PREVENTING SUICIDE
A Preventable Public Health Issue
WHAT IS SUICIDE?
Suicide occurs when a person ends their
life. It is the 11th leading cause of death
among Americans, but suicide deaths are
only part of the problem. More people
survive suicide attempts than actually
die. They are often seriously injured and
need medical care.
Suicide is recognized as a chronic
epidemic. Despite the overwhelming
numbers, the tragedy of suicide is hidden
by stigma, myth and shame. The stigma
surrounding suicide serves to restrict
prevention and intervention.
Additionally, many people have the
mistaken notion that talking about
suicide causes it to happen. Today,
experts agree that suicide is preventable.

suicide rates are higher among young people and
those older than age 65.
RISK FACTORS
Risk factors are characteristics that make it more
likely that an individual will consider, attempt, or
die by suicide. It is important to note factors
identified as increasing risk are not factors causing
or predicting a suicide attempt. Risk factors for
suicide can include:










WHO IS AT RISK
Suicide does not discriminate based on race,
gender or age. However, there is a higher risk of
suicide for those who have been diagnosed with a
mental illness. In fact, the risk of suicide is
increased by more than 50 percent in individuals
affected by depression. Studies also show that
roughly 90 percent of individuals who die by
suicide have one or more mental disorders.
Also, some groups are at higher risk than others.
Men are four times more likely than women to die
from suicide. However, three times more women
than men report attempting suicide. In addition,












Mental disorders, particularly mood disorders,
schizophrenia, anxiety disorders and certain
personality disorders
Alcohol and other substance use disorders
Hopelessness
Impulsive and/or aggressive tendencies
History of trauma or abuse
Major physical illnesses
Previous suicide attempt
Family history of suicide
Job or financial loss
Loss of relationship
Easy access to lethal means
Local clusters of suicide
Lack of social support and sense of isolation
Stigma associated with asking for help
Lack of health care, especially mental health
and substance abuse treatment
Cultural and religious beliefs, such as the belief
that suicide is a noble resolution of a personal
dilemma
Exposure to others who have died by suicide
(in real life or via the media and Internet)
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PROTECTIVE FACTORS

WARNING SIGNS FOR YOUTH

Protective factors are characteristics that make it
less likely individuals will consider, attempt, or die
by suicide. Examples of protective factors include:
 Effective clinical care for mental, physical and
substance use disorders
 Easy access to a variety of clinical interventions
 Restricted access to highly lethal means of
suicide
 Strong connections to family and community
support
 Support through ongoing medical and mental
health care relationships
 Skills in problem solving, conflict resolution
and handling problems in a non-violent way
 Cultural and religious beliefs that discourage
suicide and support self-preservation

Suicide may be imminent, particularly if behavior
is new or increased and related to anticipated or
actual painful event, loss or change. Warning signs
include:
 Talking about or making plans for suicide
 Expressing hopelessness about the future
 Displaying severe emotional distress, sadness,
or pain
 Showing worrisome behavioral clues or marked
changes in behavior, especially:
o Significant withdrawal from social
connections/situations
o Increased agitation or irritability
o Anger or hostility that seems out of
character or out of context
o Changes in sleep (increased or
decreased).

WARNING SIGNS

Individuals often do not seek help because of the
stigma associated with asking for help, limited
access to treatment, the shame they feel about
having these thoughts or no one recognizes their
call for help.

The following signs may mean someone is at risk
for suicide. The risk of suicide is greater if a
behavior is new or has increased and if it seems
related to a painful event, loss, or change. If you or
someone you know exhibits any of these signs, seek
help as soon as possible by calling the National
Suicide Prevention Lifeline at 1-800-273-TALK
(8255).












LOOKING FOR HELP
When a person encounters written, spoken, or
other communication of suicide, they should take it
seriously. They should be direct to the person in
distress and ask questions such as “Are you
thinking about killing yourself?,” “Are you
considering taking your own life?,” and “Do you
ever feel like things would be better if you were
dead?” A person should not judge anyone they
believe might be thinking of suicide and should
avoid acting shocked if a youth says he or she is
considering suicide. In these situations, one should
not be sworn to secrecy or make promises that they
won’t tell anyone.

Talking about wanting to die or to kill
themselves
Looking for a way to kill themselves, such as
searching online or buying a gun
Talking about feeling hopeless or having no
reason to live
Talking about feeling trapped or in unbearable
pain
Talking about being a burden to others
Increasing the use of alcohol or drugs
Acting anxious or agitated; behaving recklessly
Sleeping too little or too much
Withdrawing or isolating themselves
Showing rage or talking about seeking revenge
Displaying extreme mood swings

Any suspicion that a youth is thinking about
suicide should be communicated to a mental health
professional or supervisor immediately. The person
who communicates suspicion to a mental health
professional should stay with the youth until
assistance arrives. One should not leave a suicidal
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youth alone while they seek assistance for the
youth.



Some behaviors may indicate that a person is at
immediate risk for suicide. The following three
behaviors are a prompt to immediately call the
National Suicide Prevention Lifeline at 1-800-273TALK (8255) or a mental health professional, as
well as stay with the person while they wait for
assistance, upon hearing or seeing a person that is:








Talking about wanting to hurt or kill
themselves
Looking for ways to kill themselves (such as
searching online or seeking access to pills,
weapons, or other means)
Talking about feeling hopeless or having no
reason to live

National Center for Injury Prevention and
Control
http://www.cdc.gov/ViolencePrevention/suicide
It Only Takes One – public awareness campaign
for Illinois – www.itonlytakesone.org

Information compiled from the following
sources:
•
•
•
•
•

U.S. Centers for Disease Control and Prevention
Illinois Department of Public Health
Illinois Suicide Prevention Strategic Plan
National Suicide Prevention Lifeline
Youth consensus meeting on warning signs

Other behaviors may also indicate a serious risk –
especially if the behavior is new, has increased,
and/or seems related to a painful event, loss or
change:
 Talking about feeling trapped or in unbearable
pain
 Talking about being a burden to others
 Increasing the use of alcohol or drugs
 Acting anxious or agitated; behaving recklessly
 Sleeping too little or too much
 Withdrawing or isolating themselves
 Showing rage or talking about seeking revenge
 Displaying extreme mood swings
RESOURCES
Information about suicide can be obtained from the
following organizations:
 National Action Alliance for Suicide
Prevention http://actionallianceforsuicideprevention.org
 Suicide Prevention Resource Centerhttp://www.sprc.org
 National Suicide Prevention Lifeline http://www.suicidepreventionlifeline.org; (800) 273TALK (8255)
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SEXUAL ORIENTATION, GENDER IDENTITY
AND YOUTH SUICIDE


WHAT IS SEXUAL ORIENTATION
Sexual orientation refers to whom a person is
attracted to emotionally, physically and
intellectually. Gender identity is a person‘s
sense or experience of belonging to a
particular gender category as a man or a
woman and where a person feels they fit in
society‘s man/woman structure. Both the
concepts of sexual orientation and gender
identity are included in the acronym LGBT
(lesbian, gay, bisexual and transgender).
Lesbian, gay and bisexual refer to types of
sexual orientation lesbians are women
attracted to some other women, gay men are
attracted to some other men and bisexual
people are those for whom gender is not the
first criteria in determining attraction.
Transgender is an umbrella term for people
whose gender identity or expression does not
match the cultural ―norm‖ for their biological
sex. This umbrella term includes identities
such as transsexual, genderqueer and crossdresser. Sometimes, a ‗Q‘ is added on to the
‗LGBT‘ acronym and stands for questioning.
Questioning often occurs during adolescence,
the development stage when many young
people struggle with issues of sexuality,
gender and identity. This struggle can be
especially difficult and prolonged for people
exploring LGBT sexual orientations and
gender identities.



WHY ARE THEY AT RISK
Lesbian, gay and bisexual youth were
identified by the National Strategy for Suicide
Prevention as populations at risk of suicide.
Illinois Department of Public Health

Data from the U.S. Centers for Disease
Control and Prevention‘s Youth Risk Behavior
Survey (YRBS) administered in Illinois in
2009 found when LGB youth are compared to
their non-gay peers they are more than three
times more likely to report considering suicide
in the past 12 months and to have made a
suicide plan in the past 12 months.
Additionally, they were almost five times more
likely to have attempted suicide in the past 12
months.
Suicide Ideation
 A 2002 study of gay males ages 15-25
revealed 20 percent had contemplated
suicide within the past month and 6
percent reported they still would ―like to kill
themselves.‖
Suicide attempts
 Studies exploring the relationship between
suicidality and sexual orientation have
found consistently high rates of suicide
attempts, ranging from 20 percent to 42
percent among LGBT youth.
 A statewide survey of junior and senior
high school students found that suicide
attempts were reported by 28 percent of
LGBT males and 21 percent of LGBT
females, compared to 15 percent of
heterosexual females and 4 percent of
heterosexual males.
 The study also revealed of gay males
ages 15-25, one-third had attempted
suicide in the past with 5 percent having
attempted in the past year.
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The incidence and prevalence of suicide
attempts were, respectively, two and five
times higher.

These numbers are startling when compared
with the general population.
Data limitations
 Since sexual orientation is not uniformly
recorded on death certificates, suicide
completion rates for the LGBT community
are not readily available.
 Collecting data on suicidality among LGBT
youth has many challenges. Since many
researchers perceive sexual orientation in
youth as a sensitive topic, most surveys
do not collect sexual identity data and thus
can yield no information about the suicide
risk of LGBT youth.
 Less research is available on the suicide
attempt and completion rates of
transgender individuals. However, a 1981
study surveying transsexuals reported 53
percent of those in the study had
attempted to suicide.

youths who are no longer in school are more
likely to attempt suicide than those in school.
Because studies are often school-based, the
suicide risk for LGBT dropouts, who also have
a significant rate of homelessness, have not
been able to be explored and are predicted to
be much higher than is realized.



PROTECTIVE FACTORS
Protective factors for all youth include ability
to adapt, belief that someone has the ability
to manage their feelings and behaviors,
internal locus of control, high self esteem,
good problem solving skills, social support,
one emotionally close family member, positive
school experience and spiritual faith.
Protective factors for LGBT youth build on the
ones listed above to also include positive role
models, high self esteem, parental support of
sexuality and gender, family connectedness,
safe schools, caring adult, supportive peers
and sense of community.



PREVENTION/INTERVENTION
STRATEGIES FOR THE HOME
Lack of support and family problems have
both been cited as risk factors for LGBT youth
suicide and suicide attempts. Parents and
families need to be aware of the issues and
facts surrounding LGBT youth. Parents and
families also need to be aware of the warning
signs of suicidal ideation. In addition to
knowing the warning signs, it is important for
parents and other influential adults to learn
the ability to connect with and support LGBT
youth.



RISK FACTORS
LGBT youth have more risk factors, more
severe risk factors and fewer protective
factors for suicide than non-LGB youth.
LGBT youth are at higher risk if the following
pertains
 homelessness
 the youth has run away
 live in foster care
 involved in juvenile justice or
corrections
 youth who have disclosed sexual
preference at an earlier age
Suicide attempts among LGBT youth are
associated with gender non-conformity, early
awareness of the feeling of being different,
stress, being the victim of violence, lack of
support, dropping out of school, family
problems, suicide attempts and completions
by friends, homelessness, substance abuse
and emotional problems. School enrollment
is a protective factor for suicide attempt;

Because many parents and families respond
to LGBT youth in negative ways, from
isolation to complete abandonment, changing
the dominating cultural views of LGBT people
in general also is a good prevention strategy,
though quite difficult to accomplish.
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PREVENTION/INTERVENTION
STRATEGIES FOR THE COMMUNITY
There are many settings appropriate for
community prevention interventions for LGBT
youth suicide. Three venues that are crucial
in influencing safety and inclusion for LGBT
youth are school, mental health, and social
services and health care.
Schools are an important setting for most
youth and can utilize curricula that teach
students coping skills and enhance selfesteem. Further, curricula can be introduced
in many subjects that incorporate LGBT
history and role models so students can begin
seeing a future for themselves as LGBT
people. Teachers and all school personnel
can be routinely trained in LGBT issues and
can learn how to stop homophobic bullying
and harassment, as well as anti-gay violence.
In addition, school staff can ensure safe and
inclusive referrals for LGBT students to
services.
Anyone who works with youth should be
trained on how to effectively serve LGBT
youth, including recognizing and responding
to warning signs, risk factors and protective
factors for suicide.

Institute protocols and practices on how to
respond if a youth is at risk of self-harm, has
made a suicide attempt or died by suicide.
Collaborate with schools and government to
develop administrative procedures to handle
complaints and resolve situations in which the
non-discrimination policy has been breached.
Train all personnel on the existence of the
policy and know how to make complaints or
direct others to make complaints if necessary.
Advocate for training of all school personnel
and faculty in LGBT issues and combating
anti-gay bullying, harassment and violence.
Ensure collection of data through the YRBS
and other routine adolescent health surveys
on sexual orientation and gender identity as it
pertains to youth. It also is necessary to
ensure death certificates begin to collect
demographic information on sexual
orientation and gender identity in order to fully
track suicide completion.
Request funds be available to address LGBT
youth homelessness, lack of access to
supportive mental health care and LGBT
youth truancy and absenteeism.

Include information regarding LGBT suicide in
health promotion materials. Make accurate
information about LGBT issues and resources
easily available.





LOOKING FOR HELP
Call 9-1-1 or seek immediate help from a
mental health provider when you hear or see
someone that is:
 threatening to hurt or kill themselves
 looking for ways to kill themselves (e.g.,
seeking access to pills, weapons or
other means)
 talking or writing about death, dying or
suicide

Implement non-discrimination policies that are
inclusive of sexual orientation and gender
identity to assure LGBT people equal rights.

Contact a mental health professional or call
the National Suicide Prevention Lifeline at
800-273-TALK (800-273-8255) for a referral
should you witness, hear or see anyone with
one or more of these behaviors:
 hopelessness
 rage, anger, seeking revenge

Build partnerships between youth-serving,
suicide prevention and LGBT youth agencies.
In addition, develop peer-based support
groups.
PREVENTION/INTERVENTION
STRATEGIES
Eliminate the pervasive homophobia and
heterosexism that exists through education,
awareness and promotion of equal rights.
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acting reckless or engaging in risky
activities, seemingly without thinking
feeling trapped—like there's no way out
increasing alcohol or drug use
withdrawing from friends, family or
society
anxiety, agitation, unable to sleep or
sleeping all the time
dramatic mood changes
no reason for living; no sense of purpose
in life

RESOURCES

More information about suicide can be
obtained from the following organizations:







National Center for Injury Prevention and
Control www.cdc.gov/ncipc
National Strategy for Suicide Prevention
http://mentalhealth.samhsa.gov/suicidepreve
ntion/
Suicide Prevention Resource Center
www.sprc.org
The Trevor Project
www.thetrevorproject.org
Illinois Safe Schools Alliance
www.illinoissafeschools.org
It Only Takes One – public awareness
campaign for Illinois –
www.itonlytakesone.org

Prevention and Interventions in Youth Suicide. Rockville, MD: U.S.
Department of Health and Human Services; 1989. DHHS publication
ADM 89-1623.
Gould M. and Kramer R. Youth Suicide Prevention. Suicide and lifethreatening behavior. 2001;31(1): 6-31.
Hershberger SL, Pilkington NW, D'Augelli AR. Predictors of suicide
attempts among gay, lesbian, and bisexual youth. Journal of Adolescent
Res. 1997;12:477-497.
Huxdly, J., and Brandon, S., "Partnership in Transsexualism, Part 1:
Paired and Non-paired Groups," Archives of Sexual Behavior, 10, pp.
133-141, 1981.)
Kuehnle, K.; Sullivan, A. Patterns of anti-gay violence: An analysis of
incident characteristics and victim reporting. Journal of Interpersonal
Violence, 2001. Vol 16(9), pp. 928-943.
Malley, E. (2007). Suicide and prevention among gay, lesbian, bisexual
and transgender youth. Retrieved from Suicide Prevention Resource
Center: http://www.sprc.org/library/AAS_LGBT_Youth_SP_2008.pdf
McDaniel J.S., Purcell D. and D'Augelli A.R., The relationship between
sexual orientation and risk for suicide: Research finding and future
directions for research and prevention. Suicide Life Threat Behav 31
suppl (2001), pp. 84-105.
Nicholas J, Howard J. Better dead than gay: depression, suicide ideation,
and attempt among a sample of gay and straight-identified males aged 18
to 24. Youth Stud Aust. 1998;17:28-33.
Reis, B. & Saewyc, E. Eighty-Three Thousand Youth: Selected Findings
of Eight Population-based Studies As They Pertain to Anti-Gay
Harassment and the Safety and Well-Being of Sexual Minority Students.
1999. Seattle, WA: Safe Schools Coalition of Washington.
Remafedi G, Farrow JA, Deisher RW. Risk factors for attempted suicide
in gay and bisexual youth. Pediatrics. 1991;87:869-875.
Remafedi G, French S, Story M, Resnick M, Blum R. The relationship
between suicide risk and sexual orientation: results of a population-based
study. American Journal of Public Health. 1998;88:57-60.
Remafedi G., Sexual orientation and youth suicide. JAMA 282 (1999), pp.
1291-1292.
Remafedi G. Suicidality in a venue-based sample of young men who
have sex with men. Journal of Adolescent Health. 2002;31(4): 305-310.

Information compiled from the following sources:
Beautrais AL, Joyce PR, Melder RT. Risk factors for serious suicide
attempts among youth aged 13 through 24 years. Journal of the
American Academy of Child and Adolescent Psychiatry. 1996;35:9:11741182.
Beautrais, A. L. (June 2003). Suicide and Serious Suicide Attempts in
Youth: A Multiple-group Comparison Study. American Journal of
Psychiatry, 160:1093-1099.
Berrill, K. (1990). Anti-gay violence and victimization in the United States:
An overview. Journal of Interpersonal Violence. 1990 Sep Vol 5(3) 274294.
Burns J. and Patton G. Preventive interventions for youth suicide: a risk
factor-based approach. Australian and New Zealand Journal of
Psychiatry. 2000;34(3): 388-407.
D'Augelli AR, Hershberger SL. Lesbian, gay, and bisexual youth in
community settings: personal challenges and mental health problems.
American Journal of Community Psychology. 1993;21:421-448.
Garofalo R., Wolf R., Cameron MS., Wissow, LS., Woods, ER. and
Goodman, E. Sexual orientation and risk of suicide attempts among a
representative sample of youth. Achives of Pediatrics and Adolescent
Health. 1999;153(5): 487-793.
Gibson P. In: U.S. Department of Health and Human Services, Report of
the Secretary's Task Force on Youth Suicide, Vol. 3 (pp. 110-142).

Rotherman-Borus MJ, Fernandez MI. Sexual orientation and
developmental challenges experienced by gay and lesbian youths.
Suicide and Life-Threatening Behavior. 1995;25:26-33.
Rotheram-Borus MJ, Bradley J. Evaluation of suicide risk. In: RotheramBorus MJ, Bradley J, Obolensky N, eds. Planning to Live: Evaluating and
Treating Suicidal Teens in Community Settings. Tulsa, Okla: National
Resource Center for Youth Services, University of Oklahoma; 1990:109136.
Savin-Williams R. Verbal and physical abuse stressors in the lives of
lesbian, gay male, and bisexual youths: associations with school
problems, running away, substance abuse, prostitution, and suicide.
Journal of Consult Clin Psychol. 1994;62:261-269.
Schneider AG, Farberow NL, Kruks GN. Suicidal behavior in adolescent
and young adult gay men. Suicide and Life-Threatening Behavior.
1989;19:381-394.
Suicide Prevention Resource Center. (2008). Suicide risk and prevention
for lesbian, gay, bisexual, and transgender youth. Newton, MA:
Education Development Center, Inc.
Suicide Prevention Resource Center. (2009, April 29). Warning Signs for
Suicide Prevention. Retrieved January 4, 2010, from Best Practices
Registry Section II: Expert and Consensus Statements:
http://www.sprc.org/featured_resources/bpr/PDF/AASWarningSigns_facts
heet.pdf
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SUICIDE and COLLEGE STUDENTS
For students, the college or university is their
community for a significant portion of the year.
Colleges are a diverse group, including
traditional, commuter, older, international and
veterans. With more than 180 two- and four–year
colleges and universities in the state, a significant
segment of the Illinois population falls into the
category of student (Degree-granting, 2012).
WHY THEY ARE AT RISK
Suicide is a leading cause of death among collegeaged students in the United States. It is estimated
a campus of 10,000 students will see a student
suicide every 2-3 years. Data from five years of
suicide deaths on 645 campuses as reported by
the National Survey of Counseling Center
Directors indicates a rate of seven deaths by
suicide per 100,000 students in the population.
Data also indicates the suicide rate for female
students (2.0/100,000) is slightly less than that of
males (7.1/100,000) (Schwartz, 2011), yet it is
important to recognize women attempt suicide
more than men.
The American College Health Association’s
National College Health Assessment (2012)
indicates in 2011 more than 6 percent of students
admit to seriously thinking about suicide with
another 1.1 percent having made an attempt. Of
the students surveyed, more than 60 percent
reported feeling very sad, 45 percent reported
feeling hopeless and 50 percent felt overwhelming
anxiety.
RISK FACTORS
Presence of a diagnosable mental illness, often
major depression, has been consistently identified
as a major risk factor for suicide in all segments of
the population. Many depressed individuals are
Illinois Department of Public Health

never diagnosed or adequately treated. The
American College Health Association’s National
College Health Assessment (2012) found 30
percent of college students reported feeling so
depressed they were unable to function at least
once within a one-year period, yet only 6.7
percent of male and 13.1 percent of female
students had been formally diagnosed or treated
for depression within the year 2011. A National
Survey on Drug Use and Health report published
by the Substance Abuse and Mental Health
Administration (SAMHSA) Center for Behavioral
Health Statistics and Quality (2012) found 4.5
percent of men and 12 percent of women
experienced at least one major depressive episode
in the years 2008 through 2010. Of those students,
less than 40 percent had received mental health
counseling and less than 30 percent had received
prescription medication in the previous year.
Based on the National Survey of College
Counseling Centers 2013, college and university
counseling center directors in the United States
reported 69 student deaths by suicide in the past
year.
 21 percent were current or former center
clients, 71 percent were males, 76 percent
were undergraduates and 33 percent of
the deaths by suicide occurred on or near
campus.
 77 percent were Caucasian, 11 percent
were Latino, 9 percent were African
American and 2 percent were Asian or
Pacific Islanders.
 To the extent that it was known, 48
percent of the students were depressed,
27 percent had relationship problems, 16
percent had academic problems and 6
percent had financial problems. These
numbers may appear low, as directors
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reported only on the primary factor rather
than a combination of factors.
17 percent were on psychiatric medication
and 9 percent were known to have had
previous psychiatric hospitalizations.

Students identified at greatest risk of suicide
ideation and attempts are those with an existing
mental health problem when they start school and
those who develop mental health problems while
enrolled.
 Students (under 21 years of age), males,
Asian and Latino, and those currently in
treatment are at greater risk of suiciderelated behaviors.
 A variety of factors have been determined
to contribute to suicidal ideation and
attempts in college students, including
loneliness, helplessness, academic
problems, relationship problems,
difficulties with parents and financial
concerns.

Students with a history of suicide ideation
are more likely to engage in ―injuryrelated risk behavior, like driving
intoxicated, riding with someone who is
driving intoxicated, swimming or
boarding after drinking alcohol, engaging
in a physical fight, carrying a weapon and
failing to wear seatbelts regularly, if at all.

Some populations to consider when establishing
an approach to preventing suicide are commuter
students; older students; international students;
and gay, lesbian, bisexual and transgender
students.
Some warning signs that indicate a student may
be considering suicide include:
 Sudden decrease in school performance.
 Fixation with death or violence.
 Unhealthy peer relationships.
 Violent mood swings or sudden change in
personality.
 Indications that the student is in an
abusive relationship.
 Signs of an eating disorder.
 Difficulty in adjusting to gender identity
and/or depression.

Transitioning into college life can be challenging.
Students are introduced to new freedoms, new
responsibilities, and feel overwhelmed with
academic and social pressures. This also is the
age period (18-24 years of age) in which severe
psychiatric disorders, like bipolar and
schizophrenia, typically manifests and can
disrupt a student. Due to advancements in
medicine, those diagnosed with a mental illness
can envision themselves attending college. This
has lead to more people with a mental illness
attending college, though they may be more
susceptible to the stressors intrinsic in college.

PROTECTIVE FACTORS
The fact a young adult is attending college may be
a protective factor against suicide. College
students (7.5 /100,000) were less likely to die by
suicide than their nonstudent peers (15/100,000)
(Silverman et al., 1997; Drum et al., 2009). In
addition to campus policies, (e.g., campuses
prohibit firearm possession) it is believed the
infrastructure of a campus provides a network of
support and services to struggling students.
However, it is important to remember that suicide
remains the second leading cause of death among
college-aged students in the United States and
strategies, like those listed below, should be
implemented to prevent deaths by suicide among
college students.

Students may struggle with sleep deprivation,
substance abuse and other risky behavior during
college life that could impact their risk for suicide.
 Sleep deprivation is often seen as a
characteristic for college life, but also is a
major trigger for mania.
 Substance abuse can make the difference
between suicidal ideation and a lethal
attempt.
 Students with a history of suicide ideation
have shown an increase in the use of
tobacco, alcohol and illegal drugs.

Campus environmental protective factors include:
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home in the event warning signs of suicide are
observed.

Effective clinical care for mental, physical and
substance use disorders.
Easy access to a variety of clinical
interventions and support for helpseeking.
Restricted access to highly lethal means of
suicide.

STRATEGIES FOR THE HIGHER EDUCATION
COMMUNITY

Schools
 Implement regular screening programs for
depression, other serious mental illnesses and
suicide-related behaviors.
 Implement campus-wide education efforts.
 Provide educational programs and materials
to parents and to families of incoming and
continuing students.
 Take a campus-wide approach to address
both individual and environmental factors
associated with suicide. The entire campus
(not just the counseling center) needs to serve
an active role, since suicide is a complex
problem.
 Reach out to students when their symptoms
are just developing so fewer students end up
at risk for serious depression, anxiety, fewer
consider suicide, fewer attempt and fewer die
by suicide.
 Develop a continuum of activities to decrease
risk factors and increase protective factors.
o Identify students at risk
o Increase help-seeking behavior
o Provide mental health services
o Follow crisis management
procedures
o Restrict access to potentially lethal
means
o Develop life skills
o Promote social networks
 Establish post-vention programs to help the
community cope after a suicide death on
campus.
 Develop comprehensive medical leave
policies, which include mental illness.
 Participate in statewide surveillance system
for reporting suicide deaths and serious
suicide-related behaviors on campus.

Campus social protective factors include:
 Strong connections to family and community
support.
 Support through ongoing medical and mental
health care relationships.
 Skills in problem solving, conflict resolution
and nonviolent handling of disputes.
 Cultural and religious beliefs that discourage
suicide and support self preservation.
PREVENTION/INTERVENTION STRATEGIES
STRATEGIES FOR FAMILIES

Stay actively involved in your student’s live while
they are at school. Family involvement serves as
a protective factor, whereas, regular contact by
phone, e-mail and mail may help remind the
student they are loved, cared for and have access
to a support network.
Learn the warning signs of suicide and who to
refer your student to if they are concerned.
Know the risk factors and be aware of the mental
health services available at your student’s school
and, if necessary, should help them obtain
services.
Find out how your student’s school handles this
issue. If you are concerned your student is at risk,
contact the school to identify ways to ensure the
safety of your student and how to get linked to
resources. Keep trying.
Acknowledge up-front the issues of
confidentiality for adult students (i.e., over 18)
and establish reasonable ways of information
transfer.

Faculty and staff
 Have regular contact with students.

If the student is living at home during their
college years, restrict access to firearms in the
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Attend training on recognizing at-risk
students and helping them obtain necessary
services.





Campus-based mental health, counseling centers
or psychiatric services
 Train staff to recognize and manage suicide
risk.
 Provide culturally appropriate services.
 Maintain up-to-date lists of off-campus
referral options in addition to information on
accessing emergency services.
 Be available on-site or with easy access for
clinical diagnosis, prescription and
monitoring of psychotropic medications.
 Offer general stress-reduction programs on a
regular basis along with non-clinical student
support networks.



Acting anxious or agitated; behaving
recklessly
Sleeping too little or too much
Withdrawing or isolating themselves
Showing rage or talking about seeking
revenge
Displaying extreme mood swings.

RESOURCES





HELP FOR EVERYONE


Some behaviors may indicate a person is at
immediate risk for suicide. The following three
behaviors should prompt you to immediately call
the National Suicide Prevention Lifeline at 1-800273-TALK (8255) or a mental health professional,
as well as stay with the person while they wait for
assistance, when you hear or see someone that is:




Suicide Prevention Resource Center
www.sprc.org
American Foundation for Suicide Prevention
www.afsp.org
National Suicide Prevention Lifeline
http://www.suicidepreventionlifeline.org; (800)
273-TALK (8255)
National Strategy for Suicide Prevention
http://www.surgeongeneral.gov/library/reports/nat
ional-strategy-suicide-prevention/index.html
National Center for Injury Prevention and
Control
http://www.cdc.gov/ViolencePrevention/suicide
It Only Takes One – public awareness campaign
for Illinois – www.itonlytakesone.org
The Jed Foundation
http://jedfoundation.org

Information compiled from the following sources:



Talking about wanting to hurt or kill
themselves
 Looking for ways to kill themselves (such as
searching online or seeking access to pills,
weapons or other means)
 Talking about feeling hopeless or having no
reason to live
Other behaviors also may indicate a serious risk,
especially if the behavior is new, has increased,
and/or seems related to a painful event, loss or
change:
 Talking about feeling trapped or in
unbearable pain
 Talking about being a burden to others
 Increasing the use of alcohol or drugs

American College Health Association. (2012). American College
Health Association- National College Health Assessment II:
Reference Group Executive Summary Fall 2011. Hanover, MD.
Retrieved July 16, 2014 from American College Health Association:
http://www.acha-ncha.org/docs/ACHA-NCHAII_ReferenceGroup_ExecutiveSummary_Fall2011.pdf
Davidson, L. (2009, February 23). Campus Program Manager,
Suicide Prevention Resource Center. Reduce Suicidal Behaviors.
Newton, Massachusetts, United States.
Drum DJ, Brownson C, Denmark AB, Smith SE. (2009). New data on
the nature of suicidal crises in college students: Shifting the
paradigm. Professional Psychology, 40(3): 213-222.
Ellen, F.E. (2002), Suicide Prevention on Campus. Psychiatric
Times, Vol. XIX, Issue 10.
Gallagher, R. (2013). National Survey of College Counseling Centers
2013, Section One: 4-Year Directors. Retrieved July 16, 2014, from
American College Counseling Association:
http://www.iacsinc.org/2013%20Survey%20Section%20One%204yr%20%20Directors%20%20(Final).pdf
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Gutierrez, P. M., Osman, A., Kopper, B. A., Barrios, F. X., & Bagge,
C. L. (2000). Suicide risk assessment in a college student
population. Journal of Counseling Psychology, 47(4), 403-413.
O Carroll, P. W., Berman, A. L., Maris, R. W., Moscicki, E. K.,
Tanney, B. L., & Silverman, M. M. (1996). Beyond the Tower of
Babel: A nomenclature for suicidology. Suicide and Life-Threatening
Behavior, 26(3), 237-252.
Proceedings from an Expert Panel on Vulnerability, Depressive
Symptoms, and Suicidal Behavior on College Campuses. (2002).
Safeguarding your students against suicide.
Schwartz, A. J. (August 01, 2011). Rate, Relative Risk, and
Method of Suicide by Students at 4-Year Colleges and
Universities in the United States, 2004-2005 through 20082009. Suicide and Life-Threatening Behavior, 41, 4, 353371.
Silverman, M. M., Meyer, P. M., Sloane, F., Raffel, M., & Pratt, D. M.
(1997). The Big Ten student suicide study: A 10-year study of
suicides on midwestern university campuses. Suicide and LifeThreatening Behavior, (27(3), 285-303.
Substance Abuse and Mental Health Services Administration, Center
for Behavioral Health Statistics and Quality. (May 3, 2012). The
NSDUH Report: Major Depressive Episode among Full-Time College
Students and Other Young Adults, Aged 18 to 22. Rockville, MD.
Retrieved July 16, 2014 from Substance Abuse and Mental Health
Services Administration:
http://www.samhsa.gov/data/2k12/NSDUH060/SR060CollegeStuden
tsMDE2012.htm
Suicide Prevention Resource Center. (2004). Promoting mental
health and preventing suicide in college and university settings.
Newton, MA: Education Development Center, Inc.
Suicide Prevention Resource Center. (2005). The Role of College
Students in Preventing Suicide. Retrieved December 29, 2009, from
Suicide Prevention Resource Center:
http://www.sprc.org/featured_resources/customized/pdf/college_stud
ents.pdf
Suicide Prevention Resource Center. (2009, April 29). Warning
Signs for Suicide Prevention. Retrieved January 4, 2010, from Best
Practices Registry Section II: Expert and Consensus Statements:
http://www.sprc.org/featured_resources/bpr/PDF/AASWarningSigns_
factsheet.pdf
U.S. Centers for Disease Control and Prevention (1997). Youth Risk
Behavior Surveillance: National College Risk Behavior Survey—
United States, 1995. Morbidity and Mortality Weekly Report –
Surveillance Summaries, 46(SS-6);1-54.
U. S Department of Education Institute of Education Sciences, U. D.
(2012, November). Degree-granting institutions, by control and level
of institution and state or jurisdiction: 2011-12. Retrieved July 16,
2014, from Digest of Education Statisitics:
http://nces.ed.gov/programs/digest/d12/tables/dt12_307.asp
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SUICIDE and FIRST RESPONDERS’ ROLE
WHO ARE FIRST RESPONDERS?
First responders, also known as first interveners,
include a variety of public officials who deal with
emergency situations on a day-to-day basis. This
group includes, but is not limited to firefighters,
police officers, EMTs, paramedics and emergency
department personnel. When calls or visits are
made for individuals needing emergency
assistance, whether by that individual or on their
behalf, first responders are the first professionals
to come into contact with the situation. First
responders uphold a duty to shield those in their
community from harm.
WHY THE ROLE OF FIRST RESPONDERS IS SO
IMPORTANT
Situations that first responders encounter may be
of suicidal nature, especially those that are mental
health emergencies. The Illinois Violent Death
Reporting System indicates 72 percent of Illinois
suicides occurred at the victim’s residence. First
responders are the initial contact in emergency
situations occurring in the home. At any time,
first responders may be in situations where they
need to refer a person to a mental health facility,
or even personally recognize and remove lethal
means from someone.
The nature of emergency situations that first
responders come into contact with is wide in
range. Many may assume that first responders
deal with common themes, such as fire, theft and
automobile accidents.

Illinois Department of Public Health

While this is true, it is important to consider that
first responders also are used as a resource by and
for people who are suffering emotional, mental
health and substance abuse issues.
Unfortunately, most first responders are not
specifically trained in the area of mental illness.
Many are unaware of the common warning signs
of suicide and do not know the appropriate action
to take when they encounter someone who is
exhibiting suicidal behavior.
Being the first point of contact with individuals in
emergency situations, first responders’
knowledge and handling of emergency situations
greatly influences the end result of these crises. In
situations involving suicide, the end result is
ultimately fatal if not handled properly. First
responders, with the appropriate knowledge and
training, can save lives in suicidal situations.
PREVENTION/INTERVENTION STRATEGIES FOR FIRST
RESPONDERS
STRATEGIES FOR RESPONDING TO THE SCENE

It is crucial for first responders to take suicide
threats and attempts seriously. Suicide
Prevention Resource Center (2013) recommends
the following steps for taking precaution at the
scene:


“Ensure the safety of everyone present” – this
includes eliminating access to lethal means. If
available, contact law enforcement who are
trained in suicide prevention to intervene.
Law enforcement officers should be aware of
the dangers of a “suicide by cop” situation,
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where a suicidal person threatens harm to
others in attempt to provoke officers to fire at
him or her
“Assess the person for need of medical treatment”
– Address any serious medical needs first, and
if not equipped to handle mental health
issues, involve somebody who is, such as a
mental health clinician or crisis intervention
worker. If not aware of the appropriate
professional to contact, ask a supervisor for
direction.
“Establish rapport with the person” – Listen
carefully and speak with the person in a nonconfrontational manner.
“Assess the person for risk of suicide” –
Determine whether an attempt has already
been made while keeping them under
constant observation. If the person is suicidal,
arrange for them to be transported to a local
hospital or mental health center.

following objectives, as outlined by the National
Alliance for Suicide Prevention (2012).
 “Assess the problem and its context within the
workplace setting” - First responders should
examine how suicide affects their profession.
 “Increase workplace buy-in about the consequences
of not attending to suicidal behavior” – First
responders can talk with colleagues about the
importance of suicide prevention education.
 “Build the capacity of workplaces to engage in
suicide prevention” – First responders can
suggest trainings and print materials for the
workplace to review.



“Engage employers to take action and to evaluate
results” – Employing the above strategies, first
responders may capture the attention of
leaders and see workplace changes.

STRATEGIES FOR OCCUPATIONAL TRAINING

Suicide prevention needs to be a focus of a first
responder throughout their professional training
and as a part of their continuing education. For
example, information can be added to a training
block at the academy or school with a brief
update or refresher during the time staff received
recertification for cardiopulmonary resuscitation
(CPR).

STRATEGIES FOR THE COMMUNITY

There are many ways for first responders to
participate in community-wide suicide
prevention efforts. First responders can get
involved in local prevention efforts, such as
community coalitions. If a community has a
coalition, then extend an invitation to law
enforcement and the fire services. First
responders can share written materials with the
community and include suicide prevention
materials in the department’s lobby.

The 2012 National Strategy for Suicide
Prevention, a report of the U.S. Surgeon General
and of the National Action Alliance for Suicide
Prevention includes providing training to
community and clinical service providers as a
specific goal. Within that goal, the following
relevant strategies are presented:
 Develop and implement protocols and
programs for clinicians and clinical
supervisors, first responders, crisis staff, and
others on how to implement effective
strategies for communicating and
collaboratively managing suicide risk.
 Develop and promote the adoption of core
education and training guidelines on the

STRATEGIES FOR THE WORKPLACE

Local first responders should promote awareness
that suicide is a public health problem that is
preventable. As often the first people to come
into contact with suicidal situations, first
responders must recognize how suicide affects
their profession.
To promote an informed staff within their
workplace/team, first responders can apply the
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prevention of suicide and related behaviors by
credentialing and accreditation bodies.
Develop and promote the adoption of core
education and training guidelines on the
prevention of suicide and related behaviors by
health professions, including graduate and
continuing education.

PROTECTING FIRST RESPONDERS
Professionals who act as first responders are in
high-stress situations for much of their work time.
Being involved with these kinds of situations
exposes them to overwhelming images, both
physical and psychological, of both the victims
and surrounding individuals.

UNIQUE CHALLENGES FOR FIRST RESPONDERS

If an agency does not have a policy, then they are
strongly encouraged to debrief first responders
involved with critical incidents, including suicide.
Many local organizations will provide the
training at no cost.

First responders are often exposed to unique
situations related to a suicide or a suicide attempt.
In addition to directly interacting with suicidal
individuals, first responders also must take
special care in their interactions with family and
friends of a suicidal individual. They need to
convey empathy and provide support, but at the
same time may be faced with the task of asking
sensitive questions in order to obtain more
information on the situation.

Co-workers, friends and family members of first
responders can recommend Acute Traumatic
Stress Management strategies to help them cope
with overwhelming work experiences. These
include:
 Encourage them to admit their connection to
the situation is creating physical and
psychological reactions.
 Support them in talking about their personal
reactions to their work. Self-disclosure helps
them understand experiences and promotes
closure.
 Remind them not to forget they are a normal
person who has experienced an abnormal
event, and remind them not to feel ashamed
to seek professional help.

If an individual completes a suicide, their family
and friends become “survivors.” Interacting with
survivors of suicide presents the same challenges
as mentioned, but also may pose greater risks.
Survivors of suicide experience strong emotions
following their loss and, in extreme cases, may
show concerning behaviors that can be classified
as suicidal.
Additionally, first responders may be approached
by news media for information. First responders
must be aware of the danger of releasing
information that may be used to glamorize or
criticize a victim. Out of safety to the victim, first
responders must learn to react to the media in a
minimal way, as detailed media coverage
regarding suicide can contribute to other suicide
attempts. If first responders must speak with the
media, they should take such opportunities to
provide sources of assistance for others in danger
of suicide.

Unfortunately, first responders’ exposure to
distress in their work may cause weaker
connections in their personal lives, as they may
feel like a burden when sharing work-related
grief with others. Combined with some first
responders’ access to firearms (police officers), the
above factors make first responders at risk for
attempting and/or completing suicide
themselves. If you know a first responder under
stress, familiarize yourself with the warning signs
of suicide and refer them for assistance.
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related to a painful event, loss or change. If you or
someone you know exhibits any of these signs,
seek help as soon as possible by calling the
Lifeline at 1-800-273-TALK (8255).
 Talking about wanting to die or to kill
themselves.
 Looking for a way to kill themselves, such as
searching online or buying a gun.
 Talking about feeling hopeless or having no
reason to live.
 Talking about feeling trapped or in
unbearable pain.
 Talking about being a burden to others.
 Increasing the use of alcohol or drugs.
 Acting anxious or agitated; behaving
recklessly.
 Sleeping too little or too much.
 Withdrawing or isolating themselves.
 Showing rage or talking about seeking
revenge.
 Displaying extreme mood swings.

HELP FOR FIRST RESPONDERS
First responders at risk of suicide may display
warning signs that differ from that of the public.
The Firefighter Behavioral Health Alliance has
identified five common warning signs linked to
depression and suicide in firefighters. If you see
firefighters who display these signs, step in to
help.
 Sleep deprivation
 Anger
 Impulsive behavior – may include sudden
changes in ideals
 Isolation - those who suddenly withdraw
from others in the workplace more than usual
may be at risk
 Loss of confidence in skills – many lose the
confidence to perform their jobs
The following warning signs were identified
within the International Journal of Emergency
Mental Health as warning signs specific to police
officers. While not all suicidal officers will show
all of these signs, even a few such cues should
raise sufficient concern for a supervisor to take
action.
 Verbal cues – threatening self; threatening
others; surrendering control; throwing it all
away; out of control; hostile, blaming,
insubordinate; defeated; morbid attraction to
suicide or homicide; overwhelmed; or out of
options.



RESOURCES






Behavioral cues – gestures; weapon surrender;
weapon overkill, excessive risk-taking;
boundary violations; procedural violations;
final plans; or surrendering control.



HELP FOR EVERYONE
The following signs may mean someone is at risk
for suicide. The risk of suicide is greater if a
behavior is new or has increased and if it seems
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National Center for Injury Prevention and
Control www.cdc.gov/ncipc
National Strategy for Suicide Prevention
http://mentalhealth.samhsa.gov/suicideprevention/
It Only Takes One – public awareness campaign
for Illinois – www.itonlytakesone.org
Firefighter Behavioral Health Alliance
www.ffbha.org
The Role of Emergency Medical Providers in
Preventing Suicide
http://www.sprc.org/sites/sprc.org/files/ems.pdf
The Role of Law Enforcement Officers in
Preventing Suicide
http://www.sprc.org/sites/sprc.org/files/LawEnforc
ement.pdf

Information compiled from the following sources:
 Dill, Jeff. (2013, May 15). Top 5 Warning Signs of
Firefighter Depression, Suicide. Retrieved December
16, 2013 from http://firechief.com/blog/top-5warning-signs-firefighter-depression-suicide
 “Examining Suicides in Illinois, 2005-2008.” Illinois
Violent Death Reporting System: 2.2. Retrieved
September 10, 2013 from
http://www.luriechildrensresearch.org/uploaded
Files/Research/Smith_Child_Health_Research/C
hild_Health_Data_Lab_(CHDL)/2011%2012%20IV
DRS%20suicide.pdf
 Lerner, MD., Shelton, LD.,How can emergency
responders manage their own response to a traumatic
event? Retrieved September 9, 2013, from SRPC
Library & Resources:
http://www.sprc.org/sites/sprc.org/files/library
/EmergencyRespondersOwnResponse.pdf
 Miller, L. (2005). Police officer suicide: Causes,
prevention, and practical intervention strategies.
International Journal of Emergency Mental Health,
7(2), 101.
 National Action Alliance for Suicide Prevention.
(2012). Workplace Task Force. Retrieved September
9, 2013 from
http://actionallianceforsuicideprevention.org/tas
k-force/workplace
 National Suicide Prevention Lifeline.. Suicide
Warning Signs. Retrieved February 5, 2014,
http://www.suicidepreventionlifeline.org/learn/
warningsigns.aspx
 Suicide Prevention Resource Center. (2013, May). The
Role of Law Enforcement Officers in Preventing
Suicide. Retrieved September 9, 2013, from SRPC
Library & Resources:
http://www.sprc.org/sites/sprc.org/files/LawEn
forcement.pdf
 Suicide Prevention Resource Center. (2013,
February). The Role of Emergency Medical Services
Providers in Preventing Suicide. Retrieved
September 9, 2013, from SRPC Library &
Resources:
http://www.sprc.org/sites/sprc.org/files/ems.p
df

 Salvatore, T. (2009, September). Suicide Prevention for
Police Officers. Retrieved September 9, 2013 from
SRPC Library & Resources:
http://www.mces.org/PDFs/suicidepolice.pdf
 U.S. Department of Health and Human Services
(HHS) Office of Surgeon General and National
Alliance for Suicide Prevention. (2012, September).
2012 National Strategy for Suicide Prevention: Goals
and Objectives for Action. Washington, DC: HHS.
 World Health Organization, Department of Mental
Health and Substance Abuse. (2009). Preventing
Suicide: a Resource for Police, Firefighters, and other
First Line Responders. Retrieved September 9, 2013
from SRPC Library & Resources:
http://whqlibdoc.who.int/publications/2009/978
9241598439_eng.pdf

Printed by Authority of the State of Illinois
Page 100
5
P.O. #3514773
6/14

SUICIDE AND OLDER ADULTS
The highest rate of suicide in the nation is among
persons 65 years of age and older. Of those
suicides, 83 percent were males. In fact, the rate
of suicides in late life is 6.6 times greater among
males than females. Elderly white men are at the
highest risk of suicide. The rate for Illinois is
comparable to the national rate. In comparison to
age groups, the suicide rate for persons 70 years
of age or older is nearly 2.0 times the rate for the
15 to 19 year age group.
Older adults are disproportionately impacted by
suicide. Nationally, they account for 16.0 percent
of suicides; however, they only make up 13.3
percent of the population. In Illinois, older adults
make up 13.5 percent of the population, yet
account for 21 percent of suicides.
Older adults are less likely to report suicidal
thoughts compared to younger adults. They
attempt and complete suicide more than other age
groups. One of the reasons for a higher
completion rate is because they use more lethal
methods. More than 70 percent of suicides in this
age group are by a firearm, which men use more
often than women.
Some older adults purposely engage in indirect
life threatening behavior, which will eventually
lead to their death. Examples include refusing
medication, food, or liquid; refusing or ignoring
medical advice; not attending to their hygiene;
and living in unsafe/unsanitary conditions.
These deaths are not labeled as suicide even when
the older adult’s intent is to die.
Suicide among older adults is greatly underreported, which may be due to the unwillingness
of doctors and coroners to label a death as suicide
because of the impact on family members and the
Illinois Department of Public Health

community. It is documented every hour and 23
minutes an older adult dies by suicide in
America.
RISK FACTORS
The following characteristics are risk factors of
older adult suicide:
 access to lethal methods (e.g., firearms)
 debilitating physical health problems
 presence of mental disorder
 depression
 divorced or widowed (rates are highest for
those who are divorced or widowed)
 family discord
 major changes in social roles (e.g.,
retirement)
 perceived poor health
 prior suicide attempts
 recent death of a loved one
 social isolation and loneliness; socially
dependent
 substance abuse
 uncontrollable pain or the fear of a
prolonged illness
Depression is one of the leading risk factors of
older adult suicide. Often times, their depression
is undiagnosed and/or untreated.
Approximately 20 percent of older adults
experience undiagnosed depression; yet only 1225 percent of older adults with depression receive
treatment for it. It is important to remember
depressive disorder is not a normal part of aging.
It is normal to experience sadness, grief, response
to loss, and temporary ―blue‖ moods; however,
persistent depression that significantly impacts a
person’s ability to function is not normal. The
risk of depression increases when an older adult
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has other illnesses and has limited ability to
function.

PREVENTION/INTERVENTION STRATEGIES
STRATEGIES FOR THE HOME






Most older adults who die by suicide had
been seen recently by their primary doctor.
20 percent had been seen by their doctor
within 24 hours of their suicide.
40 percent had been seen by their doctor
within a week of their suicide.
70 percent had been seen by a physician
within a month of their suicide.

Specific steps to prevent suicide can be taken
within the home of an older adult, including
reducing access to means commonly found in a
place of residence.
 Develop a strong connection to family and
community support.
 Encourage family members to look out for warning
signs of suicide. Signs include hoarding
medication, talking about being with dead
loved ones soon, being preoccupied with
death, withdrawing from friends and/or
activities they once enjoyed and increased use
of alcohol or pain medications.

However, when an older adult visits their doctor,
they often describe physical ailments that are the
result of depression, such as poor appetite,
changes in sleeping patterns and pain not
associated with a physical problem, which can
lead to a misdiagnosis. Also, older adults receive
treatment for diseases, such as heart disease,
diabetes, Parkinson’s disease, respiratory disease
and arthritis, each of which can be accompanied
by depression. If depression is untreated, it can
delay or prevent full recovery.

 Educate older adults on ways to develop skills in
problem solving and conflict resolution.
 Remove firearms from the home. If the older adult
will not allow this, unload the firearm, store
the ammunition in another part of the home
and place a trigger lock on the gun.

Older adults, by nature of growing older,
experience many losses, including spouses, family
and friends passing away, going to a nursing
home, or moving away to live with family. These
losses, in addition to a decreased ability to
perform daily activities, are factors that increase
social isolation in older adults. The loss of
physical and/or cognitive functioning (e.g.,
unable to drive due to poor eyesight, hearing, or
reflexes; unable to do what they used to do when
they were younger; and in need of help for simple
tasks) is one of many reasons older adults
experience depression.

 Dispose of out-of-date medications. If necessary,
medications should be monitored by someone
who can recognize potentially lethal dosages or
combinations of medications and can properly
dispose of them if needed.
STRATEGIES FOR THE COMMUNITY

Responsibilities for older adult suicide prevention
lie outside of the home as well. It is crucial for
older adults to have simple access to social and
clinical support.
 Reduce social isolation and disconnect. Form
friendly visiting and telephone reassurance
programs to increase social interaction.
Provide transportation to church, senior
centers, senior meal sites, and other social
functions to increase social activity. This is
especially important in rural areas.

Additionally, older adults generally have access
to firearms, particularly when an older man is a
veteran.
The National Strategy for Suicide Prevention
indicated several factors would impact the rate of
older adult suicides in the future, including
growth in the absolute and proportionate size of
this population; health status; availability of
services; and attitudes about aging and suicide.

 Identify avenues to outreach to older adults. Points
of access include:
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o
o
o
o
o

health care – primary, specialty, long-term
and home
mental health services
social services – senior centers, nutrition,
transportation, peer support and outreach
religion – churches and temples
community – banks, utility companies,
pharmacists, mail carriers and senior
living communities

these workers and volunteers in identifying
persons at risk of suicide.
 Develop and implement strategies to reduce
the stigma associated with aging and with
being a consumer of mental health, substance
abuse and suicide prevention services.
 Improve access to and community linkages
with mental health, substance abuse and social
services designed for the evaluation and
treatment of older adults in primary and longterm care settings.

 Offer easy access to a variety of clinical
interventions and help-seeking support.
 Provide effective clinical care for mental,
physical, and substance disorders.

 Encourage health care programs to incorporate
screening tools and techniques for depression,
substance abuse and suicide risk.

 Prioritize positive family involvement to
maintain the emotional well-being of an older
adult.

 Focus on treating mood disorders by
integrating evidence-based depression
treatment into the work of primary care offices,
social service agencies and aging services
organizations.

STRATEGIES FOR STATE, CITY, AND LOCAL
GOVERNMENT ENTITIES

Suicide interventions must be aggressive. Older
adults are more frail (more likely to die), more
isolated (less likely to be rescued), and more
planned and determined; therefore, their suicide
attempts are more lethal. Thus, it is important to
focus prevention efforts on educating both the
general public and those populations greatest at
risk of suicide.
 Develop broad-based support for older adult
suicide prevention.



Implement collaborative care models that
combine pharmacological and psychosocial
treatment for depressive symptoms.

LOOKING FOR HELP
Call 9-1-1 or seek immediate help from a mental
health provider when you hear or see someone
that is:
o threatening to hurt or kill themselves
o looking for ways to kill themselves (e.g.,
seeking access to pills, weapons, or other
means)
o talking or writing about death, dying or
suicide

 Promote awareness that suicide in older adults
is a public health problem that is preventable.
 Encourage primary care physicians to become
more aware of and look for signs of depression
in their older patients.

Contact a mental health professional or call the
National Suicide Prevention Lifeline at 800-273TALK (800-273-8255) for a referral should you
witness, hear or see anyone with one or more of
these behaviors:
o hopelessness
o rage, anger, seeking revenge

 Educate doctors, caregivers, in-home care
workers, long-term care (nursing home)
employees and the community-at-large about
the concern of suicide among older adults.
 Develop and implement a training program for
employees of local aging programs to assist
o acting reckless or engaging in risky
activities, seemingly without thinking

o
o
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feeling trapped—like there's no way out
increasing alcohol or drug use

o
o
o
o

Suicidology, dated June 19, 2014, downloaded from
http://www.suicidology.org/c/document_library/get_file?folderId
=248&name=DLFE-941.pdf

withdrawing from friends, family or society
anxiety, agitation, unable to sleep, or
sleeping all the time
dramatic mood changes
no reason for living; no sense of purpose in
life

(2001). National Strategy for Suicide Prevention: Goals and Objectives for
Action. Rockville, MD: U.S. Department of Health and Human
Services, Public Health Service.
Older Adults: Depression and Suicide Facts (Fact Sheet). (2009, May 18).
Retrieved from National Institute of Mental Health:
http://www.nimh.nih.gov/health/publications/older-adultsdepression-and-suicide-facts-fact-sheet/index.shtml

RESOURCES
More information about suicide can be obtained
from the following organizations:
 National Center for Injury Prevention and
Control: www.cdc.gov/ncipc
 National Strategy for Suicide Prevention:
http://mentalhealth.samhsa.gov/suicidepr
evention/
 Suicide Prevention Resource Center:
www.sprc.org
 It Only Takes One (public awareness
campaign for Illinois):
www.itonlytakesone.org

Podgorski, C. (2008, December 1). Information and Action to Prevent
Older Adult Suicide Webinar. Retrieved from Suicide Prevention
Action Network USA:
http://www.spanusa.org/index.cfm?fuseaction=home.viewPage&p
age_id=F8FDCDAD-CF1C-2465-1718E0181F471B4C
Suicide Prevention Action Network USA. (2008). Retrieved from Senior
Suicide: Understanding the Risk, Preventing the Tragedy:
www.spanusa.org
Suicide Prevention for Older Adults- Fact Sheet . (n.d.). Retrieved from
Older Americans Substance Abuse & Mental Health Technical
Assistance Center:
http://www.samhsa.gov/OlderAdultsTAC/docs/Suicide_Consum
er_Factsheet.pdf
Suicide Prevention for Older Adults: Professional Reference Series. (n.d.).
Retrieved from Older Adults Substance Abuse & Mental Health
Technical Assistance Center:
http://www.samhsa.gov/OlderAdultsTAC/docs/Suicide_Booklet.
pdf

Information compiled from the following sources:
At a Glance - Suicide Among the Elderly. (n.d.). Retrieved from
National Strategy for Suicide Prevention:
http://mentalhealth.samhsa.gov/suicideprevention/elderly.asp

Suicide Prevention Resource Center. (2009, April 29). Warning Signs
for Suicide Prevention. Retrieved January 4, 2010, from Best Practices
Registry Section II: Expert and Consensus Statements:
http://www.sprc.org/featured_resources/bpr/PDF/AASWarningS
igns_factsheet.pdf

Center for Disease Control and Prevention. (2012. Sep. 17).
WISQARS Web-based Injury Statistics Query and Reporting System.
Retrieved July 28, 2014 from Fatal Injury Reports:
http://www.cdc.gov/injury/wisqars/fatal_injury_reports.html

U.S. Census Bureau: State and County QuickFacts. Data derived from
Population Estimates, American Community Survey, Census of
Population and Housing, State and County Housing Unit Estimates,
County Business Patterns, Nonemployer Statistics, Economic
Census, Survey of Business Owners, Building Permits. Retrieved
July 30, 2014 from:
http://quickfacts.census.gov/qfd/states/17000.html
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SUICIDE PREVENTION IN THE
JUVENILE JUSTICE SYSTEM
Youth involvement in the juvenile justice system
can include court appearances, probationary
periods, and sentencing in secure youth facilities.
The following information takes a systems-wide
approach, addressing each of these entities and
their responsibilities to suicide prevention.

positive youth development. This is achieved
through rehabilitation and treatment, with an

Though, it is important to understand while all
professionals working in the juvenile justice system
should take responsibility for promoting suicide
prevention in the workplace, those working
directly with incarcerated youth are likely to be
within close proximity to the location of suicide
attempts, should they occur. Therefore, these staff
should have a clear understanding of how to
prevent suicidality, monitor moods, and respond to
suicidality. There should be ongoing and recurring
training on this topic.

WHY YOUTH IN THE SYSTEM ARE AT RISK

JUVENILE JUSTICES’ RESPONSIBILITIES TO YOUTH
The National Alliance for Suicide Prevention:
Youth in Contact with the Juvenile Justice System
Task Force (2013a) recognizes the juvenile justice
system has two general suicide prevention-related
responsibilities.
The first suicide prevention-related responsibility is
for the system to guarantee the safety of youth,
which comes under the jurisdiction and authority
of the juvenile justice system.
The second suicide prevention-related
responsibility involves providing opportunities for

ultimate goal of preventing future youth
delinquency. Suicide prevention should be an
integral portion of both of these responsibilities.

Youth involved with the juvenile justice system
have an increased risk of suicide. Though youth
seldom die in confinement, historically suicide is
the leading cause of youth deaths in confinement.
The rate of suicide of youth in residential facilities
is nearly three times the rate of their peers in the
general population. Studies report that over half of
juveniles had current suicidal ideation and onethird had a history of suicidal behavior. This is not
to be confused with nonsuicidal self-injury, which
is the direct and intentional destruction of one’s
own body tissue in the absence of any intent to die.
A survey prepared by the National Center on
Institutions and Alternatives, Juvenile Suicide in
Confinement: A National Survey, analyzed 79 youth
suicide cases between 1995-1999 (Hayes, 2009). Of
those cases, 36.7% occurred in juvenile detention
centers:


79.3% of victims held in detention centers were
on detained status as opposed to commitment
status. Those on detained status are those
awaiting placement or adjudication, while
those on who are on commitment status are
being held by order of the court.
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More than 40% of cases in detention facilities
occurred within the first 72 hours confinement.
Nearly 75% of victims were assigned to rooms
with no other occupant.
85% of youth on room confinement status who
died by suicide died during waking hours at
their facility.
Nearly 99% of all suicide deaths were
completed by hanging methods. Within those,
72% used their bedding as the instrument, and
door knobs/hinges, air vents, bed and window
frames were among the anchoring devices
used.
34.5% of victims were assessed by a qualified
mental health professional before their death.
37.9% of the detention facilities where the
aforementioned suicide deaths occurred
provided annual suicide prevention training to
staff (Hayes, 2009).

Signs that immediate help for suicide risk is
needed include:
• Perceived crisis (e.g., transition within the
juvenile justice system)
• Unusual or sudden changes in personality,
behavior, or mood
• Talking about wanting to die or kill oneself
• Withdrawal from friends, family, or usual
activities
• Expressions of hopelessness or feeling trapped
• Actively securing access to lethal means.

RISK FACTORS
Characteristics of the juvenile justice system
present continuing risk for youth suicide. Experts
theorize deaths by suicide within jails may have
two primary causes: (1) jail environments are
conducive to suicidal behaviors; and (2) the inmate
faces a crisis situation.

PROTECTIVE FACTORS
The National Action Alliance for Suicide
Prevention: Youth in Contact with the Juvenile
Justice System Task Force shared the following
protective factors which may decrease suicide risk
among youth in the justice system include:

Risk factors are more prevalent among these youth
than those not involved in the juvenile justice
system. Risk factors include mental health or
substance abuse disorders; suicide or other death of
friend or family members; social isolation,
relationship problems or separation from family.








The National Strategy for Suicide Prevention
included the following expanded list of risk factors:





Family discord/abuse
Impulsive aggression
History of interpersonal conflict
Prior involvement in special education
Legal/disciplinary problems
Family history of suicide
Poor family support
Prior offenses
Referral to juvenile court
Coming from a single-parent home




History of or existing mental illness and
substance abuse
History of suicidal behaviors
Lack of mental health care
History of abuse (e.g., emotional, physical,
sexual)
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Sense of control over one’s own destiny;
problem-solving and conflict resolution skills,
Adaptable temperament
Support from and connections to family and
community
Positive school or employment experience
Specific plans for the future
Religious/spiritual/cultural beliefs that protect
against suicide
Lack of access to lethal means
Housing that is “suicide-resistant” (i.e., free of
protruding objects and means/methods for
suicide) and that is proximal to staff and peers
Easy access to effective mental health and
substance abuse treatment services







Availability of mental health services that are
provided consistently by qualified, trained, and
supportive staff who provide strong,
community linkages and referrals and ensure
continuity of care
Collaborative communication between juvenile
justice and mental health systems








PREVENTION/INTERVENTION STRATEGIES
It is important for individuals who work with
youth involved in the juvenile justice system to
recognize that these youth may have an increased
risk for suicide ideation and suicidal behavior, and
that suicide is preventable for this population. It is
also important for these individuals to know and
pay attention to high risk times and situations.

What COURTS Can Do

•

•

Steps juvenile justice personnel can take to prevent
suicide include: ensuring access to effective mental
health and substance abuse services; understanding
the risk and protective factors related to suicide;
and knowing the warning signs. In addition, it also
is important to implement and evaluate
comprehensive suicide prevention policies,
programs, and practices that address risk and
protective factors on multiple levels.
Consequently, it is also important to have effective
quality assurance of these policies and procedures.

•

•
•

To establish comprehensive suicide prevention
services, the national plan recommends juvenile
justice programs include screening, assessment and
safe management of individuals at risk for suicidal
behaviors as evaluative methods at all points of
contact in the juvenile justice system. The critical
intervention points within the juvenile justice
processing continuum include referral/arrest,
courts, probation, detention and secure/non-secure
care facilities, and aftercare.

•

Incorporate suicide prevention training into
standard training for all judges, clerks, and
staff.
Ensure that a standardized suicide risk
screening using a valid and reliable tool is
provided to all youth at probation and
detention intake, and that suicide risk
assessment by qualified mental health
professionals occurs as necessary on an ongoing
basis.
Establish a protocol to convene judicially led
stakeholder meetings on a regular basis to help
improve communication and planning around
suicide prevention.
Establish a protocol for physical safety in all
interview rooms and holding cells.
Create an emergency response protocol that
addresses youth suicides, suicide attempts, or
other suicide-related crises on court grounds.
Establish policy requirements for multidisciplinary participation (including juvenile
court staff) in the review and report of incidents
involving youth suicides, suicide attempts, or
suicide threats.

For specific resources for court judges and staff see the
National Action Alliance for Suicide Prevention link
under the RESOURCES section.
What PROBATION DEPARTMENTS Can Do

There are eight critical components of a sound
juvenile justice program. These policies and
programs should include:


Initial intake and ongoing assessment of
juveniles in detention facilities
Enhanced communication along the continuum
of the justice system
Levels of supervision for persons at risk of selfharm and suicide
Appropriate suicide-resistant housing
Intervention
Reporting; mortality/morbidity incident review
Critical incident stress debriefing

Develop, implement, and maintain a
comprehensive suicide prevention program that
includes the following critical components:

Initial and annual training for all direct care,
medical, and mental health personnel
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•
•

•

•

•

•

•

Routine suicide prevention training for all
probation staff
Standardized intake screening for suicide
risk using a valid and reliable tool for all
youth, with suicide risk assessment by a
qualified mental health professional
administered as necessary
Protocol to share information between
probation staff and detention/facility staff
about a youth’s suicide warning signs and
risk/protective factors
Protocol for physical safety in probation
offices and other spaces where youth meet
officers and other staff
Protocol for responding to a suicide, suicide
attempt, or suicide-related crises in
emergency response plans
Memoranda of understanding and
agreements with mental health providers
for emergency referral and treatment
Reporting requirements for all incidents of
suicide, suicide attempts, or suicide-related
crises

4.

5.
6.

7.

8.

c. Between facility staff and youth
Varying levels of supervision should be
available.
a. Close observation for youth with
suicidal ideation or behavior.
b. Constant observation for youth who are
talking about or displaying suicidal
behavior **Closed-circuit television does
not substitute for observation.
Safe physical environment should be provided.
Emergency response protocol should be
implemented in the case of suicides or suicide
attempts.
Notification system for suicides or suicide
attempts through the chain of command should
be used.
Critical incident stress debriefing protocol (for
all staff and youth) should be used along with a
death review.

For specific resources for detention and secure care staff
see the National Action Alliance for Suicide Prevention
link under the RESOURCES section.
STRATEGIES FOR STATE, CITY, AND LOCAL
GOVERNMENT ENTITIES

For specific resources for and probation staff see the
National Action Alliance for Suicide Prevention link
under the RESOURCES section.

Collaboration across all levels of government and
jurisdictions is strongly encouraged, especially
between mental health and juvenile justice in order
to enhance support and services for youth in the
juvenile justice system. The National Action
Alliance for Suicide Prevention (2013c)
recommends twelve strategies for juvenile justice
and mental health agencies to work in partnership
on goals for suicide prevention. Please see
Preventing Juvenile Suicide through Improved
Collaboration: Strategies for Mental Health and Juvenile
Justice Agencies for more information regarding
these strategies, which include:
 State mental health and juvenile justice agencies
should establish effective data collection and
information-sharing for the purposes of 1) law,
policy, and program development related to
youth at risk for suicidal behavior; 2) individual
case-planning and decision-making; and 3)
program evaluation and performance
measurement addressing suicide prevention.

What DETENTION AND SECURE CARE FACILITIES Can Do

Develop, implement, and maintain a
comprehensive written suicide prevention program
that includes the following eight critical
components:
1. Conduct routine suicide prevention training for
all staff. Facilities should also become trauma
informed, including all staff, executive,
administrative, professional, and front line.
2. Standardized intake screening for suicide risk
using a valid and reliable tool for all youth,
with suicide risk assessment by a qualified
mental health professional should be
administered as necessary.
3. Develop protocols that provide shared
information about suicide risk,
a. Among the arresting/transporting
officer, family members, and facility
staff,
b. Between facility staff members, and
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need. Families can identify problems that may
contribute to violent and delinquent behaviors
exhibited by youth and screen for mental health
problems.

All states should establish policies related to
collaboration on issues facing youth who are
involved with dual jurisdictions, particularly
those youth who are at risk for suicidal
behaviors.
Juvenile justice and mental health agencies
should work together to ensure that youth who
are at risk of suicide always receive evidencebased services in the least restrictive settings
possible.
Juvenile justice and mental health agencies
should collaboratively provide mental health
services that respond to the gender, ethnicity,
and sexual orientation of youth who are at risk
of suicide.
All systems should work collaboratively to
provide close follow-up and sufficient support
to youth who are re-entering the community
from secure care, especially youth with a
history of suicidal ideation and behavior.
Juvenile justice and mental health agencies
should work together to establish and provide
developmentally appropriate services to youth
who are at risk of suicide.
Youth-serving agencies should establish
collaborative agreements and practices to better
provide services for youth who are at risk of
suicide.
Collaboratively developed services and
strategies for youth who are at risk of suicide
should be evaluated regularly.
Juvenile justice and mental health cooperative
agreements should inform courts of existing
mental health supports and services in order to
avoid placing youth in the juvenile justice
system solely to access mental health services.
State Medicaid and juvenile justice agencies
should formally establish a collaborative
relationship to better provide services to youth
who are at risk of suicide.

Families should be encouraged to play an active
role in youth who are getting psychiatric treatment
to restore the family system which is often times
missing with youth involved with the juvenile
justice system.
Families should work on decreasing idle time or
room time of youth in the juvenile justice system.
Various activities such as sports and teaching
hobbies can help in decreasing suicidal ideation in
youth.
LOOKING FOR HELP
When a person encounters written, spoken, or
other communication of suicide, they should take it
seriously. They should be direct to the person in
distress and ask questions such as “Are you
thinking about killing yourself?,” “Are you
considering taking your own life?,” and “Do you
ever feel like things would be better if you were
dead?” A person should not judge anyone they
believe might be thinking of suicide and should
avoid acting shocked if a youth says he or she is
considering suicide. In these situations, one should
not be sworn to secrecy or make promises that they
won’t tell anyone.
Any suspicion that a youth is thinking about
suicide should be communicated to a mental health
professional or supervisor immediately. The person
who communicates suspicion to a mental health
professional should stay with the youth until
assistance arrives. One should not leave a suicidal
youth alone while they seek assistance for the
youth.

STRATEGIES FOR THE HOME
For youth in the juvenile justice system, family
connections and support are specific protective
factors for suicide.
Families of youth in the juvenile justice system can
also play a role in getting youth who display
suicidal ideation the mental health assistance they

Some behaviors may indicate that a person is at
immediate risk for suicide. The following three
behaviors are a prompt to immediately call the
National Suicide Prevention Lifeline at 1-800-273Page 5



TALK (8255) or a mental health professional, as
well as stay with the person while they wait for
assistance, upon hearing or seeing a person that is:
 Talking about wanting to hurt or kill
themselves
 Looking for ways to kill themselves (such as
searching online or seeking access to pills,
weapons, or other means)
 Talking about feeling hopeless or having no
reason to live







Other behaviors may also indicate a serious risk –
especially if the behavior is new, has increased,
and/or seems related to a painful event, loss or
change:
 Talking about feeling trapped or in unbearable
pain
 Talking about being a burden to others
 Increasing the use of alcohol or drugs
 Acting anxious or agitated; behaving recklessly
 Sleeping too little or too much
 Withdrawing or isolating themselves
 Showing rage or talking about seeking revenge
 Displaying extreme mood swings



Suicide Prevention Resource Center-Suicide
Prevention in Juvenile Correctional Facilities
http://www.sprc.org/training-institute/juvenilecorrectional-curriculum
National Suicide Prevention Lifeline http://www.suicidepreventionlifeline.org; (800) 273TALK (8255)
National Strategy for Suicide Prevention
http://www.surgeongeneral.gov/library/reports/nati
onal-strategy-suicide-prevention/index.html
National Center for Injury Prevention and
Control
http://www.cdc.gov/ViolencePrevention/suicide
It Only Takes One – public awareness campaign
for Illinois – www.itonlytakesone.org
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