
1

THE BIG 10 UNIVERSITIES STUDENT 
SUICIDE STUDY
….. and Beyond

Morton M. Silverman, M.D.
Senior Advisor, SPRC

SAMHSA Suicide Prevention Grantee
Orientation Meeting
December 13, 2005
Washington, D.C.

Unintentional
Injuries

Unintentional
Injuries

Unintentional
Injury

Unintentional
Injury

Malignant
Neoplasms

Malignant
Neoplasms

Homicide Suicide
Malignant

Neoplasms
Heart 

Disease

Congenital
Anomalies

Suicide Homicide
Heart 

Disease
Unintentional

Injuries

Homicide
Malignant

Neoplasms
Malignant

Neoplasms
Suicide Cerebrovascular

Suicide
Heart 

Disease
Heart Disease HIV

Diabetes
Mellitus

Heart 
Disease

Congenital
Anomalies

HIV Homicide
Chronic Low. 

Respiratory Dis.

Chronic Low. 
Respiratory Dis.

Chronic Low. 
Respiratory Dis. Diabetes Mellitus

Liver
Disease

Liver
Disease

Septicemia HIV Cerebrovascular Cerebrovascular Suicide

Cerebrovascular Cerebrovascular
Congenital
Anomalies

Diabetes Mellitus
HIV

Age Groups

5 - 14 15-24 25-34 45-64

Suicide Among Leading Causes of DeathsSuicide Among Leading Causes of Deaths
United States United States -- 20022002

35-44

1
2
3
4
5
6

7
8
9



2

Suicide Attempt Rates in the U.S. (2001)

Suicide attempt rates are 1.2 x greater among females than males aged 18-24
[Source: CDC WISQARS Non-fatal 2001]

Suicide A ttempt Rates Among Males & Females (2001)
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Summary of Suicide & Suicide Attempts 
[Comparing 18-24 year olds to total 

population 2001]

• Female youths attempt at a slightly higher rate, 
however

• Male youths are more likely to have a fatal outcome
[Source: CDC WISQARS Fatal & Non-fatal 2001]

Rate per 100,000 Males Females Both Genders
Suicide Rate* 17.61 4.10 10.73
          18-24 only 19.73 3.00 11.57
Suicide Attempt Rate* 102.82 123.48 113.34
          18-24 only 251.42 264.44 257.77
Ratio Suicide Attempts/Suicide* 5.84 30.14 10.56
          18-24 only 12.75 88.00 22.28
*Rate for total population

U.S. College and University 
Population

More teenagers and young adults die from suicide 
than from all medical illnesses combined

Approx. 14 million students currently attend over 
4,500 American colleges and universities.

An estimated 9 million college/university students 
are between ages 18-24 (representing over one-
quarter of all 18-24 year-old in the U.S.)

College and university students constitute an 
important, but in many respects underserved, 
population for public health interventions.
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Suicide Among College 
Undergraduates

• Since we do not know the rate of suicide & attempts 
specifically among college undergraduates,
• We can make our best estimate as to the number of 

college undergraduates likely to die from or attempt 
suicide based on what we currently do know,

• # male 18-24 year old undergraduates: 5,043,0001

• # female 18-24 year old undergraduates: 4,324,0001

– Multiply by rate of suicide & attempts among 18-24 year 
old population2

[Source: 1. U.S. Census Bureau 2002 & 2. CDC WISQARS Fatal & Non-fatal 2001]

Suicide Among College 
Undergraduates

• Thus, we have an estimate of the number of suicides and attempts among 
18-24 year old undergraduates per year

– 1,004 suicides and 24,207 attempts 1,2

• However, 18-24 year olds constitute ~70% of the undergraduate college 
population2

– And since we do not know the exact age distribution of college 
undergraduates, we will assume that the rate of suicide and attempts 
among the remaining 30% will be the same, [will render more 
conservative estimate than result of 18-24 yr old rate * all undergraduate 
population], thus

• Estimate of total number of suicides and attempts among ALL college 
undergraduates per year

– 1,305 suicides and 31,469 attempts 1,2

[Source: 1. U.S. Census Bureau 2002 & 2. CDC WISQARS Fatal & Non-fatal 2001]
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The Big 10 Universities Student Suicide Study

1980-1990

• All Midwestern universities
• Most in same athletic conference
• Student populations: 20,000 – 50,000 
• Approximately 350,000 lives/year
• Similar gender, ethnic/racial, age 

distributions
• Members of Big 10 Universities 

Counseling Center Directors Organization
• Study supported by VPs for Student 

Affairs
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Evidence for Rise in 
Psychological Distress

• Big 10 Universities Student Suicide 
Study (1980-1990)

• CDC’s YRBS ( 1999 - 2003)
• CDC’s NCHRBS (1995)
• ACHA-NCHA - Spring 2000 - 2004
• AUCCCD’s Annual Surveys
• Published literature
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Why the Rise?
• Earlier identification and referral (high 

school)
• Improved treatment options
• Decreased stigma (high school & college)
• Increased accessibility/availability
• Greater parity with physical health
• Decreased 3rd party coverage & 

reimbursement
• Increased perturbation and uncertainty in 

world
• Cohort effect?
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ACHA-NCHA vs. NCHRBS 
Findings

ACHA-NCHA Spring 2000
(N=15,977) Male Female Total

Seriously Considered 
Attempting Suicide

8.7% 9.9% 9.5%

Attempted Suicide 1.6% 1.4% 1.5%

NCHRBS 1995
(N=4,609)
Seriously Considered 
Attempting Suicide

9.3% 10.4% 10.%

Attempted Suicide 1.7% 1.4% 1.5%

ACHA-NCHA Findings: 
2000 to 2004

Within the last school year 
have you……………… 2000 2002 2004

Felt Very Sad 80.6% 82.0% 80.9%

Felt Depressed 44.4% 44.8% 45.1%

Been Diagnosed with 
Depression

10.3% 11.8% 14.9%

Seriously Considered 
Attempting Suicide

9.5% 10.0% 10.1%

Attempted Suicide 1.5% 1.6% 1.4%
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QUESTION

DOES THIS 
TELL US THE 
WHOLE 
STORY?

ACHA-NCHA Spring 2004
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ACHA-NCHA Fall 2004

ACHA-NCHA Spring 2004
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ACHA-NCHA Spring 2004
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ACHA-NCHA Spring 2004
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2003 AUCCCD Survey

• 81.4% report seeing more students with serious 
psychological problems than 5 years ago. This is 
the #1 service provision concern (77.2%) and the 
#1 administrative concern (49.5%)

• 40.7% of clients have severe psychological 
problems

• Utilization of services: 9.8% is average (goes up 
to 40%) for entire campus per year

• 160 suicides in 2002-03, but only 31 were current 
or former counseling center clients (19.4%)

2004 AUCCCD SURVEY

92% of directors report an increase in students coming 
to counseling who are already on psychiatric 
medications

Directors report that 41.3% have severe psychological 
problems, 8.7% have impairment so serious that 
they cannot remain in school, or can only do so with 
extensive psychological/psychiatric help, while 
32.6% experience severe problems but can be 
treated successfully.

Only 19.7% of student suicides were current or   former 
counseling center clients
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QUESTIONS

• WHAT IS CAUSING THESE 
STUDENTS TO BE SO 
SUICIDAL AND DISTRESSED?

• ARE COLLEGES CREATING 
STRESSED OUT STUDENTS?

Source: MMWR (2004, May 21)

YRBS, 2003
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Ecological Fallacy
ONE CANNOT NECESSARILY 
EXTRAPOLATE FROM POPULATION 
DATA TO AN INDIVIDUAL PERSON --
- THE CHALLENGE IN WORKING 
WITH INDIVIDUALS IS TO 
PROPERLY ASSESS AND FORESEE 
THE LIKELIHOOD OF FUTURE SELF-
DESTRUCTIVE BEHAVIORS AND 
INTERVENE APPROPRIATELY

Why Now?

Changes in:
• Medication
• Psychiatric 

Symptoms
• Physical 

Symptoms
• Social Support
• Professional 

Support
• Perceptions

• Impulsivity 
Controls

• Violence Potential
• Sense of Hope
• Sense of a Future
• Sense of Stability
• Sense of Security
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What is the greatest precipitating factor
among youth suicide?

Among all 18-24 year olds who died by suicide:

• Almost 50% were due to intimate partner 
problems

• Important to attend to youth who have had a 
recent life event (relationship problem), who 
are depressed, and a tendency towards 
impulsiveness, especially within 2 weeks of 
life event

[Source: Harvard NVISS Pilot  2001]

PREVENTION vs. TREATMENT

Prevention Treatment
Goals Health Promotion

Disease Prevention
Reduce Incidence - 10

Reduce Prevalence -
20

Reduce Disability 30

Restore to Prior 
Status

Correct Deficits
Target 
Audienc
e

Communities
Groups at Risk

Individual Patients

Settings Community/School
Regional/ National

Office/Clinic (1:1)

Duration Lifespan Time-limited
Time-specific
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PREVENTION vs. TREATMENT

Prevention Treatment
Focus Knowledge Change

Attitude Change
Behavior Change

Symptom-specific
Specific Disorders or 
Diseases

Tools Surveillance
Development
Implementation
Evaluation

Cognitive/Behavioral
Emotional
Retrospective

Techniques Education/Training
Social Support
Outreach
Media/ Conferences

Introspection/Insight
Medications
Physical Therapies
Crisis Intervention

Overlap of spheres of 
influence for suicidal 

behavior

Individual Administration

College

CommunityHealth/Mental
Health Svcs.
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SUICIDE – A MODEL
DISORDER

Mood
Substance Abuse
Aggression
Anxiety
Neurochemistry

In trouble
Loss
Humiliation

Anxiety – Dread
Hopelessness
Anger

STRESS
EVENT

MOOD
CHANGE

Taboos
Support
Ventilation
Mental State
Presence of
others

SURVIVAL

INHIBITION Taboos
Method available
Recent example
Excitation/impulsivity
Solitude

SUICIDE

FACILITATION

*David Shaffer, M.D., Columbia U.
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Prevent/Find and Treat

Build Coping Skills
Cultural & Environ-
mental Changes

Gate Keeping
Effective Care

Socio-Cultural/
Environ. Changes

Interventions
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SOME FINAL 
THOUGHTS
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SUICIDE IS NOT THE PROBLEM

Suicide is the behavioral solution to a 
perceived insoluble problem that is no 
longer tolerable

IF all behavior is multi-determined…then
approaches to preventing suicidal 

behaviors
..…and insoluble problems….. can take 

many forms

Final Recommendations

• Suicide prevention is 
everyone’s business

• There is no single, fool-proof 
prevention strategy

• Be vigilant
• Stay focused
• Don’t become complacent
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A Final Observation

Suicide rates on college and university 
campuses are lower than in the 
general 
population…………………..THANKS 
TO YOU

KEEP UP THE GOOD WORK

Contact SPRCContact SPRC

• Phone: 877-GET-SPRC (438-7772)
• TTY: 617-964-5448
• Web: www.sprc.org
• Email: info@sprc.org
• Mail: Suicide Prevention Resource Center

55 Chapel Street
Newton, MA 02458-1060

http://www.sprc.org
mailto:info@sprc.org

