies of completed suicides
where informants are limited to surviving
friends, relatives, or others, such as the
suicide’s physician. By following attempters
prospectively through death records, it
should be possible to learn which characteris-
tics best predict actual suicides. If we can
identify risk factors for the suicide attempts
that precede actual suicides, it may be pos-
sible to design interventions to reduce these
risks, and thus reduce the number of future
completed suicides.

PROBLEMS IN STUDYING
SUICIDE ATTEMPTS

Most previous studies of suicide attempts
have been restricted to people whose at-
tempts received medical attention. These
treated attempters are probably not repre-
sentative of the total population of at-
tempters, in as much as their attempts caused
injury sufficient to bring them to medical at-
tention.

A second issue in studies of treated cases lies
in the choice of a comparison group. Iden-
tification of risk factors requires finding
characteristics that occur more frequently
among the group who attempt suicide than

among a comparable group of nonat-
tempters. 10 which nonattempters should
the treated attempters be compared. Other
patients of the same medical facility may be
inappropriate. Suicide attempts even by
middle class persons often lead to their
hospitalization in public hospitals. They
enter through emergency rooms after being
discovered unconscious or too impaired to
make other arrangements. Patients who
enter the same hospitals in a less urgent
fashion are likely to be of lower social status
and to have quite different backgrounds.
Differences found between the two may
therefore have more to do with choice of
usual ireatment source than with suicide at-
tempts. If the comparison group is restricted
to fellow emergency room patients to make
the social backgrounds more comparable,
the choice may still be a poor one, because
the victims of violence and accidents treated
there may share with suicide attempters risk
factors that apply to violence of all kinds.
These shared factors will be missed as predic-
tors of suicide attempts because they will not
differentiate the two groups. ‘

Suicide attempters found in surveys of
general population are representative of the
whole population of attempters, those whose
attempt did and those whose attempt did not
result in medical care. Studies in the general
population also provide natural control
groups in persons of similar age, sex, and race
who have never made an attempt. Unfor-
tunately, general population studies are ex-
pensive to carry out because finding a
sufficient number of cases of events as rare
as suicide attempts requires large samples.
In addition, respondents in a typical area sur-
vey may be more reluctant than patients to
admit attempts, because the interview will
usually take place at a time remote from the
crisis surrounding their attempt.

A useful alternative may be clinic samples.
By attending a clinic, a youth has already
demonstrated a willingness to discuss per-
sonal problems, and clinics treat young per-
sons both in and out of school. Contacting
youths on the clinic premises often makes it
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possible to approach them directly, without
having to go through a suspicious parent. If
risk factors for suicide attempts are also risk
factors for clinic attendance (as pregnancy,
psychiatric problems and interpersonal
problems might be) the clinic population
would alsc be particularly rich in attempters,
overcoming the problem of the rarity of at-
tempts. One drawback is that some youths
attending clinics are acutely ill, making them
unwilling or unable to tolerate a detailed in-
terview. However, as we will demonstrate
below, adolescent clinic patients for the most
part attend for checkups, for information
about birth control, for pregnancy tests and
prenatal and postnatal care, and for non-
serious upper respiratory infections. The
proportion with illnesses that preclude par-
ticipating in an interview is small.

Whereas clinic populations may make at-
tempters more accessible, these populations
are not representative of all youngsters.
Youngsters seen by private physicians are
omitted, as are youngsters who have little or
no contact with medical services of any kind.
In addition, patients with more frequent at-
tendance will be overrepresented in any
sample based on attendance on selected
days, since the more frequently a youngster
attends, the greater the chance that he or she
will be present on the day selected for patient
recruitment. This explains why the adoles-
cent clinic patients we describe elow are
predominantly female and in the higher teen
ages: Pregnancy is the prime reason for fre-
quent visits to clinics.

METHODS

A study of youthful attenders at free general
medical clinics provided interviews with
2,792 clinic attenders aged 13 to i8. It was
carried out in 1984-85 in 10 cities, including
New Haven, Boston, Dallas, Chicago, Buf-
falo, Indianapolis, Los Angeles, St. Louis,
New Orleans, and Jackson, Mississippi. The
clinics ‘were located in independent build-
ings, in hospitals, or in schools. In seven
cities, the clinics were for teenagers only,
wegre affiliated with pediatrics departments
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of medical schools, and were supported by
the Robert Wood Johnson Foundation to or-
ganize consolidated services for this age
group; in three cities, the clinics served adults
as well as adolescents, and were supported by
local governments.

Youngsters were invited to participate as
they appzared at the clinics, and fewer than
4 percent refused. Interviews were general-
ly carried out at the clinicimmediately before
or after the medical appointment; when
there was insufficient time, the interview was
carried out within a few days of the clinic at-
tendance at a mutually agreed-on location.
The patients understood that they were par-
ticipating in a research study, and that the in-
formation they gave would not be shared with
the clinic staff or parents. This under-
standing probably increased their honesty.
(The interviewers were instructed to violate
this understanding, first informing the
youngster that they were doing so, if they
Iearned of currently active suicidal rumina-
tions or plans; however, no such instance oc-
curred.)

Well-trained professional interviewers ad-
ministered the fully structured interview. It
lasted about 45 minutes and covered the
young person’s living situation, physical and
mental health, social and school adjustment,
behavior problems, recent life events, and
treatment experience. The question about
suicide attempts was the fourth in asequence
of related questions that immediately fol-
lowed the review of symptoms of depression.
The set of four questions were:

Has there ever been a period of two weeks or
more when you thought a lot about death--
either your own, someone else’s, or death in
general?

Has there ever been a period of two weeks or
more when you felt like you wanted to die?

Have you ever felt so low you thought of com-
mitting suicide?

Have you ever attempted suicide?

Those who answered the last question posi-
tively were considered to have attempted
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suicide, and they were then asked when their
first and last attempts occurred. We did not
determine how serious the attempt was or
how lethal the method used, although such
questions were included in the followup in-
terview a year later. This paper will discuss
three groups of attempters: those who had
made any attempt in the past year, those
whose first attempt was in the past year, and
those whose last attempt was more than a
year prior to interview.

The current report will discuss the propor-
tion of the teen-aged sample who reported
suicide attempts (i.e., answered "yes" to the
last of the four questions above) and search
for correlates of these attempts that might
serve as criteria for selecting high risk
samples for intervention. A method will be
suggested by which clinic personnel could
utilize these correlates to systematically
review records of clinic attenders and by as-
king a minimal number of questions to iden-
tify most of the youngsters in danger of
attempting suicide.

THE CLINIC SAMPLE

Demographics

These inner city clinics were attended
predominantly by blacks (71%); the rest were
largely non-Eispanic whites, with 8 percent
"other" (principally Hispanics). Females
made up 77 percent of our sample, and
predominated in all except the school-based
clinics.

The sample clustered at the upper end of the
age range. Fewer than 15 percent were
under the age of 15. Only 24 percent were
still living with both biological parents, and
the occupations of their parent(s) were
predominantly blue collar (66%); 9 percent
of the heads of their households were un-
employed.

Expected Effects of Demographic
Distribution on Attempt Estimates

Because, as noted above, suicide attempts
are higher in females than males and increase

with age through adolescence, the fact that
clinic patients are predominantly fernales in
the later teen years should tend to raise their
rates as compared with the general popula-
tion. However, because attempts appear to
be more common in whites than blacks, the
fact that the clinic is mostly black should tend
to lower rates. Less is known about the as-
sociation between living predominantly in
broken homes or residing in inner cities and
suicide attempts. However, suicide at-
tempters have been found to have an excess
of stressful life experiences shortly before
their attempts (Robins et al., 1957). Since
life in impoverished one-parent homes might
be expected to be associated with stress, one
might anticipate a high rate of suicide at-
tempts in response to such stress. Thereis an
apparent inconsistency, however, between
the finding that social stress often precedes
suicide attempts and the relatively low ratein
blacks, who suffer more objective stress
through poverty and overcrowding. This
suggests that suicide attempts may be more
influenced by sudden changes in one’s level
of social stress than in its absolute level. If
s0, long term stress such as broken homes and
inner city residence should be relatlvely less
important than acute changes.

Clinic Attendance as a Factor

Finally, there is the question of how suicide
attempts might be related to whatever health
problems brought the adolescents to the
clinic. In general, psychiatric and physical
problems have been shown to be intercorre-
lated. Since clinic attenders have more
physical and psychiatric illness than the
general population, they should also have
more suicide attempts, although Shaffer
found little physical illness among his sample
of children who had completed suicides
(Shaffer, 1974).

RESULTS

Overall, 4 percent of clinic patients had at-
tempted suicide within the year prior to their
selection for study, and 8 percent had at-
tempted at some time in their lives. While
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the finding that one of every 12 patients said
they had tried to kill themselves might lead
one to think that this is a population at par-
ticelarly high risk, this figure is almost identi-
cal to that obtained in a survey of 382
intellectually gifted high school students
aged 14 to 18 in New York (Harkavy and
Asnis, 1985), suggesting that the clinic
sample may not have an unusual rate com-
pared to some ofher adolescents.

Thechance of having made an attempt within
the past year was particularly high if the
young person had made a previous attempt.,
Among the 138 who had made an attempt
more thaNn a year before interview, 22
(16%) had also made an attempt in the cur-
rent year. Among those with no previous at-
tempt, the proportion who attempted in the
past year was only 3 percent.

There seemed to be little direct connection
between having made a recent attempt and

the occasion of this particular clinic atten-
dance. Most clinic attendance was for a
general checkup (25%), care for pregnancy
(22%), or seeking birth control advice
(17%). The frequency of recent attempts
was particularly low for those present only for
checkups (2%), but average (4%) for the
other two common reasons for attendance
(Table 1). About 5 percent of the adoles-
cents came for psychiatric problems, and, as
might be expected, they had the highest rate
of recent suicide attempts (15%). Present-

* ing with a psychiatric complaint, therefore, is

grounds for concern about possible suicide
risk, although in this clinic, such patients ac-
counted for only 17 percent of the recent at-
tempters. Those seen for physical illness had
higher rates than those who were well, but
lower than psychiatric cases. Their rates
varied from 4 percent of those with infections
to 8 percent of those with an upper
respiratory illness or some chrosic iliness.

MAJOR PRESENTING COMPLAINTS*
AS A CLUE TO SUICIDE ATTEMPT
Percent of Recent

Presenting Complaint Percent Who Attempted Aitempters Accounted
(in order of frequency) Within Year for by this Complaint
General checkup (707) 2 11
Pregnancy Care

or Follow-up (619) 4 21
Birth Control (465) 4 15
Pain (216) 7 13
Flu or Cold (158) 8 11
Infection (133) 4 4
Psychiatric (127} 15 17
Information (97) 5 4
vD (92) 7 5
Injury (80) 6 4
Dental Care (63) 0 0
Chronic Health (63) 8 4
Menstrual (46) 2 1

- * More than one may be listed.

Table 1.
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Since the attempt itself was seldom the
reason for attendance, and since so few of the
attempters presented with psychiatric
symptoms, attempts by young clinic attenders
appear unlikely to come to the attention of
the medical personnel without direct ques-
tioning.

Demographic Correlates of Ever
Having Attempted Suicide

As previous studies suggested, rates of
suicide attempts at some time in their lives
were highest in older adolescent patients
(9% vs. 6%), in girls (9% vs. 5%), and in
whites {15% vs. 12% of "others" and 8% of
blacks) (Table 2). Youths occupying all
three high risk demographic categories (i.e.,
white females above the age of 15) had arate
of 17 percent; when all three were absent
(i.e., black males below the age of 15), there
were no attempts.

Like a lifetime history of attempts, attempts
within the current year were more common
in whites than blacks (7% vs. 3%) and higher

in females than males (4% vs. 2%).
However, whites did not exceed "others" in
frequency of current year attempts (both
were 7%), and current year attempts were at
least as common among younger as among
older adolescents (5% vs. 4%). The group
with the highest frequency of a recent at-
tempt was white females aged 13 or 14
(12%). Reflecting their having just entered
theyears at risk of attempts, all but one of the
attempters below age 15 had made an at-
tempt in the current year.

Because of the small numbers of "others" in
these clinics, ethnic comparisons will be be-
tween blacks and whites.

Family Background

Living Arrangements. At the time of inter-
view, only a minority (24%) of these
teenagers were still living with both their
biological parents. More than half (59%)
were living with only one parent--almost al-
ways the mother; 9 percent were living with
other relatives; 5 percent were married and
living with a spouse; and 4 percent were in

DEMOGRAPHIC CORRELATES OF SUICIDE ATTEMPTS
Percent Ever Attempted
AGE: Over 15 (2369) 9
Under 156 (418) 6
RACE: White (589) 15
Other (220) 12
Black (1978) 6
SEX: Male (637) 5
Female (2150} 9
Females Males
AGE RACE N % N %
Older White (426) 17 (r6) 11
Other (124) 13 B1) 16
Black (1264) 7 (400) 3
Younger  White (6s8) 12 (22) 5
Other (34) 8 (12) 0
Black {208) 7 77 g

Table 2.
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nonfamilial arrangements, i.e., with peers,
alone, or on the streets.

Residence with two biological parents was
associated with the lowest tates of recent
suicide attempts (Table 3). (We will consider
only recent attempts, because the living ar-
rangements may well have been different at
the time of earlier attempts.) The rate rose
from 2.5 percent in those living with two
biological parents to 14 percent among those
in nonfamilial arrangements.

These results are consistent with results both
from a Swedish study (Bergstrand and Otto,
1962), which found father’s absence to be as-
sociated with suicide attempts, and from an
American study of attempters seen in an
emergency room (Garfinkel et al., 1982),
which found attempters to have high rates of
absent fathers and child placement in extra-
familial settings. '

A high rate of attempts among adolescents
living in nonfamilial settings and a low rate
among those in intact families was found for
both younger and older adolescents, both
boys and girls, and both blacks and whites.
However, for older adolescents, there was no
difference in rates when residing with only
one biological parent vs. other relatives, and
for whites, residence with a spouse was as-
sociated with a lower rate than residence with
asingle parent or other relatives. For blacks,
all arrangements invelving living with rela-
tives--whether in an intact family, with a
single parent, or with other relatives--had a
similarly low rate. Biacks’ highest rate was

found among those living with a spouse.

Social Status. The social status of the
adolescent was judged, where possible, by the
occupation of the male head of the
househoeld in which ke or she had resided for
the longest time. If there was no male parent
in that home, but there was one in the cur-
rent home, the occupation of the current
father figure or if he was unemployed, the
mother’s occupation was used, similarly
choosing the mother figure in the household
in which the young person had lived longest,
or the current household if there had been
no mother figure in the household resided in
longest. Because this measure of social
status referred to the longest residence
rather than the current residence, we will
look at its influence on lifetime, rather than
recent, suicide attempts.

Parental occupation was not strongly related
to suicide attempts, and to our surprise, the
rate of attempts was positively correlated
with the parental occupational level (Table
4). When the parental occupation was
skilled or higher, 9 percent to 10 percent had
attempted suicide; when parental occupation
was unskilled the rate was 4 percent and
when the parent was typically unemployed, it
was 5 percent. This trend held for both males
and females. However, it did not apply to
younger adolescents, for whom the highest
rate was when the parent was unskilled or un-
employed. The fact that there were very few
unskilled or unemployed parents of white
adolescents may account in part for the in-

CURRENT LIVING ARRANGEMENTS AND RECENT SUICIDE ATTEMPTS
Percent with Attempts in Last Year

Current Residence N %
Both parents (637)
One parent (1596)
Other relatives (23)
Spouse (139) 5
No biological relatives (103) 14

Table 3.
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stability of the effect of parental occupation.
Presumably, the association with high status
reflects the fact that adolescents from high
status families who attend public clinics that
typically serve the poor are those who have
left the parental home because of problems
in the home or because of their own
problems; it is these problems, rather than
the relatively high occupational status of
their fathers, that explain their high rate of
suicide attempts.

Theinverse correlation between occupation-
alstatus and suicide attempt may suggest that
being in financial straits plays no role in
suicide attempts. However, not all families
with a breadwinner in a low status job are
seriously poverty-stricken, and adolescents
reared in high status homes but who are cur-
rently living on their own may be in dire
financial straits. Although we have no quan-
titative estimate of adolescents’ avaiiable
funds with which to assess poverty, we did ask
whether the adolescent had had serious
financial problems in the past year, for ex-
ample not having encugh money for food,
rent, clothes, etc. Twenty-five percent
reported financial problems of this severity.
There was an increase in risk of recent
suicide attempts associated with financial
problems, with 8 percent having attempted
suicide in the last year, compared with 3 per-
cent of those who denied such serious finan-
cial problems.

Home Atmosphere and Family Pathology.

In addition to asking for an objective descrip-
tion of the household in terms of the persons
with whom the adolescent lived, the head of
the household’s occupation, and financial
problems, we asked about family pathology
and home atmosphere. We asked whether
there had been suicide attempts by nuclear
family members and whether any had actual-
ly died as the result of attempts, and whether
any family member had shown various kinds
of psychiatric or behavioral problems. We
identified these problems by asking first
whether family members had had profes-
sional care for psychiatric problems; next,
whether they had been impaired by such
problems in terms of work or hospitalization;
and finally, after presenting thumbnail
sketches of persons with various types of
psychiatric disorders (depression, mania,
schizophrenia, alcoholism, drug abuse, an-
tisocial personality, and mental retardation),
whether anyone in the immediate family had
had each of these disorders. We will discuss
the relation of these family problems to
adolescents’ suicide attempts at any time,
since the problems might have occurred at
any time.

Suicide attempts by family members were
reported by 5 percent of the patients. Having
a suicidal family member was associated with
a high risk of having made an attempt them-
selves. While 7 percent of those without a
suicidal family member made an attempt, 26
percent of those with one did so. (The high

PARENT'S OCCUPATION AND SUWCIDE ATTEMPTS

Percent Ever Aitempted Suicide

Whites Blacks
Parental Qccupation N Total N Total N Total
Unskilled (293) 4 25 o 225 5
Skilled (1445) g 344 18 978 6
Lower white collar (451) 9 131 13 297 7
Higher white collar (226) 10 51 16 151 7

Table 4.
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rate of familial attempts among attempters
was also found by Garfinkel, 1682.) Interest-
ingly, attempts were more common in those
whose relative survived than in those whose
relative died as a result of the attempt (27%
vs. 15%), suggesting that knowing that it is
possible to survive an attempt may encourage
trying it oneself.

Fourteen percent of these adolescents had a
family member who had sought professional
treatment for psychiatric problems, and 7
percent had a family member impaired by
psychiatric illness. Of those whose family
member had been treated for psychiatric
problems, 18 percent had attempted suicide;
of those with a psychiatrically impaired rela-
tive, 17 percent had attempted suicide.

A much larger proportion of patients (33%)
recognized symptoms of mental illness in
their immediate family when the thumbnail
sketches were read to them than reported
psychiatric treatment or impairment in these
family members. Among those with an af-
fected family member, 14 percent had at-
tempted suicide. Rates were still higher
when there were multiple diagnoses in the
family. When two or three of the diagnostic
pictures were recognized, the suicide at-
tempt rate was 19 percent; when four ormore
were recognized, the suicide attempt rate
was 33 percent. (The association of parental
psychiatric disorder with suicide attempts
again agrees with results of the Swedish study
(Bergstrand and Otto, 1962) noted above.)
The association of a familial psychiatric dis-
order with suicide attempts was found for
both age groups, both ethnic groups, and
both sexes.

To assess family atmosphere, we asked
whether there had been much quarreling or
fighting in the adolescent’s home over the
lastyear. About one-fourthreportedsuchan
atmosphere at home, and among those who
did, 11 percent had attempted suicide in the
last year, compared with 2 percent of the
remainder. Suicide attempts were par-
ticularly common if the adolescent had been
personally involved in the fighting (12% vs.
7% if only others had been involved.)

4-102

These results show a clear association be-
tween family pathology and suicide attempts.
Although each of these factors was as-
sociated with an increased risk, the propor-
tion attempting among those exposed to each
of these risks was never more than one-third,
showing that most young people with these
adverse family situations did not attempt
suicide. To learn whether the concurrence
of different types of family pathology might
have a more potent influence, we created a
family pathology scale by giving a score of 1
to each adverse factor discussed above:
familial suicide attempts, quarreling, treat-
ment for psychiatric disorder, impairment,
and presence of disorder. The results are
presented in Table 5. When at least four of
these adverse family factors were present, as
was true in 1 percent of the sample, the risk
of ever having attempted suicide increased to
36 percent. When none of these signs of
family pathology was present, the rate was 3
percent.

Because this was a powerful monotonic
relationship, we considered whether this
index of family pathology might be sufficient
to select a clinic sample for intervention. We
found, however, that most of the adoiescents
whom the scale would have defined as at risk
had not attempted suicide, and those who did
attempt in the context of a pathological fami-
ly constituted only a minority of the at-
tempters. If, for example, we should select
for intervention those whose families had
three or more signs of pathology, this would
involve 10.5 percent of the sample in the in-
tervention program, and would reach only 29
percent of the suicide attempters.

Psychiatric Disorders and Their
Symptoms

Completed suicides in adults are much more
common in persons with a diagnosis of
depression, alcoholism, or drug abuse than in
the general population, and persons with one
of these three disorders make up most of the
completed suicides. Schizophrenics also
have an elevated risk of suicide, but the dis-
order is so rare that schizophrenics form a



L.Robins: Suicide Attempts in Teen-aged Medical Patients

negligible proportion of all suicides (Robins,
1984). Suicide attempts are also common in
persons with each of these diagnoses, as well
as in persons with a history of acting-out be-
haviors (antisocial personality) and in
women with a diagnosis of somatization dis-
order (Robins et al., 1957). Child suicide at-
tempters are distinguished by dysphoria,
substance abuse, and by aggressive behavior
(Garfinkel et al,, 1982). Little is known thus
far about how comorbidity--having more
than one of these disorders affects suicide
risk, nor do we know whether either depres-
sion or behavior problems must necessarily
be present (Carlson and Cantwell, 1982;
Shaffer, 1974). However, recent work has
suggested that it is the intersection of depres-
sion or substance abuse with an impulsive
personality that creates the highest rate of
risk (Weissman et al.,, 1973). Kovacs and
Puig-Antich (1986) have called attention to
the possible importance of the overlap be-
tween depression and aggression or impul-
sivity in suicide attempts.

To assess the importance of these symptom
patterns in adolescents, we will look at the
relationship of depressive symptoms (other
than suicidal ideation), substance abuse,
somatic symptoms without medical explana-
tion, and conduct problems with suicide at-

tempts. We will then look at the overlap be-
tween depressive and conduct symptoms to
see whether both are required, and if not,
whether the combination of the two is par-
ticularly virulent.

Depressive Symptoms. Adolescents were
asked whether they had ever suffered from
each of 23 depressive symptoms, in addition
to suicide attempts. Three of these
symptoms--thoughts of death, wanting to die,
and thinking of suicide--seem likely to be part
ofthe preparation for the attempt itself. And
indeed, two of these symptoms were very
highly associated with suicide attempts
(Table 6). Of those who had a two-week
period of wanting to die, 40 percent at-
tempted suicide; and of those who felt so low
that they thought of suicide, 46 percent at-
tempted it. However, a small number of at-
tempters (9%} did not describe a preliminary
period of depressed contemplation.

The remaining 20 symptoms, each less ob-
viously associated with suicide, included
depressed mood for two weeks or more, loss
of interest, loss of enjoyment, inability to
work because of low mood, irritability, loss of
appetite, loss of weight, sudden weight gain,
insomnia, oversleeping, fatigue, feeling
worthless, feeling physically slowed down,
feeling mentally slowed down, being restless

* Qutof:

1. Suicide attempt by relative

2. Quarreling and fighting at home

3. Psychiatric disorders in relative

4, Relative treated for emotional impairment
5. Relative impaired by psychiatric problems

FAMILY PATHOLOGY AND SUICIDE ATTEMPTS

Number of Adverse
Family Factors*
N
None (1423)
One (730)
Two (344)
Three (188)
Four (82)
Five (22)

Percent Who -
Attempted Suicide

%

3
9
17
20
27
36

Table 5.
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and overactive, hopelessness, trouble con-
centrating, crying spells, and avoidance of so-
cialinteraction. Each of these symptoms was
associated with an increased risk of suicide
attempts. Rates varied from 16 percent in
the presence of weight gain to 35 percent in
the presence of low mood lasting 2 years or
more. Other symptoms with particularly
high rates were hopelessness (33%), loss of
enjoyment (28%), feeling physically slowed
down (28%), fecling worthless (27%), and ir-

ritability (26%). Hopelessness has pre-
viously been found to be an excellent predic-
tor of suicidal intent in both children who
were psychiatric inpatients (Kazdin et al.,
1983) and adults (Beck et al., 1975).

Having multiple symptoms among the 20
depressive symptoms that are not clearly
prodromata to attempts greatly increased the
risk of attempts. In the presence of a single
one of these 20 symptoms, the rate of at-
tempts was 4 percent; when the number of

DEPRESSIVE SYMPTOMS AND SUICIDE ATTEMPTS
Percent Who
Preparatory Symptoms N Attempted
Thought of suicide (459) 46
Wanted to die (378) 40
Thought a lot abouit death (701) 23
Other Depressive Symptoms
Depressed 2 years (159) 35
‘Hopeless (434) 33
Lost all enjoyment (345) 28
Moved stowly (143) 28
Felt worthless (351) 27
Irritable during depressed episode (498) 26
Work impaired (427) 24
Thoughts slow (272) 24
Slept too much (293) 24
Restless (194) 23
Lost interest (405) 23
Insomnia (467) 21
Crying spells (555) 21
Withdrew (562) 21
Low mood (777) 21
Fatigue (388) 20
Poor concentration (451) 19
Poor appetite (320) 19
Weight loss (303) 18
Weight gain (272) 16
Number (Excluding Percent
Prep.) Symptoms Ever Attempted
None (1254) 2
One (473) 4
Two (292) 7
34 (328) 3
5-8 (331) 22
9+ (113) 46
Table 6.
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symptoms experienced reached nine, more
than 45 percent of adolescents attempted
suicide; when it reached 12, the rate rose to
50 percent.

Although having a large number of depres-
sive symptoms was an excellent predictor of
attempts, it by no means accounted for all
suicide attempters. However, a cut-off of
five depressive symptoms would have iden-
tified half (55%) the attempters. This cut-off
is associated with a high rate of attempts in
all demographic subgroups. Indeed, this
level of depressive symptoms in men creates
a risk of attempts equal to that in women
(27% for males with five or more depressive
symptoms vs. 28% for females with five or
more depressive symptoms). Among whites,
this level of depressive symptoms also
removes the effect of age. The effect of eth-
nicity, however, is not removed in the
presence of five or more depressive
symptoms. For whites older than 15 with five
or more depressive symptoms, the rate of at-
tempts is 37 percent; for blacks older than 15,
it is 25 percent; for whites younger than 15,
therate is 36 percent; for blacks younger than
15, it is 17 percent.

Depressive symptoms are clearly an excellent
indicator of suicide attempt risk. Nonethe-
less, use of five or more depressive symptoms
as the single criterion would still miss almost
half of the attempters. Therefore, it is worth
looking for other indicators as well.

Substance Abuse

Alcohol.  About half the teenagers inter-
viewed reported having had alcoholic drinks,
but few (8%) had become regular drinkers,
defined as drinking an average of once a
week or more over the last year or having had
a sustained period of very heavy drinking in
the last year. Regular drinking was a striking
predictor of suicide attempts. Among those
drinking regularly in the past year, 12 percent
had attempted suicide in that period, com-
pared with 3 percent of the remainder, An
elevated rate of attempts was associated with
regular drinking for each of the sub-popula-
tions identified by age, sex, and race. The

groups most strikingly affected were the
young, whites, and females. Only 17 of the
young had been frequent drinkers, but 24
percent of them had attempted suicide in the
last year. Among white frequent drinkers, 15
percent had made a recent attempt; among
female frequent drinkers, 14 percent had.
Among the eight frequent drinkers who were
young, white, and female, three (38%) had
attempted suicide in the last year.

Few of these young people had been drink-
ing long enough to develop drinking
problems, but among the 2 percent who in
the last year had at least two problems of the
kind used to make a diagnosis of alcohol
abuse or dependence (e.g., missing school
because of drinking, binges, or blackouts), 17
percent had attempted suicide.

Getting drunk was more common than either
regular drinking or alcohol problems. Seven-
teen percent of these young people had been
drunk at least once dsring the preceding
year. If they drank without ever getting
drunk, the rates of recent attempts were only
slightly higher than rates for those who did
not drink at all (5% vs. 3%). If they had been
drunkonce or twice in the last year, 7 percent
had recent attempts; among those who got
drunk three times or more in the last year, the
rate was 13 percent. Almost half (46%) the
attempters in the last year had been drunk
three or more times that year.

Drugs. One-third of these young people had
used marijuana. Use of other illicit drugs was
much less common; the next most frequent-
ly used drug was amphetamines (7%).

While use of any drug was associated with an
increased risk of suicide attempt, the associa-
tion was particularly strong with the use of
drugs other than marijuana (Table 7). The
single predictor producing the highest rate of -
having ever attempted suicide was PCP use;
two-thirds (67%) of the 30 PCP users had
made a suicide attempt. Rates were also
above 40 percent for users of barbiturates (N
= 85), hallucinogens (N = 82), and glue (N
= 66). (Rates were also very high among the
few users of heroin (N = 12) and "T’s and
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blues" (N = 11), but they are omitted from
Table 7 because of their small number.)

Weekly use of any drug in the last year was
associated with a suicide attempt during that
period (13% vs. 3% of the rest of the sample).
Drug use of this frequency was associated
with elevated rates for each of the
demographic subsamples, but particularly
among the young. Only 27 of those under 15
had been weekly drug users in the prior year,
but 30 percent of them had attempted suicide
during that year. Effects of frequent druguse
also tended to be greater in whites and girls.
Combining these demographic factors, we
find that 38 percent of the 13 young white
girls who were weekly users had attempted
suicide in the last year.

Somatic Symptoms. The interview explored
17 somatic symptoms that could be attributed
to physical illness or that might have no physi-

cal basis. They included pain in the ab-
domen, back, joints, limbs, chest, and head;
urinary symptoms; fainting; palpitations; diz-
ziness; weight change; menstrual symptoms
including excessive pain, excessive bleeding,
or irregularity; and more global physical
symptoms such as perceiving oneself to be
sickly and having to give up activities because
of poor health. An abundance of such
symptoms without a physical basis (formerly
called "hysteria," more recently "somatization
disorder") has been reported as associated
with suicide attempts in adult women
(Schmidt et al., 1954).

While each of the symptoms explored was as-
sociated with an increased rate of ever having
attempted suicide, for only a few symptoms
(joint pain, chest pain, urinary problems, pal-
pitations, dizziness, excessive menstrual
bleeding, weight change, and general sickli-

ILLICIT DRUG USE AND SUICIDE ATTEMPTS
Percent Ever Attempting

When' Any Use of This Drug
N %
Total Sample 2787 8
No marijuana 1978 4
Marijuana 803 17
Amphetamines 198 27
Cocaine 123 37
Hallucinogens 82 40
Glue 66 42
Barbiturates 85 45
PCP 30 67

Percent Attempting Recently

When Drug Taken Frequently

This Year
N %
Total Sample 2798 4
No marijuana 2598 3
Marijuana 183 14
Amphetamines 80 25
Cocaine 63 22
Hallucinogens 47 20
Glue 24 33
Barbiturates 45 36
PCP 21 43
Table 7.

4-106



L.Robins: Suicide Attempts in Teen-aged Medical Patients

ness or giving up activities) did it seem to mat-
ter whether there appeared to be a physical
basis for the symptom. Four percent of the
sample had at least three somatic symptoms
not explained by physical illness. Among
these, 25 percent had ever attempted suicide,
but they represented only 11 percent of all
attempters. Thus, somatic symptoms were
associated with suicide attempts, but they
were a less powerful risk factor than depres-
sion or substance abuse.

Conduct Problems. Respondents were
asked whether they had ever done any of 13
acts that are commonly used to make a diag-
nosis of conduct disorder. The behaviors in-
vestigated included disciplinary problems at
school that led to expulsion or suspension,
stealing, repeated truancy, repeated lying,
running away from home, prostitution, fight-
ing, tormenting animals, robbery, arson, van-
dalism, breaking into locked buildings, and
use of weapons. Almost all (85%) of these
inner city adolescents had committed at least
one of these acts, and three-quarters (76%)
had committed one or more of them at least
three times. One out of 11 (9%) had done at
least four of these acts three times or more.

With each increase in the number of acts car-
ried out repeatedly, the risk of having ever at-
tempted suicide increased (Table 8). Only 2
percent who had committed none of these
acts had ever attempted suicide; when four
or more acts had been committed repeated-

ly, the suicide attempt rate was 24 percent.
Adolescents with four or more repeated be-
havior problems accounted for one-quarter
of all attempters.

Their higher rate of behavior problems
seems to have accounted for the higher rate
of suicide attempts in older adolescents.
When the number of behavior problems
repeated was held constant, the age dif-
ference essentially disappeared; with no such
repeated behavior problems, the rate of
suicide attempts was 1 percent in younger
and 2 percent in older adolescents; when
there were four or more, the rate of suicide
attempts was 22 percent in the younger and
24 percent in the older group. For ali
demographic subpopulations, attempt rates
were elevated when behavior problems were
elevated.

Each of these behaviors used as evidence for
conduct problems was associated with an in-
creased risk of suicide attempts. Particularly
striking was the association with running
away from home. Of those who had ever run
away, 24 percent had attempted suicide, as
had more than a third of those who had run
away more than three times and almost half
of those who had run away 10 times or more.
And among attenders at free clinics, running
away is a much more common behavior
(18%) than in the general population. Be-
cause running away is both common and a
potent predictor in this sample, runaways ac-

BEHAVIOR PROBLEMS AND SUICIDE ATTEMPTS

Proportion Attempting Suicide Ever

Number of Problems At Least Once Three Times or More
Occurring: N % N %
None 429 670 2
One 551 2 859
Two 615 5 676 10
Three 463 9 322 16
Four or more 729 19 260 24

Tabhle 8.
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counted for one-third of the suicide at-
tempters. Clearly, when the "street kid"
seeks medical care, an important opportunity
is presented for suicide attempt prevention.

Depression Combined with Conduct
Problems. One of our goals was to learn
whether & combinaticn of depression or drug
abuse with symptoms typically associated
with high impulsivity was a requijsite for
suicide attempts, or if not, whether this com-
bination greatly increased the risk: %o find
this out, we looked at rates of attempts in
depressives with and without conduct
problems, since the latter have been found to
be highly related to impuisive behavior.

The results show that a combination of
depression with conduct problems of this de-
gree of severity is not required, but the ef-
fects of conduct problems and depressive
symptoms are independent and additive
(Table 9). When neither was present at the
levels set (three or more depressive
symptoms and five or more repeated conduct
problems), 3 percent attempted suicide.
When conduct problems were present
without depression, the rate of attempts was
9 percent. When depression occurred
without conduct problems, 20 percent at-
tempted suicide, and finally, when both were
present almost half (46%) attempted suicide.
Clearly, depressive symptoms are the more
potent factor, but the risk is greatly increased
if the individual is also impulsive. This pat-
tern held for both boys and girls. For boys
the rate of attempts was only 1 percent when
neither depressed nor with conduct

problems, 4 percent with only conduct
problems, 13 percent with only depression,
and 50 percent when both occurred. For

~girls, the comparable figures are 4 percent,

17 percent, 21 percent, and 44 percent. Girls’
rates were higher than boys’ with either
syndrome alone, but girls were less affected
than boys by the concurrence of depression
and behavior problems.

Given the high suicide attempt rate when
depression and conduct problems were both
present, it is of interest to see how often they
concur. There was a time when it was
believed that conduct problems were a
"defense against depression,” suggesting that
their concurrence would be very rare. In fact,
this is not the case; they are positively corre-
lated. In nondepressed adolescents, conduct
problems of this severity occurred in 2 per-
cent; in depressed adolescents, they occurred
in 8 percent. A positive association between
depression and conduct problems was found
for both boys (5% vs. 16%) and girls (1% vs.
7%), even though base rates of conduct
problems are higher in boys and base rates of
depression are higher in girls. If adolescents
with both syndromes were selected for inter-
vention, 2 percent of the population would
enter care and 13 percent of the attempters
would be reached.

Life Events

So far, we have considered demographic fac-
tors, family factors, and symptoms as predic-
tors of suicide attempts. While these serve as

CONCURRENCE OF DEPRESSION AND BEHAVIOR PROBLEMS N
PREDICTING SUICIDE ATTEMPTS

Percent Attempting

Repeated Suicide
Depressive Symptoms Behavior Problems N %
0-2 0-4 (1971) 3
5 or more (46) 9
3 or more 0-4 (707) 20
' 5 or more (63) 46

Table 9.
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the background that provides a vulnerability
to attempts, the immediate trigger often ap-
pears to be some adverse life event. The
events about which we have information in-
clude the presence of a chronic illness, being
arrested, being jailed, being hurt or
threatened, being raped, failing in school,
learning that one has a sexually transmitted
disease, experiencing a death, and being
pregnant.

Because youngsters were asked whether
each of these events had occurred within the
past year, but not about their previous occur-

rence, the events could be analyzed as pos-
sible causes only of suicide attempts within
the past year. Finding that the occurrence of
these events in the past year is associated
with more attempts in the same time period
need not mean, of course, that they triggered
the attempt. We do not know whether the
event preceded the attempt, but even when
it did, both may have been explained by some
unidentified earlier determinant. We can
come closer to being convinced that the
event played a role in the suicide attempt if
it was associated with a first suicide attempt.

EVENTS IN THE CURRENT YEAR
ASSOCIATED WITH RECENT SUICIDE ATTEMPTS
First Attempt
Any Attempt (of those with no
previous attempt)
Males Females Males Females
N % N % N % N %
Chronic lliness
Present 139 5 513 7 131 4 472 6
Absent 498 2 1637 4 492 2 1551 3
Rape
Present - - 2 7 - - 19 5
Absent - 2129 4 - - 2008 4
If attending school
Falled 53 6 26 10 50 6 113 6
Passed 563 2 182 4 557 2 1735 4
Arrested 66 6 130 15 60 3 117 15
Not arrested 569 2 2013 4 559 2 1803 3
Jailed 28 7 52 25 26 4 43 23
Not Jailed 605 2 2088 4 593 2 1975 3
VD 37 5 103 10 37 5 89 7
No VD 591 3 2025 4 577 2 1917 4
Death of someone
close 233 3 757 5 225 2 724 4
No death 393 3 363 4 387 3 1275 4
Hurt or threatened 89 11 284 12 84 10 241 11
Not hurt 542 1 1858 3 533 1 1779 3
Event caused PTSD
sympitoms 37 8 234 14 36 6 204 11
No PTSD symptoms 597 2 1906 3 584 2 1814 3

Table 10.
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Results are shown in Table 10 for boys and
girls separately with respect to risk of a
suicide attempt in the same year as the event
and also of a first suicide attemnt in that year.
Youmngsters’ first attempts are calculated for
those exposed to each event who had no at-
tempt prior to the current year. Rates of first
attempts are slightly lower than rates of any
attempt in the same year. This should be ex-
pected, given our earlier observation that
having had a previous attempt increases the
risk of a subsequent attempt.

Having someone close to you die was not re-
lated to suicide attempts. For girls, there
seemed to be little or no effect of being raped
or getting pregnant on the rate of subsequent
suicide attempts. All other adverse events
were associated with some increase in at-
tempts in the past year. Particularly strong
relationships were found for being assaulted
or threatened. These relationships were
found for both boys and girls. The increased
risk of suicide attempt associated with being
the victim of a physical attack should alert
emergency room personnel to offer reas-
surance that having been battered is no cause
for shame or for feeling hopeless about
preventing future attacks, and to recommend
further care if the young person’s reaction
appears intractable to such reassurance.

Another type of life event showing a strong
association with suicide attempts was trouble
with the law. Twelve percent of those ar-
rested and 19 percent of those incarcerated
in the last year had attempted suicide. Girls
were more vulnerable than boys to contacts
with the law. Fifteen percent of girls arrested
and 25 percent of those incarcerated in the
prior year attempted suicide, compared with
4 percent of the remainder. Although we do
not know whether these excess attempts oc-
curred during the period of incarceration,
these results suggest that the precautions
commonly taken in detention settings to
protect males from suicide should*probably
be extended to females as well.

Putting these Results to Use
We have found that 8 percent of the young
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persons seen in inner city medical clinics
reported having attempted suicide at some
time in their lives, 4 percent within the year
preceding the interview. Attempts appear to
be recurrent, since attempts in the last year
were more frequent in those who had made
earlier attempts.

We have found a variety of correlates of
suicide attempts. They are summarized in
Table 11. The proximal depressive
symptoms of thoughts about death and
thoughts about suicide and the use of exotic
drugs are the best single correlates, but there
are many others that are also strong,.

These correlates can be used as indicators of
which clinic patients appear to be at risk of
suicide attempts. They may also serve to
identify high risk individuals in the general
population, although we do not yet know
how generalizable our findings are. Nor do
we know how well suicide attempts in in-
dividuals with a particular set of characteris-
tics can predict actual suicides. Putting these
multiple indicators to practical use in clinics
requires that clinic personnel have a plan for
systematically uncovering their presence in a
manner that is not unduly intrusive and that
does not require asking an excessive number
of questions of those at low risk. In Table 12,
we suggest a plan of inquiry that should alert
clinic personnel to suicide risk as rapidly and
unobtrusively as possible. It begins with in-
formation routinely collected at intake, such
as the presenting complaint and the people
with whom the adolescent lives. It then adds
predictors that can be assessed with only a
question or two. If used in this clinic sample,
these questions would have rapidlyidentified
more than 90 percent of the youngsters in our
stedy who reported to us having attempted
suicide. The first positive response would
trigger exploration of suicidal ideation, leav-
ing each successive question to be asked of a
smaller number of patients. How far down
the list of indicators clinic personnel would
want to proceed would vary with the facilities
forcare and the degree to which they felt that
the assistance to be offered would actually
resolve the youngsters’ problems.
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The indicators we suggest in Table 12 are not
necessarily causes of suicidal behavior, but

some of them may be causal. To the extent
that they are causal, it should be useful to

GOOD PREDICTORS OF SUICIDE ATTEMPTS IN ADOLESCENT CLINIC PATIENTS

54 x Population rate

4-5 x Population rate

3-4 x Population rate

2-3 x Population rate

Used barbs, PCP, hallucinogens, T's &
bBlues, glue

Wanted to die
Thought of suicide

Depressed 2 years or more
Attempt before this year
Hopelessness

4 or more family diagnoses
Runaway

Alcoho! problems this year
Incarcerated this year

Not living with relatives
Psychiatric chief complaint

Relative atiempted

Specific depressive symptoms ever
loss of enjoyment
felt slowed down
felt worthless
irritable

5 or more depressive symptoms
Ever incarcerated

3 or more somatic symptoms
rot medically explained

4 or more behavior problems

Fighting at home invciving patient
this year

Has heen drunk at least 3 times in the
last year

Hurt or threatened this year
Arrested this year

White female aged 15-18

Has thought often about death

Any depressive symptom ever

Ever in trouble with the law

Severe poverty

5 or more post-traumatic symptors

Table 11.

==
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design interventions that would reduce their
prevalence. Treating youngsters for depres-
sion, helping them to resolve conflicts with
family members, encouraging them to stay
and work out family problems rather than run
away, helping them to reduce their alcohol
and drug intake may well be interventions
that would also reduce the frequency of
suicidal behavior. Other indicators, such as
being assaulted or having suicidal family
members, may not be possible tc eradicate,
but it could be useful to warn youngsters that
such experiences and family settings put
them at risk of harboring suicidal thoughts,
and to urge them to seek help should such

thoughts appear.

RECOMMENDATIONS

Because suicide attempts frequently precede
actual suicides and are, in any case, signals of
profound distress, animportant intermediate
step in preventing youth suicide should be
learning what factors were related to suicide
attempts and attempting to prevent further
attempts.

Adolescent clinic patients are an accessible
population for identifying those at risk of
suicide attempts. This paper has used such a
population to develop a set of markers that

HOW TO IDENTIFY 90 PERCENT OF SUICIDE ATTEMPTERS EFFICIENTLY
Percent of Cumulative
Percent Attempters Percent of
Asked the Added it Attempters
Question Positive identified
Is presenting
complaint psychiatric? 100 11 11
Does R live with
no relative or spouse? 95 13 24
Was R drunk 3 times or
more last year? 89 17 41
Has R ever runaway from
home? 84 25 66
Has R ever used
hallucinogens, T's & blues,
PCP, barbiturates, or glue? 72 3 69
Did R use lllicit drugs
most weeks last year? 71 2 71
Has anyone in R’s family
attempted suicide? 68 5 76
Has R ever had a period of
two weeks or more of
feeling worthless? 66 7 83
Has R ever been arrested? 60 3 86
Has R ever been beaten or
threatened in the last year? 57 3 89
Has R ever had 2 weeks or c
more of feeling hopeless? 53 2 91
Table 12.
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might assist pediatricians, obstetricians, and
other medical personnel in clinics to recog-
nize those at risk so that they can be asked
about their suicidal ideation and so that in-
terventions can be instituted. While the
results provide no direct information about
what interventions might work, it is at least
worth trying interventions that would lower
the risk profile and then evaluating their ef-
fectiveness. Likely candidates for interven-
tions would seem to be treatment for
depression and substance abuse, efforts to
reconcile runaways with their families, and
development of crisis centers for youths who
are victims or perpetrators of crime. Once
interventions have been developed, the fol-
lowing program of intervention and its
evaluation should be undertaken:

1. Use the correlates of suicide attempts
found in this and other studies to develop
a set of indicators of risk that can be used
nonintrusively and rapidly with adolescent
clinic patients.

2. Encourage the systematic use of these in-
dicators by clinic personnel to select
patients for questioning about suicidal
ideation. Identification requires direct
questioning because youths seldom volun-
teer their suicidal thoughts in routine
clinic visits.

3. Offer youths with high risk profiles inter-
ventions that might reduce the prevalence
of these indicators. Where reduction is
not possible, inform them that they may be
at heightened risk for suicide attempts,
and advise them to seek services in crisis
situations. Provide them a list of sources
to contact.

4. Institute prospective studies using fol-
lowup interviews and searches of death
records after instituting the interventions
suggested above to compare three groups
withrespect to their subsequent suicide at-
tempts and completed suicides: (1) youths
whose risk profiles remained high despite
selection for intervention because of non-
compliance with treatment offered or
treatment failure, (2) youths for whom in-

tervention succeeded in improving their
set of risk indicators, and (3) youths not of-
fered intervention because they were as-
sessed as being at low risk of future
attempts. This study willboth evaluate the
predictive power of the risk profiles and
test the effectiveness of the interventions.

5. Use the results of prospective studies such
as the one described above to improve the
set of indicators and interventions being
offered in clinic settings, and repeat the
evaluation.

6. When identification has been
demonstrated to lead to successful inter-
vention, expand the settings inwhich iden-
tification and subsequent interventions
can be carried out. Likely sites include
emergency rooms and police stations.
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ABSTRACT

Data from the five sites of the National In-
stitute of Mental Health Epidemiologic
Catchment Area Study were examined for
lifetime prevalences of thoughts of death,
desire to die, suicidal ideation, and suicide at-
tempts. Of 18,571 aduits aged 18 years and
older who participated in the study, 21.7 per-
centreported that there had been a period of
2 weeks or more some time during their lives
when they thought about their own or
another’s death, 7.1 percent reported that
they had "felt so low" they wanted to die, 10.2
percent reported that they thought about
committing suicide, and 2.9 percent reported
that they had attempted suicide at some time
in their lives. Females, persons aged 25 to 44

years, separated or divorced persons, whites,
and persons with low socioeconomic status
were more likely to have either thought of
cominitting suicide or attempted to commit
suicide. Persons who had a diagnosis of a
psychiatric disorder were more likely to have
either thought about suicide or attempted
suicide than were persons with no psychiatric
diagnosis (odds ratios = 6.0 and 8.4, respec-
tively).

INTRODUCTION

The epidemiology of suicide in the United
States has been analyzed in detail for the
general population (1-4) and for the nation’s
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youth (1,5-10). These analyses are based on
death certificate information and, although
the problem of misclassification of suicides is
an important one, the descriptive epidemiol-
ogy of those deaths that are coded as suicides
may be considered as descriptive of the en-
tire populatior: and relatively accurate.

The same is not true of suicidal ideation and
attempted suicide (parasuicide). Most
studies addressing the prevalence or the
descriptive epidemiology of suicidal ideation
or attempted suicide have been based on
limited or special populations, such as all ad-
missions to a particular hospital or specialty
service for attempted suicide in a particular
time period (11,12). Results from such
studies, although extremely useful to the
clinician, cannot reliably be generalized to
the general population. Random population
surveys have often been based on fairly small
samples from a single locale.

The available epidemiologic information on
the population prevalence of suicidal idea-
tion and attempts comes predominantly from
four major surveys conducted in North
Anmerica (13-16). Paykel and his colleagues
(13), in a general population survey of 720
adults from a population of 72,000 in New
Haven, Connecticut, reported that 8.2 per-
cent of the respondents answered "yes" to the
question, "Have you ever wished you were
dead--for instance, that you could go tosleep
and never wake up?" However, very dif-
ferent results were reported by Ramsay and
Bagley (16) from another population survey
in Calgary, Alberta, Canada, in which the
question was asked using Paykel’s exact
wording. Of 679 adults surveyed from a
population of 350,000, 32.3 percent reported
that they had, at some time in their lives,
wished they were dead.

Regarding suicidal ideation, Schwab and his
colleagues (14) found that 15.9 percent of
1,645 adults from a random sample of 37,000
households in north Florida reported some
degree of suicidal ideation when asked, "How
often do you think about suicide? Would you
say--never, seldom, sometimes, often, all of
the time?" Vandivort and Locke (15) asked
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a random sample of 3,935 adults from Kan-
sas City, Missouri, and Washington County,
Maryland, how often they thought most
other people thought about suicide: 18.1
percent of the respondents said "several
times a year" and 9.1 percent said at least
once a month. Paykel asked about suicidal
ideation with two questions of differing in-
tensity: "Have you ever thought of taking
your life, even if you would not really do it?"
and "Have you ever reached the point where
you seriously considered taking your life, or
perhaps made plans how you would go about
doing it?" In this survey, 4.8 percent of the
respondents answered "yes" to the former
question, and 2.6 percent answered "yes" to
the latter. Ramsay, using the same two ques-
tions as Paykel, reported much higher
prevalences of 37.8 percent and 13.4 percent,
respectively.

Although very few population surveys have
addressed the lifetime prevalence of at-
tempted suicide, those that have been done
have generated estimates that are basically of
the same order of magnitude--about 1\per-
cent to 4 percent. Paykel found that 1.1 per-
cent of the respondents in his sample
reported having, at some point, "made an at-
tempt to take (their) life" (13). Again, Ram-
say found a higher lifetime prevalence in his
survey (4.2%), using the same wording as
Paykel (16). Schwab found an intermediate
lifetime prevalence: 2.7 percent of his
sample reported having tried to commit
suicide (14).

The crude annual incidence of attempted
suicide has been estimated in a number of
studies in which various methodologies were
used. Weissman (11), in a review of English
language studies from 1960 to 1971, reports
a range of crude annual incidence rates for
suicide attempts from a low of 0.04 percent
in New Delhi, India, to a high of 0.73 percent
in London, Canada. Again, very few popula-
tion surveys have addressed this question.

. Schwab reports an incidence rate of 0.36 per-

ceit in his sample (14); Paykel’s estimate is
somewhat higher, at 0.56 percent (13); and
Ramsay’s estimate is higher still, at 0.80 per-
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cent (16). All three of these incidence rate
estimates are of the same order of mag-
nitude. Notably, studies in which general
practice physicians were sampled (17) or
prospective studies in which multiple sources
(inchuding jails) were used (18) have yielded
estimates similar to those reported by these
population surveys,

For this paper, we present epidemiologic
data on the distribution of suicidal ideation
and suicide attempts in the general com-
munity. We report here the results of inter-
views with 18,571 adults from five sites,
conducted as part of the National Institute of
Mental Health Epidemiologic Catchment
Area Study.

MATERIALS AND METHODS

Epidemiologic Catchment Area. The
Epidemiologic Catchment Area (ECA)
Study is a five-site, two-wave community sur-
vey of selected mental disorders (19-23).
Detailed descriptions of the study design and
sampling procedures have been published
(19,20,24). Briefly, complex, multistage
probability samples of households were
drawn in each of the five participating sites
of New Haven, Connecticut, Baltimore,
Maryland, St. Louis, Missouri, the Piedmont
region of North Carolina, and Los Angeles,
California. Elderly persons were over-
sampled in New Haven, Baltimore, and the
Piedmont. Blacks were oversampled in St.
Louis, and the Baltimore site selected some
neighborhoods in the catchment area that
were predominantly black. The Los Angeles
site selected some neighborhoods in the
catchment area ihat were predominantly
Hispanic; most of these residents were
Mexican American. In gencral, one adult
was interviewed per household, resulting in
more than 3,000 adults 18 years old and older
from four sites and more than 5,000 in the
New Haven site. An additional 500 subjects
were interviewed in institutions. At four
sites, respondents were interviewed in the

household in two waves, 1 year apart.
Respondents in New Haven were inter-
viewed in three waves at 6-month intervals.

Data collection included information on
symptoms of affective, anxiety, and
schizophrenic disorders, other psychiatric
disorders, substance abuse, health service
utilization for mental health problems, and
sociodemographic characteristics. Diag-
noses of selected mental disorders were
made on the basis of standardized diagnostic
criteria of the American Psychiatric Associa-
tion (25). These criteria were operational-
ized in the Diagnostic Interview Schedule
(DIS), a highly structured instrument
developed specifically for use in community
surveys by trained lay interviewers (26,27).
Responses regarding the presence or ab-
sence of selected symptoms were entered
into a computer algorithm that assigned a
specific diagnosis to each respondent who
miet criteria for mental disorders. Although
the DIS continues to undergo validity and
reliability checks, it is generally considered to
be an acceptable instrument for use in com-
munity surveys (28-31).

The weighted sociodemographic characteris-
tics of the combined sample by site are shown
in Table 1.

Suicidal ideation and suicide attempts. The
DIS contains four questions on death and
suicide that were asked of each respondent
as part of the symptom cluster for diagnosis
of major depressive episode:

1) Has there ever been a period of 2 weeks or
more when you thought a lot about death--
either your own, someone else’s, or death in
general?

2) Has there ever been a period of 2 weeks or
more when you felt like you wanted to die?

3) Have you ever felt so low you thought of
committing suicide?

4) Have you ever attempted suicide?
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Socicdernographic characteristics (% distribution) of respondents, by site
Epidemiologic Catchment Area Study, Wave 1, 1981-1984
Characteristic Total New Haven Baltimore St. Louls Piedmont, NC Los Angeles

(n) (18,571) (5,034) (3,481)  (3,004) (3,921) (3,131)

Tbtal 100.0 100.0 100.0 160.0 100.0 100.0
Sex

Male 41.0 41.0 38.0 40.0 398.5 47.3

Female 59.0 59.0 62.0 60.0 60.5 52,7
Age*

18-24 121 8.5 145 15.7 9.6 15.3

25-44 35.1 24.4 34.8 411 31.4 51.5

45-64 22,0 16.0 24.2 24.0 27.4 20.7

> 65 30.7 51.2 26.5 19.2 31.7 12.3
Ethnicity**

Nonblack/

Non Hispanic 68.8 90.3 65.2 61.0 63.9 51.1
Black 23.4 8.4 34.0 38.5 35.8 4.6
Hispanic 7.8 1.3 0.8 0.5 0.3 443

Marital Status
Married 46.8 49.5 42.2 45.7 51.1 43.3
Never married  20.5 15.7 22.8 22.5 15.3 30.2
Sep./Divorced 14.9 10.3 18.4 18.5 11.6 19.3
Widowed 17.7 245 16.4 13.3 221 7.2
Socioeconomic
status in quartiles
lL.owest 24.3 20.6 30.3 22.7 29.5 18.3
Medium low 33.5 329 39.6 35.6 311 28.5
Medium high 28.2 30.6 24.9 27.8 26.1 31.2
Highest 14.0 16.0 5.2 139 13.2 22.0
Employment status***
Employed 47.1 38.8 40.0 48.7 46.3 65.4
Not employed 529 61.2 60.0 51.3 53.7 34.6
Psychiatric diagnosis
(ever in lifetime)
No 67.1 75.4 61.2 65.4 64.8 64.8
Yes 328 24.6 38.8 34.6 35.2 35.2
Yo ‘The elderly were oversampled in New Haven, Baltimore, and Piedmont.
**  Blacks were oversampled in St. Louis; the Baltimore site selected some neighborhoods in the catchment area that
were predominantly black; the Los Angeles site selected some neighborhoods in the catchment area that were
predominantly Hispanic
**+ "Not employed" includes homemakers; total number not responding to this question = 1,313

Table 1.
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All four questions were asked of each
respondent at both the baseline (Wave 1)
and followup (Wave 2) interviews. In addi-
tion, respondents at three of the five sites
(Baltimore, the Piedmont, and Los Angeles)
were asked at both interviews about the
recency of the symptoms. Suicidal ideation
was represented by an affirmative response
to Question 3, and suicide attempt was rep-
resented by an affirmative response to Ques-
tion'4.

Analyses. In this paper, we present analyses
based on data from the Wave 1 household in-
terview at all sites. All analyses took into ac-
count the complex sampling procedures used
in the study. The data were weighted by age,
sex, and race/ethnicity (black/Hispanic/non-
black, non-Hispanic) to standardize the com-
bined five-site population to the United
States household population as determined
by the 1980 Census (24).Responses to each
of the four questions were tabulated by sex,
age, race, marital status, socioeconomic
status, employment status, site, and
psychiatric diagnosis. Weighted prevalence
estimates ,and standard errors were
generated by using PROC SESUDAAN
(32). Significant differences in bivariate
comparisons were determined by using a

standard Z-statistic.

Four weighted logistic regression models,
one for each death/suicide question, were
constructed with SAS PROC LOGIST (33),
with sex, age, race, marital status,
socioeconomic status, employment status,
site, and psychiatric diagnosis as the inde-
pendent variables. The model parameters
produced by PROC LOGIST were then
entered into PROC RTILOGIT (34), along
with the stratification variables from the sam-
pling design. This procedure made it pos-
sible to produce tests of significance of the
model parameters by taking into account the
complex sampling design of the ECA Study.
The overall alpha level was set at 0.05 for
each regression analysis. Because the
analyses estimated 18 regression coefficients,
statistical significance for each was tested at
a probability level of 0.0028 (0.05/18), based
on the Bonferroni inequality (35). Odds
ratios and confidence limits were computed
for the variables found to be significant,
based on the coefficients and their standard
errors derived from PROC RTILOGIT.

RESULTS

Prevalence. Table 2 shows the overall

Weighted prevalence per 100 of thoughts of death, desire to die,
suicidal ideation, and suicide attempt, by recency
Epidemiologic Catchment Area Study, Wave 1, 1981-1984
Time of Thoughts Desire  Suicidal  Suicide
ogccurrence® ofdeath todie Ideation attempt
Ever (lifetime)** 222 7.2 10.7 29
Ever (lifetime)*** 20.7 6.7 10.2 3.0
Morethan 1 year ago*** 20.6 6.7 10.1 3.0
Last year*** 10.1 26 26 0.3
Last 6 months*** 8.7 21 1.8 0.2
Last month*** 6.0 1.4 0.8 C.1
Last 2 weeks*** 4.6 1.1 0.6 0.1
*Overlapping time categories.
**Includes all five sites.
**+Pxcludes New Haven and St. Louis.

Table 2.
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weighted prevalence of thoughts of death,
desire to die, suicidal ideation, and suicide at-
tempts by recency. Recency questions were
not asked at the Yale and St. Louis sites, and
these sites are therefore not represented in
the estimates for 1 year, 6 months, 1 month,
and 2 weeks. Most suicide ideation experien-
ces and attempts occurred more than a year
before the interview. "Thoughts of death”
was the most frequently reported outcome,
and suicide attempts were the least common
outcome. The prevalence of suicidal idea-
tion was higher than the desire to die when
respondents reported having experienced
this symptom more than 1 year before the in-
terview; the desire to die was more prevalent
than suicidal ideation when respondents
reported its occurrence within 6 months or
less of the interview.

Table 3 shows the weighted prevalence of
thoughts of death, desire to die, suicidal idea-
tion, and suicide attempts by
sociodemographic characteristics,
psychiatric diagnostic status, and site. Stan-
dard errors for each estimate appear in
parentheses. All four outcomes were sig-
nificantly more frequent among women and
persons with a psychiatric diagnosis. Persons
25 to 44 years of age had significantly greater
rates for all four outcomes than did older per-
sons. Persons 18 to 24 years of age had sig-
nificantly greater rates of thoughts of death,
suicidal ideation, and suicide attempts than
did persons 45 years of age and older. Non-
Hispanic/nonblack (predominantly white)
persons had the highest rates of thoughts of
death and suicidal ideation, whereas
Hispanics had the highest rates of desire to
die and suicide attempts. Within marital
status categories, separated or divorced per-
sons had significantly higher rates of desire
todie, suicidal ideation, and suicide attempts.
Thoughts of death were most common
among widowed individuals. Persons with
higher socioeconomic status had the highest
rates of suicidal ideation, but persons with
lower socioeconomic status had the highest
rates of suicide attempts. Persons not cur-
rently employed had higher rates of thoughts
of death, desire to die, and suicide attempis.
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Finally, there was considerable variation in
the outcomes by site, with generally lower
rates in Baltimore and the Piedmont and
highest rates in Los Angeles, particularly for
suicidal ideation and suicide attempts.

Because Los Angeles was the only site that
sampled a large proportion of Hispanics, it
was also necessary to compare the rates for
this group with rates for blacks and others
(non-Hispanic/nonblack) within Los An-
geles. Table 4 shows the results of these rate
comparisons. The rates for thoughts of
death and desire to die for Hispanics were
not significantly different from the rates for
blacks and others in Los Angeles, which con-
trasts with the significantly greater rate for
desire to die that was seen in Table 3 when
rates were compared by ethnic status across
all five sites. Rates of suicidal ideation were
not significantly different for Hispanics and
blacks in Los Angeles, but the rates for both
minority groups were significantly lower than
the rates for the non-Hispanic/nonblack
group. Similarly, Hispanics did not differ sig-
nificantly from tlacks in the rate of reported
suicide attempts, but their reported rates
were significantly lower than those reported
for non-Hispanics/nonblacks.

Table 5 shows the odds ratios derived from
the four logistic regression analyses on
thoughts of death, desire to die, suicidal idea-
tion, and suicide attempts. Regardless of
outcome, psychiatric diagnosis was the
strongest risk factor, followed by female
gender. The significantly low odds ratios for
persons aged 65 and older indicate that this
age group was at lowest risk, with the two
youngest age groups (18-24 and 25-44) at in-
creased risk for morbid or suicidal thoughts.
Age was not a significant factor for either
desire to die or suicide attempts. Non-
Hispanics/nonblacks (essentially whites)
were at significantly higher risk for suicidal
ideation than were either blacks or Hispanics
and were at higher risk than blacks for suicide
attempts. Widowed marital status was a sig-
nificant risk factor for thoughts of death and
desire to die, but not for the other outcomes.
Divorced or separated persons were ap-
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Weighted prevalence per 100 (and standard errors) of thoughts
of death, desire to die, suicidal ideation, and suicide attempts,
by sociodemographic characteristics
Epidemiologic Catchment Area Study, Wave 1, 1981-1984
Characteristic Thoughts Desirs Suicidal Suicide
of death 1o die ideation attempt
Total 222 (0.4) 7.2 (0.3) 10.7 (0.3) 29 (0.2)
seXMale 179 (0.6) 47 (0.3) 88 (0.4) 1.5 (0.2)
Female 26.1 (0.6) 9.4 (0.4) 124 (0.5) 42 (0.3)
A9918-24 228 (1.2 6.3 (0.6) 121 (0.9) 34 (0.5)
25-44 247 (0.7) 84 (0.4) 146 (0.5) 4.0 (0.3)
45-64 20.3 (0.9) 6.7 (0.5) 7.8 (0.5) 2.1 (0.3)
> 65 184 (0.7) 57 (0.4) 4.0 (0.4) 1.1 (0.2)
Ethnicity**
Nonblack/
Non Hispanic 226 (0.5) 7.2 (0.3) 11.3 (0.4) 3.0 (0.2)
Black 195 (0.8) 58 (0.5) 6.8 (0.6) 23 (0.9)
Hispanic 194 (1.1) 85 (0.7) 8.3 (0.9) 3.3 (06)
Marital Status
Married 206 (0.5) 54 (0.3) 84 (0.4) 20 (0.2)
Never married 224 (1.0) 7.4 (0.6) 13.7 (0.8) 29 (0.3)
Sep./Divorced 256 (1.1) 143 (1.0) 209 (1.1) 85 (0.8)
Widowed 276 (1.1) 96 (0.8) 55 (0.6) 20 (0.4)
SES in quartiles
Lowest 20.8 (1.0) 8.1 (0.8) 85 (0.8) 39 (0.6)
Medium low 21,7 (0.8 7.7 (0.4) 10.4 (0.5) 36 (0.3)
Medium high 236 (0.8) 7.4 (0.5) 11.1 (0.5) 26 (0.3)
Highest 216 (1.0 50 (0.6) 11.9 (0.8) 1.5 (0.3)
Employment status
Employed 21.0 (0.6) 58 (0.3) 109 (0.4) 24 (0.2
Not employed 235 (0.7) 86 (0.4 10.4 (0.5) 3.7 (0.3)
Psychiatric diagnosis
(ever in lifetime)
No 15.7 (0.4) 27 (0.2} 46 (0.3) 0.8 (0.1)
Yes 374 (1.0) 165 (0.7) 234 (0.7) 74 (0.5)
it
® e’New Haven 229 (0.8) 84 (0.5 10.2 (0.6) 24 (0.2)
Baltimore 214 (0.9) 62 (0.4) 7.6 {0.6) 34 (0.4)
St. Louls 234 (i.1) 65 (0.5) 106 (0.7) 3.1 (0.4)
Piedmont, NC 20.4 (0.9) 52 (0.6) 10.0 (0.9) 1.5 (0.4)
Los Angeles 21.8 (0.9) 8.5 (0.5) 146 (0.7) 4.3 (0.4)
Table 3.
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o

Weighted prevalence per 100 (and standard errors) of thoughts of death,
desire to die, suicidal ideation, and suicide attempts, by ethnicity
Los Angeles site only, Epidemioclogic Catchment Area Study,
Wave 1, 1981-1984

Non-}tispanic/

Non-Black Black Hispanic

Thoughts of death 226 (1.1) 20.7 (5.2) 19.2 (i.1)

Desire to die 82 (0.7) 8.4 (2.8) 8.7 (0.7)

Suicidal ideation 171 (0.8) 114 (2.3) 82 (1.0)

Suicide attempt 4.6 (0.5) 3.7 (1.6) 3.1 (0.6)
Table 4.

proximately twice as likely to report desire to
die, suicidal ideation, or suicide attempts as
were married persons. Persons in all marital
status categories except married had sig-
nificantly higher odds ratios for desire to die.
The never married were also at increased risk
for suicidal ideation. Lower socioeconomic
status was a significant risk factor for suicide
attempts, but not for the other outcomes.
Those persons not currently employed had a
significantly higher odds ratio for desire to
die, but not for the other outcomes. Finally,
there were significant differences between
sites for each death/suicide outcome. In
general, persons surveyed in Baltimore had
lower odds of thoughts of death, desire to die,
and suicidal ideation, whereas persons sur-
veyed in Los Angeles had significantly
greater odds of suicidal ideation and at-
tempts.

DiISCUSSION

Limitations. The data reported here have
several limitations that need to be noted.
First, the data are based on cross-sectional
findings. Although the significant associa-
tions between the outcomes and various risk
factors are provocative, no conclusions can
be drawn with respect to causality. Second,
the datawere collected from catchment areas
in five different communities. Although
each sample was population-based, they are
representative only of the Catchment Area
from which they were drawn. Third, because
the ECA Study was not specifically intended
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to be a survey of morbid or suicidal thoughts
and behavior, the outcomes were not clearly
defined for the respondent by the inter-
viewer. "Suicide attempt” could thus have
been interpreted by the respondent as an act
of deliberate self-harm without the intention
of dying, a genuine (and failed) attempt to
end one’s life, or as something else (perhaps
an "accident" had been explained to them by
a physician that had seen it as an unconscious
suicide attempt). Suicidal ideation, similarly,
may mean very different things to different
people. This issue will be discussed in more
detail later. Fourth, the data are based on
self-reports, not observations. The ECA
Study shares a problem common tec all sur-
veys that rely on self-reported data--recall
bias (36). Respondents tend to recall events
that have occurred recently more readily
than they do events that have occurred in the
more distant past. Thus lower rates among
the elderly could be due to forgetting, dif-
ferences over time in labeling behaviors, or
the results of surveying a population from
which those most likely to have attempted
suicide had already died (i.e., differential
mortality). This is likely since the cumulative
lifetime risk of suicide increases with age and
some of the suicide attempters in the older
age groups may have already committed
suicide. Fifth, it was not possible to collect
data on other issues previously identified as
being related to death/suicide outcomes--for
example, the number of attempts, social
isolation, method of attempt, or family his-
tory of suicide or suicidal behavior. Finally,
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Logistic regression analysis: odds ratios for thoughts of death, desire to
die, suicidal ideation, and suicide attempt, by psychiatric status and
sociodemographic characteristics
Epidemiologic Catchment Area Study, Wave 1, 1981-1984

Characteristic Thoughts (Cis)* Desire (Cis)  Suicidal  (Cls) Suicide  (Cis)
of death to die Ideation attempt
Psychlatric
diagnosis 3.56** (3.05-4.15) 7.04** (5.34-9.29) 6.03** (4.86-7.48) 8.43** (527-13.49)
Female 1.76** (1.50-2.07) 2.42** (1.83-3.20) 1.89** (1.51-2.36) 3.29** (2.11-5.14)
Agé
18-24 1.00 1.00 1.00 1.00
25-44 1.02 (0.79-1.32) 1.32 (0.94-1.85) 1.24 (0.93-1.66) 1.08 (0.61-1.83)
45-54 0.90 {0.68-1.19) 1.23 (0.81-1.87) 0.84 (0.56-1.18) 0.63 (0.29-1.36)
>65 0.72** (053-099) 0.84 (0.51-1.38) 0.44** (0.25-0.74) 0.34  (0.11-1.06)
Ethnicity
Nonblack/Nan Hispanic - 1.00 1.00 1.00 1.00
Black 0.82 (0.67-1.00) 0.74 (0.52-1.04) 0.49** (0.36-0.67) 0.59** (0,36-0.97)
Hispanic 0.85 (0.65-1.11) 1.04 (0.67-1.62) 0.43** (0.27-0.68) 0.56 (0.26-1.20)
Marital status
Married 1.00 1.00 1.00 1.00
Never married 1.02 {0.83-1.26) 1.44** (1.01-2.06) 1.57* (1,17-211) 113 (0.63-2.01)
Eap./Divorced 1.02 (0.82-1.26) 1.88%* (1.32-2.69) 2.02** (1.56-2.61) 2.48** (1.50-4.09)
Widowed 1.65** (1.28-2.13) 1.84** (1.19-2.84) 0.97 (0.62-1.81) 1.21 (0.51-2,85)
Socioeconomic status In quartiles
Lowsst 0.75 (0.55-1.02) 1.18 (0.71-1.86) 0.78 (0.48-1.28) 2.24** (1,01-4.94)
Medium low 0.84 {0.65-1.09) 1.30 (0.86-1.97) 0.8% (0.61-1.19) 2.32*r (1.21-4.45)
Medium high 102 (0.79-1.32) 135 (0.89-205) 092 (067-1.26) 14.80  (0.86-3.39)
Highaest 1.00 1.00 1.00 1.00
Employrment status
Employed 1.00 1.00 1.00 1.00
Not employed 115  {0.961.37) 143%™ (1.08-1.88) 1.14 (0.89-1.45) 151  (1.00-2.28)
Site
New Haven 1.00 1.00 1.00 1.00
Baltimore 0.79** {0.63-0.96) 0.52** (0.36-0.75) 0.64** (0.46-0.89) 0.95  (0.54-1.86)
St. Louls 103 {0.81-1.31) 077 (034-109) 1.08 (0.79-1.47) 118  (0.62-2.23)
Piedmont, NC 0.84 {0.67-1.05) 0.55** (0.35-0.36) 0.98 (0.66-1.46) 0.58 (0.26-1.27)
Los Angeles - 0.893 (0.73-1.18) 0.93 {0.62-1.39) 1.60** (1.20-2.14) 1.84** (1.06-3.19)
* The Bonferroni correction was used to establish a confidence interval of 93.72%.
** p < 0.0028.
Table 5.

4-123



Report of the Secretary’s Task Force on Youth Suicide

we have no data on completed suicides with
respect to antecedent experience of suicidal
thoughts and behavior.

Problems with self-definition of suicidal
ideation and suicide attempt. As noted pre-
viously, some of the variation among dif-
ferent surveys in the prevalence of suicidal
ideation may be due to the differing ways in
which various investigators asked about this
phenomenon; that is, in essence, the defini-
tion of "suicidal ideation" varied among the
studies. This issue is particularly important
for determining the prevalence of attempted
suicide. When public health planners con-
sider surveillance for attempted suicide, they
often consider emergency medical services
(EMS) and emergency rooms as the most
likely sources of data; each of these sources
sees primarily those attempts associated with
relatively serious injury or at least with the
perception of serious injury by EMS person-
nel or the self-admitted patients. However,
the respondent in a population survey may
have a very different definition that may not
necessarily involve injury at all. For example,
in arecent survey of a high school population
between the ages of 14 and 18 years, 9 per-
cent of the respondents reported that they
had made at least one suicide attempt (37).
Some portion of this very high prevalence
may be due to a liberal definition of "suicide
attempt" on the part of the student. This sug-
gestion is supported by the preliminary find-
ings of a survey in another school population
in which several students who reported
having attempted suicide revealed only vivid
suicidal ideation when describing their "at-
tempts" (personal communication).

Prevalence. Very few community surveys of
morbid or suicidal thoughts or acts have been
done with which the prevalences reported
here for thoughts of death, desire to die,
thoughts of committing suicide, and suicide
attempts might be compared. Those studies
that have addressed these issues have fre-
quently asked about morbid and/or suicidal
thoughts in different ways, making com-
parison even more difficult. However, when
comparisons are possible, the prevalence
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rates have generally been of a similar order
of magnitude.

In our survey, 10.1 percent of the respon-
dents said that they had, at some time in their
lives, "felt so low (they) thought of commit-
ting suicide." Other surveys of suicidal idea-
tion have also given prevalences in this range.
Schwab’s (14) estimate of 15.9 percent is
higher than ours possibly because his ques-
tion presupposes the existence of suicidal
ideation, making it somewhat easier for the
respondents to report such thoughts.
Similarly, Vandivort and Locke’s (15) ques-
tion about suicidal ideation is asked so as to
allow for the projection of the respondents’
suicidal ideation onto others. Their
prevalence estimate of 18.1 percent is also
higher than that reported here. Paykel’s (13)
estimates of 4.8 percent and 2.6 percent are
lower than ours, possibly reflecting the in-
creased specificity of his questions. This in-
terpretation is supported by the observation
that, in our survey, a higher proportion of
respondents reported suicidal ideation
(10.1%) than reported having ever wanted to
die (7.1%).

Risk factors for suicidal ideation and be-
havior. The risk factors for suicidal ideation
and behavior in our study are similar to those
found in the few previous epidemiologic sur-
veys of suicidal feelings. Paykel et al. (13)
reported that suicidal feelings of any degree
were found significantly more among women
and were significantly associated with 23
psychiatric symptoms. When subjects
reporting suicidal feelings were compared
with nonsuicidal controls, they were sig-
nificantly more likely to have had a hospital
admission in the previous year, to have had a
hospital admission for « psychiatric disorder,
and to have taken tranquilizers or sleeping
pills. The authors considered that these find-
ings probably reflected treatment for a
psychiatric disorder related to the suicidal
feelings.

Vandivort and Locke (15) also noted, as did
Paykel, that individuals reporting suicidal
ideation also reported significantly more
psychiatric symptomatology. Similarly,



E.K. MoScicki: Suicidal Ideation and Attempts

Goldberg and Huxley (38) found that suicidal
ideation among 18 to 24 year olds was sig-
nificantly associated with psychiatric
symptoms as measured on the Center for
Epidemiologic Studies Depression Scale
(CES-D) and the Langner 22-Item Mental
Health Status Questionnaire.

We found that the lifetime prevalence of
suicidal ideation was higher in younger than
older age groups. This finding was also
reported in previous surveys (14,15). Al-
though only adult populations were surveyed
in these studies, there is evidence that the
prevalence of suicidal ideation of some de-
gree is also quite high (6%-12%) among
children and adolescents (39,40).

In the present study, the significant corre-
lates of attempted suicide were female sex,
lower socioeconomic status, a disrupted
marital status, and a psychiatric diagnosis,
whereas being young was significantly as-
sociated with suicidal ideation. These corre-
lates are strikingly similar to those reported
from hospital studies of individuals who were
admitted for attempted suicide. For ex-
ample, Weissman (11) reported that the
preponderance of female over male at-
tempters was found in all the countries
reviewed, that about 50 percent of suicide at-
tempters were under 30 years of age, that
age-standardized population comparisons
revealed an excess of divorced persons
among attempters, that the lower social clas-
ses were overrepresented, and that a diag-
nosis of depression was made in between 35
percent to 79 percent of all attempters, Fur-
thermore, Kreitman (12), reporting on
parasuicides almitted to the Regional
Poisoning Treatment Centre in Edinburgh
“between 1962 and 1974, noted that it was the
youngest women, the lower social classes,
and the divorced who had the highest rates
of parasuicide and that past psychiatric care
and current psychiatric disorder were found
in about 40 percent of suicide attempters.

In general, social risk factors for psychiatric
disorders are best identified by population
studies that look at population prevalence,
rather than clinical studies which examine

only treated population prevalence. This
type of identification is best because results
from clinical studies may reflect differences
in the "filters” in the health care system that
determine who consults a doctor, whether
that doctor refers the patient to a
psychiatrist, and whether the psychiatrist ad-
mits the patient to a hospital. However, the
similarity in the correlates for suicide at-
tempts between the present (and previous)
population and clinical studies probably
reflects the fact that most individuals in the
general population who attempt suicide
necessarily come into contact with hospital
and psychiatric services (though up to 30%
may not) or, those that come into contact
with hospital or psychiatric services are rep-
resentative of the total suicide attempter
population (11). Interestingly, when Kreit-
man compared parasuicides who were and
were not admitted to the Edinburgh
Regional Poisoning Treatment Centre, he
found that the two groups were very similar
(12).

Implications of a hierarchical response pat-
tern. Although one might suppose that com-
pleted suicides are simply a (fatal) subset of
all attempted suicides, it appears that,
demographically at least, completed suicides
and attempted suicides represent distinct, al-
though overlapping, populations (41). This
same issue is relevant for morbid and/or
suicidal thoughts and acts. Are these
thoughts and acts independent of one
another, or is there a stepwise hierarchy of
increasingly suicidal thoughts and actions?
The series of four questions asked in this sur-
vey seems to imply at least the possibility that
these phenomena--thoughts of death, desire
to die, thoughts of committing suicide, and
attempted suicide--lie on a continuum from
less serious to more serious and from the
"normal" to the pathologic. To some extent,
this is supported by our findings. Of those
who reported having had thoughts of death,
24.8 percent also reported having wanted to
die; 15.5 percent reported also having had
thoughts of suicide; and only 5.7 percent
reported having attempted suicide. Of those
who reported having wanted to die, 57.1 per-
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cent reported having had thoughts of suicide
and 20.6 percent reported having attempted
suicide. Of all those who reported having
had thoughts of suicide, 26.9 percent
reported having attempted suicide.

This issue appears in a different light when
examined from the opposite perspective,
however. Of those who reported having at-
tempted suicide, 90.2 percent reported
having had thoughts of suicide, but only 54.0
percent reported having wanted to die, and
only 43.7 percent reported having had
thoughts of death. Of those who reported
having had thoughts of committing suicide,
44.7 percent reported having wanted to die
and 35.2 percent reported having had
thoughts of death. Of those who reported
having wanted to die, 72.3 percent reported
having had thoughts of death.

There is no simple, consistent, graded
relationship between the morbid and suicidal
thoughts and acts inquired about in this sur-
vey. The most similar populations appear to
be those who think about and those who at-
tempt suicide: 90.2 percent of the latter
group are contained in the former.
However, even here, Schwab reports a very
different finding: almost two-thirds of the
respondents in his survey who reported
having attempted suicide answered "never"
to the question, "How often do you think
about suicide?" (15).

These proportions have implications for
predicting, for example, who is likely to
report having attempted suicide. Although
90.2 percent of those who attempt suicide
have had thoughts of committing suicide,
only 29.9 percent of those who report suicidal
ideation will also report a suicide attempt. In
fact, this latter proportion is probably an
overestimate because suicide attempts might
be recalled more easily than suicidal ideation.
"Wanting to die" is almost as predictive as
having thoughts about committing suicide--
that is, 20.6 percent of those reporting they
had wanted to die also reported a suicide at-
tempt.

Of course, these numbers cannot be used to
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predict who will attempt suicide because they
are not prospective. There is no way to
determine from these data whether, for in-
stance, the reported suicide attempt came
before or after the suicidal ideation or the
reported desire to die. We do intend to ex-
amine this question in the future, however,
using ECA data from the Wave 2 followup.
If future studies can demonstrate that
responses to questions such as these can in-
dicate which individuals are at high risk for
suicide, then they might be used to screen for
high-risk individuals (e.g., in the setting of an
apparent suicide cluster) so that resources
for counseling or other preventive interven-
tions could be appropriately targeted.

Implications for prevention of youth
suicides. The findings of this study have im-
plications for preventing youth suicide and
parasuicide. First, this survey gives us some
idea of what levels of morbid and/or suicidal
thoughts might be expected in the general
population. Such knowledge may be very
useful, for example in investigating apparent
clusters of suicide or attempted suicide
among teens by providing a baseline against
which individual community prevalences may
be compared. Second, this survey allows us,
for the first time, to reliably estimate the in-
cidence of attempted suicide. In general, 300
per 100,000 persons per year attempt suicide
(0.3% in the past year). Third, this survey
gives us some ability to direct available
prevention resources. Attempted suicide is
most prevalent among women, the young,
the lower socioeconomic strata, separated or
divorced persons, the unemployed, and per-
sons with a psychiatric diagnosis. These risk
groups, in general, might be targeted for
some sort of screening or intervention. Par-
ticular prevention interventions might be tar-
geted toward the young, given that the
incidence of attempted suicide is high in this
group and that the completed suicide rate has
increased dramatically in this population
since 1950. Finally and most importantly,
this survey generates hypotheses for further
research. In particular, the associations
noted in this cross-sectional analysis need to
be explored to determine whether a positive
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response to a particular question is in any way
predictive of future suicidal behavior. Such
a finding would have enormous implications
for high-risk individuals.

Areas for further research. This study has
highlighted several areas that merit further
investigations. First is the need for more
detailed analyses of psychiatric status with
respect to ideation and attempts. We recog-
nize that there may be a confounding effect
between psychiatric diagnosis and suicidal
ideation and attempts because these are
criteria for some psychiatric diagnoses. We
intend to examine this further. In addition,
it is likely the relationship between
psychiatric status and suicidal ideation and
attempts varies by diagnosis. This, too, must
be examined in more detail,

A second area that must be explored is the
relationship between the dependent vari-
ables themselves. In a cross-sectional
analysis such as this, which variables are "de-
pendent" and "independent” is decided by the
investigator. Indeed, when thoughts of
death, desire to die, and suicidal ideation are
considered together as independent vari-
ables, they are strongly associated with a his-
tory of attempted suicide. However, the
utility of questions about morbid and/or
suicidal thoughts as predictors of future
suicide or parasuicide remains to be estab-
lished.

A third area that must be addressed by future
studies is a comparison of the general profile
derived from psychological autopsies of
suicide completers with the profile of suicide
attempters. What correlates do these two
groups share? In what respects do-they dif-
fer? Finally, the similarities in the present
study among the correlates of the four ques-
tions on death and suicide suggest that these
questions may be inquiring about
phenomena that lie on a continuum, if they
do not in fact overlap. Prospective studies
are needed in which individuals with and
without these risk factors are compared for
subsequent suicidal behavior. This is not
new; indeed, clinical studies of psychiatric
patients have been published (42,43). Fol-

lowup studies of suicide attempters in the
general population, however, remain to be
done.
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DEVELOPING A SUICIDE SCREENING INSTRUMENT
FOR ADOLESCENTS AND YOUNG ADULTS
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SUMMARY

A major problem in trying to reduce the in-
cidence of suicide is the difficulty in identify-
ing individuals at risk of suicide. In addition,
there is the problem of assessing the degree
of suicidal risk so that individuals can be
directed to appropriate treatments.

Almost all mental health professionals and
many other service providers report that they
look for indications of suicide risk. Their ap-
proach is often informal and subjective, with
reliance on clinical experience, judgment and
"feel” for the person, to detect warning signs.
A more formalized technique for screening
would systematize and objectify this task of
detection, and likely increase the accuracy of
diagnosing suicide risk.

A suicide risk screening instrument con-
structed from empirical data and utilizing
known and presumed correlates of suicidal
behavior, would be useful {o clinicians in-
volved in screening and assessment. Such an
instrument could also educate parents,
teachers, and others, to help them recognize
the suicide-prone individual.

A Suicide Screening Checklist has been
developed and needs to be field-tested to
determine its sensitivity and specificity. This
instrument would help most clinicians, espe-
cially less experienced ones, in their complex
task of trying to identify suicidal persons and
to assess their suicide risk.

The recorded suicide rate of the adoles-

cent/young adult age range 15-24 years) has
increased substantially over the past few
decades and now ranks second as a cause of
death, with accidents being the number one
cause of death in the United States. Many
fatal accidents and "accidental" injuries have
a sub-intentional self-harm or self-destruc-
tive component. Many suicides are un-
recorded or misclassified as accidents
because of social stigma, hence the total
number of suicides far exceeds the recorded
rate.

The need to increase accuracy in screening
techniques is a vital step towards reducing
needless deaths and injury among young
people.

Statement of Probiem and
Definition of Terms

The major task of this paper is to develop a
sensitive screening instrument for identifying
youth at high risk of suicide. Such a screen-
ing instrument does nof, currently exist in
published form. "Screening” means to assess
an individual for the purpose of the iden-
tification of suicidal potential. Suicidal
potential (or suicide risk) refers to the
likelihood that such a person will engage in
behavior that will directly or indirectly lead
to self-destruction. By "sensitive” we mean
the capability of the instrument to accurate-
ly identify a large proportion of the truly
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suicidal individuals in the population tested.

An ideal screening instrument should have
items that can be quantified, so a total score
can be derived, and the degree or severity of
suicide risk determined. Establishing
severity of risk allows the instrument not only
to identify the suicidal person, but also to
identify the level of self-destructive intent.
The screening instrument’s specificity is the
degree to which it accurately differentiates
those youth not at risk for suicide from those
youth who are suicidal.

Such a screening instrument must be broad
in scope, to cover the multitude of intentions
inherent in suicidal behavior. (Intent may be
self-destructive, self-harm, attention seek-
ing, punishment of others, etc.) Yet it must
also minimize "false positives," i.e., a score
falsely indicating high suicide risk when the
person is actually nonsuicidal. These varied
objectives make the task of sensitive screen-
ing quite difficult, particularly when screen-
ing for such a statistically infrequent event.
It is likely, for example, that such an instru-
ment may well include the identification of
self-harm behavior, as well as self-destructive
behavior. This would increase the frequency
of identification by at least eight-fold since
suicide attempts occur 8 to 20 times as often
as suicides. It would be important to be able
to detect individuals at risk of suicide at-
tempts, since suicide attempts can have
serious, long-lasting sequelae for both the at-
tempter and family members, in addition to
the often permanent physical injury to the at-
tempter. Equallyimportant, self-harmful be-
havior is coften a precursor for subsequent,
more lethal attempts (1). Thus, while the
major aim is toidentify individuals at high risk
for self-dlestructive behavior, a good screen-
ing technique should also identify those at
risk for suicide attempts (2,3).

Some claim they can accomplish this task of
identifying suicidal persons by using inter-
view questions. If we can identify degree of
suicide risk from several interview questions,
why do we need a screening instrument? For
one thing, such identification is bound to be
highly subjective, and a more formal screen-
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ing instrument is necessary to establish--in a
more comprehensive, sensitive, focused, and
specific manner--the criterion validity of the
identification variable (1).

Most clinicians working with latently suicidal
young people continuously complain that
one of their most exasperating challenges is
being able to identify accurately suspected
suicitlal potential, as well as to assess its de-
gree of risk. Failure to accomplish this task
creates more anxiety in clinicians than any
other diagnostic challenge in behavioral as-
sessment, as it is the only aiea in mental
health which deals with a life and death issue
(4,5,6).

Because of the complexity of tli: behavior
that we are screening, we may well need to
develop a multi-level, screening procedure,
in which the initial screening instrument will
be a first stage, and may yield results that in-
dicate a need for further assessment. Thus,
initial screening may be followed by a second
stage, using eéven more precisely-focused as-
sessment instruments.

Such sequential screening should especially
help reduce false negatives (ascore falselyin-
dicating low suicide risk when a person is ac-
tually a high risk suicide), and false positives.
These incorrect classifications often occur as
a function of an intent to manipulate, i.e., to
try to create an image of being highly suicidal,
or of using extensive denial to hide suicidal
intent. The degree of validity of the instru-
ment may also play a role in this problem.
Another major purpose of such a screening
instrument is to allow earlier detection, diag-
nosis, and treatment and thereby serve to
prevent suicidal ideation or threats from
turning into actual, overt behavior, Early in-
tervention and appropriate treatment could
reduce the likelihood of immediate suicidal
behavior and allow youth to develop more
constructive coping skills to deal with stress,
minimizing suicidal urges as problemsolving
behavior.

A final purpose in developing such a screen-
inginstrument is to give more structure to the
education and training of professional and
paraprofessional personnel in suicide
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centers, crisis "hotlines,"” hospital emergency
rooms; to psychotherapists and school coun-
selors; to personnel in school nursing offices;
and to persons in other evaluation and treat-
ment environments. The screening instru-
ment will help to focus their attention on
areas known to be correlated with suicidal
behavior.

A screening instrument will supplement
clinical judgment and provide a more com-
prehensive approach to assessment. This is
an added rationale for developing such a
screening device, since the complexity of the
task is obvious, and the varying clinical skill
levels of persons involved in this assessment
task are considerable.

Thescreening instrument will be aimed at the
age group under 24, but different parallel
forms may be needed for children (up to 15
years) and adolescents/young adults (15-24
years), because some correlates of suicide in
younger age ranges have been found to be
different from those of adolescents and
young adults (2).

This proposal will emphasize developing an
adolescent/young adult scieening form, a
more immediately needed instrument, since
the current recorded suicide rate for that 15
to 24 year old group is ten times higher than
the 10 to 14 year old age group (3), and cur-
rently ranks second as a cause of death in the
United States, even though many suicides are
not recorded as such (3).

Requirement for a Screening
Instrument

The development of a screening instrument
must meet several practical criteria in addi-
tion to being valid and reliable. It must be
easy to administer by a wide variety of per-
sonnel, whose clinical training will vary wide-
ly. It must be usable by the school counselor
or nurse, emergency room staff, the volun-
teer crisis worker, and the more specifically
trained mental health professior.al. It must
be relatively easy to score objectively and to
be interpreted meaningfully. Techniques for
quantifying responses need to be established
with as much empirical support as possible.

These tasks all need to be accomplished in a
relatively short period of time, since
decisions of disposition often need to be
made quickly.

Brevity in administration and interpretation
is also vital for purposes of readministration
to evaluate change. Thus, the screening in-
strument should focus on the current condi-
tion of the person, to establish a baseline for
evaluating suicide risk at a subsequent time.

The screening instrument should allow a less
experienced clinician to make a more ac-
curate and rapid diagnosis and decision about
the nature of the intervention and sub-
sequent treatment. Increasing the accuracy
of such a critical task will be more cost-effec-
tivein saving of lives and reducing injury from
suicide attempts, as well as lessening the fre-
quency of unnecessary costly hospitaliza-
tions.

Suicide screening techniques can have a
strong public health/mental health impact, by
offering a more structured screening (iden-
tification) procedure to deal with the
widespread problem of youth suicide.

Such suicide screening instruments can also
provide more structure to education and
training programs; by increasing the effec-
tiveness of clinical services and by lessening
inaccurate assessments and diagnoses, they
can increase the cost-effectiveness of mental
health care.

The less experienced clinician or paraprofes-
sional would have their screening and diag-
nostic skills enhanced, although care must be
taken to conceive of the screening instru-
ment as an effort to organize and supplement
clinical judgment, not substitute for it. Thus,
a high score on the screening instrument,
meaning high suicide potential, is a vital
guideline, to be incorporated it *... va¢’s clini-
cal judgment, to help decide what kind of in-
tervention and subsequent treatment is
needed. As such, the highly experienced
clinician’s ambivalence in using such a
screening instrument, should be reduced.

The added structure of having more effective
screening and assessment tools should also
significantly upgrade and expand the delivery
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of more accurate and broadly available diag-
nostic and treatment services. Hopefully,
such advancement will encourage private
business and philanthropy to view this new
screening technique as progress, and, conse-
quently, encourage a higher level of financial
support, to facilitate the much needed lon-
gitudinal, followup studies.

Since no published youth suicide screening
assessment instrument currently exists,
studies of adult suicidal persons were sur-
veyed to collect a series of empirically-
derived variables that have been found to
correlate highly with suicidal behavior. In
addition, the clinical experiences of seasoned
clinicians who work with suicidal young
people have also been translated into vari-
ables, and incorporated into the proposed
screening instrument. A comprehensive ap-
proach must not only identify psychological
variables that correlate highly with overt
suicidal behavior, but also must identify and
include other significant parameters, such as
age, sex, physical and mental health, prior
suicidal history, peer, family and school en-
vironments, and sociceconomic factors.

The initial screening instrument likely will be
lengthy and therefore cumbersome, but it
could be refined by extensive field testing
with clinical and nonclinical (control)
populations. Such testing could be imple-
mented in collaborative research projects to
assure samples large enough to evaluate the
short term predictive validity of suicidal be-
havior.

To actually develop the screening instru-
ment, we have formed a Test Development
Team (TDT), of five highly experienced
clinicians who have worked extensively with
suicidal children and young adults. This
Team contributes variables, based on their
clinical experiences, which they feel corre-
late highly with suicidal behavior. Those
variables having the strongest consensus are
incorporated into the initial version of the
screening instrument. This procedure has
been piloted, with success, in developing
suicide assessment measures with adult
populations (4).
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Adequacy of Data Base

The empirical data currently available as a
basis for designing a screening instrument
have numerous serious flaws. Most studies
have failed to separate persons who actually
intended to commit suicide from those who
were only seeking attention or only seeking
to hurt, but not kill, themselves. Such re-
search studies fail to distinguish between per-
sons at low risk for suicide and those at high
risk.

Lack of attention to providing more careful
definitions of risk in a defined suicidal
population has impaired the adequacy of
data in many published studies. A careful
definition of terms and selection of popula-
tions can help to deal with this issue and
refine the meaning of research data.

It would also be highly desirable, for pur-
poses of future research, to develop and use
a more refined nomenclature of suicidal be-
havior, to distinguish among varying degrees
of intentionality more precisely (e.g., self-
harmful versus self-destructive). Previous
attempts at such classification have been
lacking in clinical relevance.

A focused interview (i.e., eliciting data in
specific areas) with the suicidal person is
necessary to obtain many categories of reli-
able data. With younger children this task
may be especially difficult, and data from
parents and/or siblings will have to be util-
ized. Data are often inadequate because of
incomplete interview procedures. The
reported low suicide incidence level of very
young children (below 10 years of age) will
probably require different screening proce-
dures, hence our initial focus on the 15 to 24
year age group. Suicides at the very young
age range are underreported, because many
States do not even have a suicide category for
cause of death in the under-10 age range.

Most of the literature cited does not define
degree of severity of the suicide attempt or
injurious behavior which is related to risk.
The need for quantification of relevant vari-
ables is a key factor and total score of a
screening instrument should reflect severity.
"Middle range" scores are often ambiguous in
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their meaning.

Another inadequacy of the research sur-
veyed is distinction of "long term" vs. "short
term" risk potential. By short term we mean
immediate or in the next few days. How can
we distinguish immediate and chronicor long
term suicidal tendencies? An accurate
suicide/accident history and careful delinea-
tion of the duration of the current crisis
should provide adequate data for determin-
ing chronicity. Self-abusive lifestyles and in-
direct self-destructive behavior (e.g., long
term, severe eating disorders, "accident”
proneness, refusing life-sustaining medica-
tion, etc.) are indications of longer-term
risks. We need to collect data pertinent to
both kinds of risk. Many so-called "acci-
dents” (the leading cause of death among
adolescents) are clearly subintentional self-
injury or self-destructive in intent. Much
suicide-prone behavior is lost in research
data that does not properly examine such be-
haviors. Short term or immediate risk is
usually #ddressed more easily in existing re-
search but is often not defined adequately.

Adequacy of data also can be affected by the
degree of interactiopal rapport attained in
the individual interviews. The fullness of
cooperation and involvement of the inter-
view or test responses, the degree of con-
fidence regarding the candidness and the
honesty, or the degree of manipulation of the
respondent--these elements have rarely
been addressed and are especially important
with children and adolescents, who may be
trying to make a certain impression. One
procedure to evaluate manipulation is to es-
tablish "too high" or "too low" cut-off scores,
which indicate attempts at trying to "create
animage." Aliescale, based onasetofa pat-
tern of responses to specific items, has been
found useful in other assessment devices, but
not incorporated in existing suicidal assess-
ment techniques. Such alie scale would help
minimize the false positives and false nega-
tives, i.e., the person who wants to create an
image of being suicidal but actually is not, or
theonewl  iesto hide or deny suicidal in-
tent. This is a requirement to develop an
adequate data base and to ascertain predic-

tive validity.

Adequate test-retest procedures, to establish
reliability and record change over longer
durations of time, are vital to evaluate these
important issues; however, such procedures
are rarely addressed in the literature,

The often subjective sources of data being in-
corporated, i.e., self-report data vs. clinical
inference data, must be kept in mind in ex-
amining the results and in interpreting re-
search findings.

Another shortcoming that affects previous
studies is the lack of followup studies to as-
certain both criterion and predictive validity.
Such studies are of critical importance.

All these factors affect the adequacy of re-
search data, and we must employ a step-by-
step assessment procedure to incorporate
techniques to correct, or, at least, more strin-
gently limit these defects.

Incorporating these various techniques and
considerations into our screening methods is
important. If these features cannot be incor-
porated in a single primary instrument, then
a "sequential screening process," can be used
to funnel our identification of the suicidal
person, and an assessment of the degree of
risk to a high level of accuracy, preferably no
more than 20 percent false positive or false
negative, a percentage of error which is con-
sidered reasonable (1,5) given the complexity
of the task.

First, however, we should detail an initial
method to construct a primary suicide
screening technique.

Construction of a Screening
Instrument

The compilation of a series of specific vari-
ables could be most simply set forth i the for-
mat of a Suicide Screening Checklist (SSC).
Such an instrument would be utilized by the
clinician or interviewer, indicating presence
or absence of the variable, on the basis of in-
terview data from the patient and/or rela-
tives. In some instances, hopefully
infrequent, certain interview data would
have to be subjectively inferred, rather than
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objectively tabulated, such as some of the
psychological variables (e.g., mistrust,
despair, hopelessness, etc.).

At this stage in developing a screening tech-
nique it is reasonable to ask only those ques-
tions that can be answered "yes" or "no," and
avoid questions that would require specifying
a degree of severity. Such a Checklist would
be easier to administer and complete. Also,
severity could be measured by the total score.
The indication of a level of confidence in the
task, by the clinician, helps evaluate the de-
gree of certainty in responding to each of the
iters.,

The degree to which a