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Foreword
Sharon E. Carpinello, RN, Ph.D.
Commissioner
New York State Office of Mental Health

HE CLOSE CONNECTION between
mental disorders and suicide has led
officials at the international, national
and state levels to identify suicide as a priority public health issue. In the past, the mental health field often focused principally on
mental illness in order to serve individuals
who were most severely affected. The New
York State Office of Mental Health shared
this emphasis. Suicide was largely regarded
as an individual tragedy that occurred
unpredictably, without implications for either
public health or prevention. This view has
been largely eclipsed by developments in
neurobiology, psychopathology, and epidemiology. (IOM: 2002)

T

Suicide is now regarded as subject to
societal forces that left unchecked can
contribute to premature death and selfinjury in vulnerable individuals. Rather
than viewing suicide simply as a largely
unpredictable end-state of a severe psychological disorder, it is now also regarded as a behavior that can often be foreseen — and prevented — well in advance.
How we approach this subject also must
change: suicides should be considered
systematically rather than as individual,
unrelated cases.
This fundamental change in how suicide is
regarded is the result of multiple public
health initiatives: the Surgeon General’s
“Call to Action” to prevent suicide (1999),
release of a National Strategy for Suicide
Prevention (2001), publication of a report
on the “science of suicide prevention” by
the Institute of Medicine of the National
Academy of Sciences (2002), and the
report of the President’s New Freedom
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Commission on Mental Health (2003),
which characterized suicide prevention as
a matter of national priority. The central
message of these initiatives is that suicides
are largely preventable, once the risk and
protective factors harbored by vulnerable
individuals are well-understood.
This report, Saving Lives In New York: Suicide Prevention And Public Health, is an
example of this new approach as it applies
to the problem of suicide in our state. The
report establishes that those who have a
serious psychiatric disorder which puts
them at high risk deserve access to the best
care available. The report establishes suicide as a statewide problem. Risk factors
contributing to suicide are unevenly distributed across the population. Protective factors need to be enhanced to maintain a
favorable “balance of forces” for anyone at
risk of suicide. Suicide prevention can be
appropriate and effective even among “low
risk” populations. Because most suicides
involve complex causes, no single intervention can serve as a panacea for all
those at risk. A public health approach calls
for an integrated strategy.
In May 2004, the Office of Mental Health
unveiled SPEAK, a public education and
awareness campaign to highlight the threat
suicide poses to public health, and ways to
combat it. SPEAK kits and booklets have
been distributed to thousands of individuals
and hundreds of school districts, local
mental health agencies, associations
(physicians, psychologists, nurses, crisis
hotline volunteers, mental health, family,
survivors) and activists across the state.
The enthusiastic acceptance of SPEAK
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reflects a genuine demand for healthaffirming information and practical advice
for individuals and families faced with suicidal threats or actions exhibited by family
members, friends or acquaintances.
SPEAK is intended to be communitybased, rooted in peoples’ lives and connected to services and information
resources that people need and want.
Because stigma, silence and suicide go
hand-in-hand, one goal of the SPEAK
campaign is to publicize the danger signs
of suicide and provide a means to respond
proactively. This has involved OMH setting
a public health course to educate, motivate and activate our 19 million citizens in
the cause of saving lives.
As the landmark program of the US Air
Force demonstrated, suicide prevention is
everyone’s business. When community
norms and persons in authority embrace
help-seeking and increased awareness,
people become motivated to acknowledge
their personal problems and seek and
receive help for them. This normative
change helped the Air Force reduce its’
suicide rate by 33%. It holds great promise
for civilian populations as well and the
President’s New Freedom Commission
(2003) has cited it as a model program.
Another model suicide prevention initiative, with New York State roots, is the
TeenScreen program at Columbia University. This evidence-based program confirms
that suicidal thinking and intent in adolescents can be reliably detected well before
they are acted upon, and counter-measures can be targeted to those at risk. TeenScreen operates in 250 locations (high
schools, substance abuse programs, juvenile justice facilities, after-school programs, physicians’ offices and foster care
programs) in 41 states.
SPEAK represents the awareness component of New York State’s suicide prevention initiative. The enclosed report provides interventions and methodology, the
other two elements deemed essential by
the Surgeon General in his 1999 Call To
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Action to Prevent Suicide. Interventions are
purposeful actions intended to modify
behavior and achieve desired outcomes.
Methodology refers to improvements in
the science of suicide; what causes selfdestructive behavior and how we can better predict, detect and deter suicides
before lives are lost. In Saving Lives in New
York, there are 33 recommendations and
88 action steps covering multiple
approaches to preventing suicide and several special populations at risk for it.
This report is the product of a combined
effort of the New York State Suicide Prevention Council and the state Office of
Mental Health. The Council has been a
vital force in the process of drafting a New
York State Suicide Prevention plan. The
Council was formed following the Reno
Conference of 1998 that highlighted the
need for a coordinated federal, state, and
local strategic partnership with citizen
groups committed to preventing suicide
and saving lives in every state.
In 2002, the Office of Mental Health established a collaborative relationship with the
Council that has produced this report. Such
a joint effort is very much in the mainstream of the Office of Mental Health’s
efforts to promote mental wellness and
healthy behaviors to extend and improve
the quality of life for all New Yorkers.
Our work has just begun. Identifying what
needs to be done from a statewide perspective is a beginning. Building community-based prevention capacity across
New York is a critical next step. Promoting
wellness and healthy behaviors is an
approach that will help us reach our goal.
Resilience and self-help remain pivotal to
our prevention strategy. Our goal is to
save lives. Governor Pataki has stated his
goal of making New York the safest state
in America by 2009.
With this report, and the promise of SPEAK,
the Office of Mental Health is committed to
helping the Governor reach his goal.
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Executive
Summary
HE CITIZENS OF NEW YORK face a
threat of violence beyond the familiar
causes of foreign terrorists and
domestic murderers. This threat is manifest
in the nearly 1,300 lives lost each year in
New York to the self-directed violence of
suicide. Governor Pataki has stated his goal
of making New York the safest state in the
nation.(1) The Office of Mental Health and
the New York State Suicide Prevention
Council can contribute to this effort by
implementing a well-designed, populationbased suicide prevention plan that will protect New Yorkers across the life span.

T

ing that they made a suicide plan within
the past year,(2) to elders, whose suicide
rate is 46% higher than those younger than
55, there is an urgency to this initiative.
There is also some regional influence as
well, as shown in the following table:
These figures indicate that suicide is a
statewide phenomenon, and rates are
somewhat higher in rural parts than in the
suburbs or New York City. This prevalence
follows a national trend: states with the
highest incidence are in the more sparsely
populated West, especially the Rocky
Mountain states and Alaska.

Since suicide risk extends from adolescents, with 1 in 10 of our teenagers report-

Region (3)

Suicide Deaths, 2000-2002

Population

Suicide Rate

Western NY

389

1,594,652

8.0

Finger Lakes

323

1,264,272

8.4

Central NY

395

1,427,114

9.1

New York/Penn

63

302,970

6.7

Northeastern NY

393

1,455,242

8.7

Hudson Valley

440

2,205,473

6.6

New York City

1,319

8,062,027

5.4

508

2,782,600

6.0

3,830

19,084,350

6.6

Long Island
NY State Total:

Source: 2000-2002 Vital Statistics, Center for Community Health, New York State Department of Health (August 2004)
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Notes:
(1) Governor Pataki’s 2005
State of the State
Address (Albany:
January 5. 2005)
(2) Mortality and
Morbidity Weekly
Report (CDC: May 21,
2004), Table 17
(3) These are the administrative regions of the
New York State
Department of Health
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A multi-layered strategy that combines
focused attention on those who are imminently suicidal and many others who harbor risk factors predisposing them to selfharm, but are not yet in a suicidal state,
offers the best hope of saving lives in New
York. Given the close connection between
mental disease and suicidality, prevention
must give special attention to diagnosing
and treating persons with a psychiatric disorder. The success of assisted outpatient
treatment programs established after 1999,
demonstrates that well-designed public
mental health programs can reduce the
incidence of violence in society. The same
can be true for self-directed violence, based
on the vision of the National Strategy for
Suicide Prevention (2001), the Institute of
Medicine report on suicide (2002), and the
President’s New Freedom Commission Report
on Mental Health (2003).
There are 88 specific action steps recommended in the body of this report, specified
in the next chapter. Most of them are targeted to a specific set of risk factors and
populations. There are 30 other, overarching recommendations that also apply and
they are stated below.
(Please note: the numbers 1-30; 1-88 do
not indicate the degree of priority or relative importance in this plan of each recommendation or action step).

A. Improve access to mental health
care and services
1. Spread the public message that
suicide is preventable. Make the
media and the public aware that help is
available, treatment for disorders associated with high suicidal risk is effective, and recovery is possible. Restore
hope in those who have lost it, and
instill it in those who have not experienced it before.
2. Promote resilience through external supports, inner-strengths and
interpersonal and problem-solving
skills. Encourage those qualities that
build confidence and foster self-esteem
(resilience). Knowing when, where and
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how to seek professional help is one
such quality.
3. Incentivize help-seeking for personal and emotional problems. Create conditions where access to help is
encouraged, not discouraged, and helpseeking is part of the solution, rather
than a problem itself. Confidential programs, such as EAP, gatekeeper, warm
and hot lines do work.
4. De-stigmatize emotional and psychiatric conditions. The neurobiological basis of many mental disorders has
given rise to new and effective medicines and therapies. We need to share
this message of progress and enlist the
media as agents of change.
5. Promote access to mental health
and substance abuse treatment.
Treatments for mental disorders and
substance abuse are increasingly effective. The New York Model is a proven
approach to improving care and treatment for individuals with co-occurring
disorders. Early interventions that are
community-based also reduce the need
for emergency health care services and
costs. Avoided costs could also be
expected in law enforcement, corrections, and social services. Most importantly, access to early interventions
could prevent pain and suffering
among those affected by mental disorders and substance addiction.
6. Ensure availability of “suicide hotlines” and “warm lines” statewide.
Such services are heavily used by certain risk groups, from female adolescents and middle-aged men to elders.
Ensuring statewide access to them is a
matter of equity.
7. Broaden the use of evidence-based
treatments for affective disorders
(major depression, bipolar disorder, dysthymia). Medications, as well
as cognitive and behavioral therapies
appropriate to the diagnosis, are available. Lithium maintenance for bipolar
disorder and coordinated treatment for
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those with dual diagnoses (psychiatric
and substance abuse disorders) both
merit wider adoption.
8. Make suicide prevention everyone’s
business. The landmark U.S. Air Force
suicide prevention program consisted
primarily of de-stigmatizing seeking
help for a mental health or psychosocial problem and enhancing mental
health literacy. The program succeeded
because it relied on key strengths of the
Air Force culture, especially strong leadership from the command structure and
its singular ability to enforce directives
and procedures to further the aims of
the program. A second important cultural belief was that suicide came to be
regarded not as a medical problem, but
as a community problem (emphasis
added). The former USAF Surgeon General who oversaw the program said,
“Suicide is not just about sixty-some
deaths (within the USAF). Lord no,
we’re talking about a culture. This is
your comrade-in-arms. The ripple effect
of suicide is tremendous: for military
units, families, the entire culture.” (4)
9. Imbue cultural competence in all
prevention strategies. New York is
arguably the most culturally diverse
state and many cultures regard mental
illnesses quite differently. To engage
these populations, we need to appreciate those differences and design programs and services that reflect cultural
understanding.
10. Embrace person-centered funding
of mental health services. As the
Winds of Change initiative has shown, it
is more effective to match funding
streams to people than the other way
round. Case management provides a
means of accountability and a vehicle
for ensuring the proper therapeutic
match of needs and resources.
11. Provide psycho-education and
respite care for families at risk.
Thousands of New York families contain a family member who is at risk for
suicide. Programs that inform and sup-
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port these families are invaluable, and
help protect family care-givers from
stresses this condition can create.
12. Pilot Project Link in two different
counties. This evidence-based program has proven successful in Monroe
County in identifying and treating persons with a history of incarceration
when they are released from custody
back to the community. Its services and
support provide a means to break the
cycle of release and re-offense. Piloting
this project in a rural and an urban
county could provide a proper test for
judging its full range of applications.

B. Enhance identification
of persons at-risk
13. SPEAK up, save lives. SPEAK is a
statewide public awareness and education program produced by OMH that
provides information to help the public
become aware of the facts about suicide and depression, the warning signs,
and how to help someone who may be
considering suicide. By speaking up, we
can all help to save lives in New York.
14. Improve the treatment of depression. Depression is both a prevalent
risk for suicide and a largely (80%) treatable disorder. The New York State
Health Accountability Foundation (2004)
found that treatment for depression was
rated less favorably than treatment for
any other medical condition surveyed
among New York health consumers.
The health plans have acknowledged
the problem and pledged to “aggressively remedy this situation.”
The risk to men of depression is elevated
because they are less likely than women
to recognize the symptoms of depression
and seek help. It affects an estimated
seven percent of the male population.
The NIMH program, Real Men. Real
Depression. can help men overcome this
barrier to treatment and recovery.
15. Make voluntary mental health
screening available to residents of

Notes:
(4)

“A Landmark
Program Beyond
Compare,”
(Preventing Suicide:
The National
Journal), 3,21,
February 2004, p. 3
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New York State. Several evidencebased mental health screening tools
can screen for the major psychiatric risk
factors associated with suicide. Mental
health screening programs, which promote the use of these tools in the community, are showing great promise in
the early identification of mental illness
in the general population. Programs
such as The Columbia University TeenScreen Program, Signs of Suicide and
National Depression Screening Day are
among the mental health screening
programs currently operating in New
York State. Any mental health screening
program should incorporate a link to
available treatment resources so those
individuals identified can receive the
help they need.
16. Support mandatory reporting of
suicide attempts. National efforts to
improve surveillance data are a prerequisite to an informed policy aimed at
saving lives. New York should support
this movement as well, including
encouraging people to report attempts
made at home and in the workplace.
17. Improve case-finding in community
settings. Identify and train gatekeepers
to recognize symptoms of suicidal
intent and behavior, starting with primary care physicians and including
teachers, school nurses, clergy, social
workers, community mental health volunteers, correctional employees and
service providers. Multi-media dissemination of suicidal signs and signals to
the general public is also recommended. School dropouts are a special concern, since in-school prevention programs frequently miss them.
18. Promote active treatment of elders
for chronic pain syndromes. Persistent
pain is a risk factor for elder suicide.
19. Promote faith-based and community programs to contact isolated
elders, physically disabled and the
homeless. Social isolation is a risk
factor for suicide.
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20. Promote therapeutic support for
victims of domestic violence and
sexual abuse. Both forms of violence
are risk factors for suicide.
21. Address violence reduction programs for males, aged 25-55. This
population is most likely to commit
acts of violence and create victims of
abuse. Spousal abuse must be checked.
22. Encourage workplace mental health
improvement efforts comparable to
physical health promotion. Mental
health “checkups” including confidential
employee assistance programs, can
help ensure a healthier, resilient and
more productive workforce.

C. Restrict access to means of self-harm
23. Keep guns away from suicidal individuals. Suicide is frequently an impulsive act and easy access to loaded guns
can lead to deaths and injuries. The use
of gun locks and gun safes to secure
weapons can be helpful and life-saving.
Guns should be stored unloaded in a
separate, secure location, apart from
ammunition. In all cases, the key to the
lock or safe should be safeguarded by
the family or friend of a suicidal individual, not the individual him/herself.
Such locks can serve to prevent accidental shootings in the home as well.
Each day, 10 American children ages
18 and under are killed in handgun suicides, homicides and accidents. Many
more are wounded. Recently, a nine
year old boy in North Carolina shot and
killed his mother before taking his own
life. A “family gun” was used in the
shootings. Governor Pataki has said,
“Using a gun lock is a simple and practical way to prevent a terrible accident
involving a firearm.” Project Child Safe
is a national program that provides free
gun-locking devices and in-depth safety education to reduce the hazard of
unsafe gun use, both accidental and
deliberate. It is a component of Project
Safe Neighborhoods, a gun-violence
prevention initiative of the Bush
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Administration. Governor Pataki has
designated the New York State Police
to work with Project staff and local law
enforcement agencies to educate people around the state how to safely handle and store their firearms. We should
support them.
24. Substitute non-lethal medications
for lethal ones. Some medications,
such as desipramine, are lethal when
ingested in large numbers or when
combined with alcohol. Physicians
should substitute non-lethal medications instead, provided the alternative is
efficacious for the condition being treated, and the patient is at suicidal risk.
25. Poison-proof your home and clean
out medicine cabinets regularly. In
conjunction with the state Health
Department, which administers the
New York State Poison Control Network, and promotes “Poison Prevention
Week”, we should urge consumers to
properly dispose of medicines no longer
needed, and to safely store those that
are still needed. Household cleaning
agents and pesticides should be kept
out of the hands of small children and
those at risk for suicide.

D. Save lives through research
26. Improve prediction of suicidal
behavior. While we know a great deal
about the “path to suicide”, there is still
no psychological test, clinical technique,
screening form or biological marker
precise enough to accurately predict
individual acts of suicide. While suicide
is still an uncommon event, improving
the odds of survival through early
detection is still a worthwhile goal.
27. Identify and treat the precursors of
suicide. Suicide has been described as
a punctuation mark at the end of a life;
a culminating event precedes by
months, even years of struggle and torment. Finding precursors of suicide
among the risk factors that can be modified, such as poorly managed pain and
alcohol/substance misuse, and treating
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them, should help reduce the numbers
of suicides in New York. This will entail
looking at the general population, not
just those who are at immediate risk of
attempting/completing suicide.
28. Understand the neurobiology of
suicidal behavior. To explain why
certain individuals follow the “path to
suicide” to conclusion, but others do
not, both genetic and environmental
factors can be decisive. Neurobiological
studies have shown that certain brain
abnormalities are related to suicide
independent of a major depressive
episode. Understanding the role that
genetic and neurochemical factors play
in the path to suicide can help us
design and apply therapies and medications to prevent such movement.
29. Evaluate prevention strategies,
treatment modalities and therapies.
The “gold standard” for advancing the
prevention of suicide is the rigorous
clinical testing of alternative therapies
and medications. Such trials have
inherent dangers when working with a
suicidal population. Nonetheless, the
need to improve treatments requires
such trials be held, with willing participants who are fully informed of the
risks and possible benefits of such
efforts, and with all appropriate safeguards in place. Promising prevention
strategies, including screening for atrisk youths, education of primary care
physicians, crisis hotlines, media education, and lethal means restriction need
continuing evaluation studies. The efficacy of any program should be demonstrated before it is widely disseminated.
30. Share the lessons from the U.S. Air
Force Suicide Prevention Program.
The evaluation of this program by Dr.
Kerry Knox et al., demonstrates its
potential benefit and relevance to other
organizations and settings. It has been
hailed as one of the truly pioneering
efforts in the field of suicide prevention
because it not only reduced suicidal
behaviors by 33 percent, but reduced
severe family violence by 54%, homi-
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cides by 51%, and accidental deaths by
18%. Dr. Knox is currently investigating
the possibility of adapting the program
to police and fire departments, large
corporations, schools, universities and
small countries. Key to its success was
that the program reached out to all
segments of the Air Force community,
not just those identified at high risk.(5)

Notes:
(5) Knox, KL, Ph.D., Litts,
D., O.D., Talcott, W.,
Ph.D., Feig, J., M.D.,
Caine, ED, MD, Risk of
Suicide and Related
Adverse Outcomes
After Exposure to a
Suicide Prevention
Programme in the US
Air Force: Cohort
Study, British Medical
Journal (BMJ), 2003;
327: 1376-80.
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Action Steps
to Implement Report
Recommendations
A. Improve Access to Mental Health
Care and Services
1. Developing resilience is a personal
journey, and no two journeys are exactly the same. However, perseverance
and trust in one’s ability to manage
risks and stressors are important in
building confidence and insight. Knowing when and where to seek outside
assistance when needed is a personal
strength, not a weakness.
2. Self-help should be the first pillar of
recovery from mental illness. This is
especially needed when the other pillars — family and community — are
disconnected or dysfunctional. Key to
self-help is development of natural support networks, comprised of individuals
and organizations who people go to for
advice and support in the community.
By educating, involving and supporting
the family, an individual with mental illness has a much better chance of
recovery. This is especially true of children and adolescents.
3. Mental health services are best delivered using a partnership approach
between the client and provider. A realistic assessment of needs and assets is
critical. Engaging clients constructively,
educating them on the nature of the
disorder, and stressing self-help and
empowerment will help avoid the
“learned helplessness” that too often

blocks recovery and robs hope. Peerrun support groups are an especially
effective way to expedite recovery.
4. Teaching cognitive and social problemsolving techniques to children as they
enter puberty can yield a “psychological
immunization” against depressive symptoms. Cognitive interventions begun in
late childhood may prevent depressive
symptoms from developing in early adolescence. Middle- school aged children
are targeted for this prevention strategy
(Penn Resiliency Project).
5. Experience and research have shown
that young people need a set of personal and social assets that will increase
their healthy development and wellbeing, and facilitate a successful transition from childhood through adolescence into adulthood. These assets are:
physical, intellectual, psychological and
social development. Continued exposure to positive experiences, settings,
and people as well as opportunities to
gain and refine life skills support youth
in acquiring these assets. It also helps
them gain strategies to deal with the
many challenges they will face in life.
6. Suicide survivors are at greater risk for
complicated grief. The impact of suicide
and isolation from support networks
places survivors at much greater risk for
suicide themselves. The biggest hurdle

Action Steps to Implement Report Recommendations
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may be that their grief may be so
absorbing that survivors do not seek
help when most in need. A service contract to work with groups of suicide survivors must ensure availability, accessibility, accountability, integrity, quality,
and comprehensive coordination.
Process evaluation is needed to gauge
the effectiveness of the intervention.
7. Promote awareness and usage of
proven treatment approaches that can
help adolescents who have attempted
suicide, e.g. dialectical behavior therapy
and cognitive behavioral therapy.
8. Access to quality care is enhanced by
insurance policies that fully recognize
that mental health is vital to overall
health. We need to change the perception of mental illness from a “weakness” to a physical, chemical condition
that is common and treatable.
9. Access to care must be assured to optimize the chances of recovery from
mental illness. Expensive, prescribed
psychotropic medications that contribute to failed treatment plans remain
a genuine concern of mental health
practitioners and recipients alike.
10. Pursue active engagement of serious
mentally ill persons with their course of
treatment. Case management, assertive
community treatment, supported housing and community re-entry services
are important means of engagement.
11. Educate the media as to the recommendations of the report, Reporting on Suicide
(2001). By following them, the media can
play a positive role in educating the public about mental illness, reducing stigma
and encouraging people in need to seek
and receive treatment.
12. Establish a working relationship with
media outlets in the community. Praise
the media for admirable reporting and
criticize them constructively when justified to do so. Through stories about
warning signs for suicide, profiles of
local suicide prevention efforts, and
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mental health legislation, the media
can help to normalize mental health
issues and prevent suicide contagion
and imitative behavior.
13. Enhance the quality of suicide prevention hotlines and warmlines statewide
by establishing minimal operating standards and formal risk-assessment protocols, providing comprehensive qualitative training for lay and professional
hotline crisis counselors, and stabilizing their funding.
14. Enhance the coverage and benefits of
suicide prevention hotlines and warmlines in serving the public by improving
their linkages to clinical mental health,
public health, police and rescue agencies and promoting awareness of their
availability in the community.
15. Provide family and criminal courtbased mental health services to defendants by applying lessons learned from
the experience of the Kings County
Mental Health Court established by
OMH in 2002.
16. Provide effective treatment of depression among individuals with chemical
dependency disorders.
17. Detect and treat depression and substance abuse in courts, jails and prisons.
18. Many men do not realize that some
health symptoms may be caused by
depression. As a result of this, and a misguided belief that men have to “act
tough”, men tend to self-medicate, and
avoid seeing a physician even when their
symptoms are acute. The result: men are
four times more likely to die from suicide
than women, even though the latter
make more attempts. Active implementation of the Real Men. Real Depression
campaign in New York can address this
unmet need for treating depression.
19. Reducing the suicide rate for men in
the 25-54 age bracket requires a combination of evidence-based clinical
treatment for those exhibiting suicidal
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signs, and a public health approach to
prevention. Attention must be focused
on modifying men’s life-styles and risktaking behavior well before symptoms
of suicide emerge.
20. Provide early interventions for recurrent psychotic episodes.
21. Psychoeducational programs are critical for parents of youth at risk, and
should include knowledge of adolescent psychopathology, treatment, signs
of risk, availability of professional
resources and emergency services, and
communication/support strategies.
22. School re-entry following a suicide
attempt and/or psychiatric hospitalization is a particularly stressful time for
adolescents. Enhanced liaison between
the treatment provider/team and a designated case manager at the school can
help relieve the stresses of this situation.
23. Peer-helpers, properly trained and
supervised by school guidance personnel, may provide support for vulnerable
youth, including their re-entry into
school following a psychiatric crisis.
24. Post-attempt treatment programs
(postvention) should ensure that clinicians and staff in emergency departments/ER’s are adequately trained to
assess continued risk, knowledgeable of
available resources, and willing to prioritize follow-up appointments for teens
who have made a suicide attempt.
25. Respite care for families having a suicidal individual is a critical service, as is
therapy for family members and other
care-providers. Respite care comes in
many forms, including natural supports such as that provided by family
and close friends. Whenever possible,
such resources should be the first
option sought.
26. Develop community-based suicide prevention and mental health wellness
outreach programs that are culturally

appropriate, multi-disciplinary, and
delivered by community members.
27. Increase the cultural competence of
healthcare and mental health care professionals and staff.
28. The education of mental health professionals in suicide prevention should
include “evidence-based practices”,
program evaluation and continued
training and research. Accountability of
providers should be a primary focus.
29. Increase integration and co-operation
between substance abuse and mental
health services, and between public
and private care systems. Poorly coordinated treatment among multiple
providers is a real barrier to recovery.
Long-term case management is one
way to ensure “continuity of care”
involving chronic illnesses like depression and addiction.
30. Dual recovery coordinators and interagency workgroups can provide integrated treatment that decreases both
homelessness and hospitalization for
those diagnosed with mental illness
and addiction disorders. This involves
treatment of both disorders in one setting at the same time. Treatment can
consist of outreach, pharmacological
treatment, mental health and substance abuse counseling, group treatment, family psycho-education and
community-based self-help. Train more
individuals in the New York Model and
other evidence-based practices; provide
more appropriate housing for those not
yet abstinent; and assist with transportation and medical needs of the
dually diagnosed.
31. Share the results of the Seeking Safety
program developed by Dr. Lisa Najavits
at Harvard Medical School/McLean
Hospital. It is the first integrated treatment program for persons who, in addition to being dually diagnosed, also suffer from Post Traumatic Stress Disorder.
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32. Outreach to elders at risk is an important element in any comprehensive
plan for late life suicide prevention
33. Diagnosis and treatment of depression
in elders should be aggressively pursued in the primary care practitioner’s
office and/or done through close collaboration of primary and specialist
mental health providers.
34. Social marketing strategies that de-stigmatize mental illness, remove barriers
to identifying and treating students in
need of mental health services, and
encourage help-seeking are ways to
stimulate a change in campus culture
toward suicide prevention.
35. Campus mental health services should
include clear procedures to ensure that
students who have made a suicide
attempt are given priority access to evaluation and treatment services. Campus
personnel should be specifically trained
to link the suicidal student to evaluation and treatment services, either on
or off campus.
36. Campus policies should provide medical leaves for students with mental
health needs and non-punitive procedures for subsequent re-entry. Relevant
personnel should be fully trained to
comply with such policies.
37. Peer-helper and other support programs
can help students who have made a
suicide attempt or are struggling with
depression or other mental disorders.
Lay helpers need careful supervision by
fully trained mental health professionals, preferably those within the campus’s own mental health services.
38. Student education to increase recognition of depression and other disorders
can be obtained through campus
organizations, classes, student groups,
and extracurricular activities using
films, lectures, discussion and questionand — answer sessions. One such
source is the film The Truth About Suicide: Real Stories of Depression in
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College, available from the American
Foundation for Suicide Prevention.
39. Life skills development is an important
goal and may help students manage
the rigors of college life, recognize and
manage triggers and stressors. It
should become a valuable part of student orientation, residence hall meetings and other student life venues.

B. Enhance Identification
of Persons At Risk
40. Mount a public awareness campaign to
educate older New Yorkers and their
families as to the signs and symptoms
of clinical depression and the risks,
warning signs, and treatment responsiveness of suicidal ideation and
behavior in late life.
41. Support the plans of President Bush to
screen people for mental health and
link results to treatment and support,
including “state of the art treatments”
and “specific medications for specific
conditions”.
42. Endorse the report of the President’s
New Freedom Commission for Mental
Health’s (2003) call for screening in
schools and primary health care and
linkages to appropriate treatment.
43. A questionnaire or other screening
instrument, which targets depression,
substance abuse, and suicidal ideation
and behavior, can be used with adolescents. Two vulnerable populations of
teenagers should be included in these
enhanced screenings and accompanying treatment plans: those who have
dropped out of school; and those who
are in county level probation, detention, and correctional facilities.
44. Support the efforts of the Columbia
University TeenScreen Program in New
York’s schools, the Jed Foundation and
the American Foundation for Suicide
Prevention with New York’s college students, Screening for Mental Health, Inc.
in their National Depression Screening
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Day efforts for adults, and Older Adult
Outreach in their work with the elderly.
45. Validated, self-administered screening
tools for depression should be routinely
used in primary care offices with elderly patients.
46. Gatekeeper programs and telephone
support systems should be implemented and evaluated as “indicated” preventive interventions for isolated, highrisk seniors. These services should be
embedded in a more comprehensive
network that includes means for casefinding, acute response, multi-disciplinary, in-home assessments, and other
support services.
47. Primary care is a critical setting for the
detection of risk factors such as depression and alcohol abuse. Since 30 to 50
percent of depression goes undetected,
primary care physicians and pediatricians should query patients about any
suicidal thoughts or plans they may
have. As this represents a departure
from current clinical practice, this
change should be incorporated in medical and nursing school curricula and
instruction.
48. Greater emphasis should be placed in
undergraduate, graduate and continuing
education in medicine, nursing, and the
social services on the recognition and
effective treatment of depressive disorders and suicidal states in older people.
49. Screen chemical dependency patients
for depression or mood changes, and
violence toward an intimate partner
or spouse.
50. Educate and train family members and
community “gatekeepers” to detect
changes in those at suicidal risk outside
the clinical care system, e.g. reduced
performance in the workplace, or unexplained absences from work or school.
Knowing how and where to respond
and refer individuals for treatment
should be part of the training. (“Gatekeepers” would include health, mental

health, substance abuse, social work
and human service professionals; lay
people, including clergy, teachers, correctional workers, coaches, youth workers, nurses’ aides, and faith leaders).
51. Implement culturally-appropriate suicide screening and prevention training
for medical and mental health professionals and staff, including emergency
room staff.
52. A timely response to a completed suicide is likely to reduce subsequent
depression and suicidal ideation and
behavior in fellow students. The goal of
post-vention is to assist survivors in the
grief process, identify and refer those
individuals who may be at risk following a suicide, provide accurate information about suicide while minimizing suicide contagion, and implement a structure for ongoing prevention efforts.
53. There are strong risk factors for PostPartum Depression (PPD) and prenatal/perinatal screening can help to
identify those most likely to develop it
as well as deliver services to them in
the hospital with followup to start right
after delivery. Obstetricians, pediatricians and other medical personnel in
contact with new mothers should
screen mothers for PPD during the
child’s first year.
54. Home visiting services have been
shown to be effective in improving outcomes for children. All at-risk new
mothers should receive home visitation
services and be screened for post-partum depression, including follow-up
care for women who screen positive
and an emergency protocol for women
in a peri-suicidal or homicidal state.
Involvement of the new mother’s partner or support person in their treatment
is highly desirable.
55. A media campaign that highlights the
prevalence and risk factors for postpartum depression, linkages to serviceproviders and training in evidencebased treatment for post-partum

Action Steps to Implement Report Recommendations

13

Saving Lives in New York: Suicide Prevention and Public Health
depression are necessary ingredients of
a prevention program.
56. Achieve a less hostile, more accepting
environment for youth in school by
encouraging adoption of a diversity
acceptance program and following it;
integrating issues of race, ethnicity, spirituality and sexual orientation into the
school curriculum as appropriate; and
adopting a “zero tolerance” policy for
harassment of students and teachers.
57. Enhance support for youth and their
families as they come to terms with
important aspects of “who they are” as
individuals. This would include important personal characteristics, such as
their physical appearance, ethnic heritage, race, sexual orientation, faith and
spiritual beliefs.
58 Youth-serving agencies can offer educational programs to local service
providers on how to effectively assist
youth at risk. A diversity curriculum
may help staff increase their comfort
level in discussing questions of race,
ethnicity, gender, faith, and spirituality.
59. Promote greater awareness of cooccurring psychiatric and addictive disorders, and the consequent risk of suicide to this population among
providers, law enforcement, corrections, and homeless shelter personnel,
general public, emergency room physicians, and family members.
60. Support reimbursement mechanisms to
compensate providers for the time spent
in nonprocedural care, including screening, diagnosing, and treating affective
disorders and suicidal behaviors in the
elderly. Many health insurance plans
reimburse for these prevention services,
given their potential for saving both lives
and health care dollars.
61. The most effective approach to suicide
prevention on college and university
campuses is a comprehensive strategy
that includes multiple, coordinated
activities targeting one or more con-
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stituencies within the overall campus
community (e.g. administrators, faculty,
counselors, students)
62. Youth who are “drifting” — neither in
college nor working — are at particular
risk for suicide, and efforts should be
made by colleges to maintain links with
students who leave for mental health
reasons, and encourage them to reenter at the appropriate time.
63. Screening programs are an important
strategy in a campus suicide prevention
program. Voluntary screening for specific
disorders associated with suicide, especially depression and substance abuse,
can identify students at risk and facilitate
referral to appropriate treatment services. The Internet provides an excellent
mechanism for reaching college students
because of high access and usage. Voluntary screening programs that allow for
anonymity until he or she is ready to
self-identify, and that provide a personalized response from a trained clinician,
appear to be the most successful.
64. Among gatekeepers on campus (faculty, athletic personnel and student life
personnel), residence hall advisers are
in a unique position to recognize signs
of suicide risk. Training should focus on
developing the knowledge, attitudes
and skills to identify individuals at risk,
determine the levels of risk, and to
make referrals.
65. Reaching out to student groups who
may experience isolation on campus
(racial and ethnic minorities, international students, gay and lesbian students, commuter students, older students) can promote a sense of belonging, an important element of suicide
prevention.
66. Campus mental health personnel
should be trained about suicide risk,
assessment and treatment, including
on-going professional education by suicide experts and collaborative work in
the treatment of seriously disturbed
students.
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C. Restrict Access to Means
of Self-Harm
67. Since firearms are the most frequent
means of lethal self-harm, denying suicidal persons access to them could
save lives. Firearm safety counseling
for parents of high-risk youth is one
essential strategy for youth suicide prevention. Injury prevention education in
emergency rooms can lead parents to
take new action to limit access to lethal
means. The adult male in the household or the actual gun owner has been
found to be the most appropriate person to counsel.
68. Substance abuse is a significant risk factor for suicidal behavior, especially
among older adolescent males. Strategies to tighten teenage access to alcohol
have successfully decreased youth suicidal behavior. Besides raising the legal
drinking age to 21, stricter enforcement
of such laws can deter risky behavior, as
can increased surveillance.
69. Safety practices can be enhanced by
both education and technologies to further limit access to agents of self-harm
such as installing physical barriers and
telephones on bridges and buildings;
blister packaging of over-the-counter
pharmaceuticals; wider usage of gun
locks and gun safes; safe storage of
toxic agents in the home and workplace; and installation and use of carbon monoxide detectors.
70. Given the real potential for contagion
and imitation, it is critical that campuses
respond effectively and appropriately following a student suicide. Campus-wide
memorials or other large-scale gatherings that honor the decedent may have
the unintended consequence of encouraging imitation among vulnerable students. It is perhaps safest for campuses
to avoid them wherever possible.
71. Limiting access to potentially lethal
means of self-harm on campus should
follow a comprehensive analysis of all
structures and activities. These efforts
could include constructing barriers on

balconies, rooftops and bridges, and
establishing clear policies and procedures that restrict the availability and
use of alcohol, illicit drugs and firearms
on campus.
72. Campus media should be aware of the
possibility of suicide contagion and imitative behavior among students and know
how to responsibly report on suicide.

D. Save Lives Through Research
73. Support implementation of the National
Violent Death Surveillance System, that
includes data on mortality from suicide,
as well as suicide attempts.
74. Determining how risk factors combine
to shape suicidal behavior is not fully
known and should be pursued. However, suicidality can be successfully treated through pharmacology and psychotherapy, preferably in combination
with one another.
75. Support research on mental health
screening to improve the capacity to
identify mental illness in its early
stages, and to promote adoption of
mental health checkups.
76. Investigate the following neurobiological aspects of suicidal behavior, including identification of:
• specific genes that contribute to suicide risk; and
• the influence of child abuse and
other trauma on subsequent suicide
risk.
77. Develop treatments to diminish the risk
of suicidal acts in patients who are
waiting for antidepressants and antipsychotic medications to take effect.
Recent studies of antidepressant therapy have shown that in the first month
of treatment, patients are three or four
times more likely to report thoughts of
suicide or attempts than they were after
three months on the drugs. They also
found no evidence that withdrawal
from the drugs put patients at an
increased risk of suicide.
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78. Develop pharmacological treatments for
aggressive/impulsive behavior, and
thereby reduce the probability of suicidal behavior. Use brain-imaging and
neuropsychological tests of decisionmaking to measure the individual’s risk
of attempting suicide when depressed.
Understand more fully how major stress
response systems of the body affect suicide risk, and how to respond medically.
79. Much research has been focused on
the family’s role, both genetic and environmental, in the etiology of adolescent
suicide. However, there has been scant
research conducted on the
positive/protective role that families
can play in recovery of a suicidal adolescent family member. This gap in our
knowledge should be filled.
80. Research on the needs of suicide survivors is limited, although there is a
consensus that their needs are greater
than survivors of other types of deaths.
Guilt, sin and shame frequently compound the grief process of survivors.
They should be encouraged to consider
joining a support group accessing
warm lines and hot lines, counseling
and educational services.However,
there is no “cookbook”, no universal
principle regarding how to respond in
post-vention. Positive outcomes will
more likely occur by tailoring interventions to specific survivor/client needs.
81. Evidence-based treatments have not
been sufficiently tested on individuals
from diverse cultures. Therefore, their
effectiveness across cultures is not
known and cannot be assumed.
82. There is a need to collect and report
data on access and utilization of health
and mental health care, including disparity measures by race, ethnicity, primary language, socioeconomic status,
age, gender, sexual orientation, geographic location, housing situation, and
criminal justice involvement. There is
also a need to monitor progress
towards elimination of disparities, and
increase the dissemination of strategies
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proven to be effective across cultural
and linguistic groups.
83. Invest in research to identify and overcome disparities in mental health service
utilization and treatment of minorities.
84. Conduct rigorous studies of late life suicide and cognitive, behavioral and neurobiological changes associated with:
normal aging, depression and dementia; personality traits and disorders;
social support and isolation; medical illness, pain and functional impairment.
Conduct analogous studies of attempted suicide in later life.
85. Research should seek to determine
whether treatments designed to mitigate hopelessness and related effects in
older people are effective in lowering
suicide risk.
86. Include high-risk suicidal elders in controlled clinical trials of preventive interventions, while guaranteeing the ethical conduct of the research and the
rights of the subjects themselves.
87. Suicide prevention programs should
include plans for evaluation of their
effectiveness. Programs should be
encouraged to collaborate, sharing
methodology and procedures to
increase the likelihood of observing a
significant impact on suicide outcomes.
88. A national database for suicide prevention strategies should be established to
serve as a clearinghouse for information regarding program design and
evaluation. The National Strategy for
Suicide Prevention (2001) called for such
a registry to be established by 2005. The
SAMHSA-supported Suicide Prevention
Resource Center (SPRC) contracted with
the American Foundation for Suicide
Prevention (AFSP) to develop an on-line
registry. It is now operational and represents an initial step in the collection and
promotion of “evidence-based suicide
prevention programs.” State efforts
should support its further development
and broader usage.
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The Challenge of
Suicide Prevention
Gary L. Spielmann, M.A., M.S.
Director of Project Management & Chair
Suicide Prevention Working Group
New York State Office of Mental Health

UICIDE is consistently the leading
cause of violent death in New York,
the United States, and the world. New
York lives lost to suicide (1,292 in 2002)
exceed the number of homicide victims by
32%. New York lost more lives to suicide
than 44 other states did; only California,
Texas, Florida, Pennsylvania and Ohio lost
more. (CDC: 2004) The economic impact of
suicide, and depression which often precedes it, is between $3.4 and $4.0 billion
annually in New York. (J. Clinical Psychiatry:
2003)

S

Suicide has been called a “silent epidemic”:
“silent” because many who attempt suicide
are adept at not disclosing their psychic
pain to others, and because “others” don’t
often inquire about someone’s state of
mind. Suicide is “epidemic” because of its
prevalence. The President’s New Freedom
Commission on Mental Health (2003) characterized suicide as a far more common
health problem than people realize. For
every two homicides in this country, there
are three suicides. For every person who
dies from HIV/AIDS, two people die by suicide. Besides the 30,000 Americans who
lose their lives to suicide each year, some
650,000 will receive emergency treatment
for it. (IOM: 2002) These numbers undoubtedly represents a substantial under-reporting of suicide attempts and completions,
because of the taboo that attaches to both.
For every death, there are scores of family
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and friends whose lives are devastated
emotionally, socially and economically.
One in every 25 lives lost to suicide in this
country is a resident of New York. The typical suicide death in New York is a middleaged white male who resides alone, upstate,
suffers from depression, and uses a firearm to
end his life. Suicide in New York is the 3rd
leading cause of death among those aged
15-24; 4th for those aged 10-14; 5th for
those aged 25-34; 6th for those aged 35-44;
and 9th for those aged 45-54 (CDC, 2001).
While males die by suicide four times as
often as females, females make more
attempts. From 2000-2002, more than
24,000 persons were treated at hospitals
for self-inflicted injuries. Most of them were
females. A firearm was the most common
agent of suicide (36%), followed by suffocation/asphyxia (26%), poisoning (17%), and
falls (8%) (CDC: 2001)
New York’s suicide rate peaked in 1994 and
declined steadily until 1999 where it has
stabilized. (Figure 1, page 18)
The ten-year history (1993-2002) of suicide
among New York adolescents and young
adults, age 15-19, shows that suicide is less
common among this group than for the
general population. Geographically and historically, the patterns are similar to those
for adults. (Figure 2, page 18)
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Figure 1. Suicide death rate per 100,000 population in New York, 1993-2002*
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Figure 2. Adolescent/young adult (Age 15-19) suicide death rate per 100,000
adolescent/young adult population in New York, 1993-2002*
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In 2000, 80% of suicides were males, of
whom 85% were white, 10% were AfricanAmerican, and 8% were Hispanic. White
males between 25 and 54 years of age
comprised 40% of all suicides recorded in
New York. Among whites, males comprised
68% of suicides, while among African-

NY City

Statewide

Americans and Hispanics, males comprised
78% of all suicides. There were no suicides
in 2000 recorded for African-American
females 65 years and older. Similarly, there
were no recorded suicides for Hispanic
females older than 75 and between 25 and
34 years of age. Finally, suicide among the
very young (<15 years) is rare. Eleven sui-
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cides were recorded for this age group in
2000 (8 males; 3 females). Starting at age
15, however, this rate begins to climb.
Elders, especially white males, have the
highest rates. (NYSDOH: 2003)

Figure 4. Prevalence by Region (Adolescents and Young Adults, Ages 15-19)
Deaths,
2000-2002

2000
Population

Crude
Rate

Western NY

25

114,306

7.3

Geographic Distribution

Finger Lakes

14

93,918

5.0

Suicide is a statewide public health problem with regional variations as shown in
the following:

Central NY

30

116,347

8.6

New York/Penn

6

23,467

8.5

Northeastern NY

23

107,548

7.1

Hudson Valley

25

147,256

5.7

New York City

54

500,189

3.6

Long Island

32

174,204

6.1

209

1,277,235

5.5

Figure 3. Prevalence by Region
(General Population)
Region*
Western NY

Deaths,
2000-2002

Population

Suicide
Rate**

389

1,584,652

8.0

NY State Totals

Source: 2000-2002 Vital Statistics, Center for Community Health,
New York State Department of Health (August 2004)
* Administrative regions of the New York State Department of
Health

Finger Lakes

323

1,264,272

8.4

Central NY

395

1,427,114

9.1

New York/Penn

63

302,970

6.7

Northeastern NY

393

1,455,242

8.7

Hudson Valley

440

2,205,473

6.6

New York City

1,319

8,062,027

5.4

508

2,782,600

6.0

3,830

19,084,350

6.6

Long Island
NY State Totals

Region*

Source: 2000-2002 Vital Statistics, Center for Community Health,
New York State Department of Health (August 2004)
*Administrative regions of the New York State Department of
Health
**Rate adjusted for the 2000 Census

One in 10 New York high school students
made a suicide plan in 2001, and one in
seven seriously considered attempting suicide. (CDC: 2004) 150,000 New York
teenagers attempted suicide in 2000 and 82
died from it. (NYSDOH: 2003). Adolescent
suicide is also a statewide problem, with a
regional overlay.

The eleven counties* comprising the Central New York region experienced the highest rate of suicide deaths for both their general and adolescent/young adult populations from 2000-2002. Other regions with
an above (statewide) average rate for adult
suicides were in descending order: Northeastern New York, Finger Lakes, Western
New York, and New York/Penn. For adolescents/young adults, New York/Penn, Western New York, Northeastern New York,
Long Island, and Hudson Valley experienced suicide rates above the statewide
average. New York City was the region with
the lowest suicide rates across the lifespan.
While suicide is widely considered an infrequent event, it is well to remember that for
every completed suicide, there are between
8 and 25 attempts. Data collected by the
New York State Department of Health
reveals the following geographic distribution of suicide attempts that required emergency room treatment:
Notes:
* Cayuga, Cortland,
Herkimer, Jefferson,
Lewis, Madison, Oneida,
Onondaga, Oswego, St.
Lawrence and Tompkins
(Source: New York State
Department of Health)
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Figure 5. Self-Inflicted Injury/Discharge
Rate per 100,000 Population.
2000-2002. General Population.
Region

Discharges,
2001
2000-2002 Population

Rate

Western NY

2,300

1,584,652

48.4

Finger Lakes

1,961

1,264,272

51.7

Central NY

2,571

1,427,114

60.1

403

302,970

44.3

Northeastern NY 2,433

1,455,242

55.7

Hudson Valley

2,493

2,205,473

37.7

New York City

8,584

8,062,027

35.5

Long Island

3,260

2,782,600

39.1

NYS Totals

24,005

19,084,350

41.9

New York/Penn

Source: 2002 SPARCS Data as of August 2004 (NYSDOH)

Figure 6. Self-Inflicted Injury/Discharge
Rate per 100,000 Population. 20002002. Adolescents/Young Adults,
Ages 15-19.
Region

Discharges,
2001
2000-2002 Population

Rate

Western NY

295

114,306

86.0

Finger Lakes

295

93,918

104.7

Central NY

442

116,347

126.6

New York/Penn

64

23,467

90.9

Northeastern NY

374

107,548

115.9

Hudson Valley

4 13

147,256

93.5

New York City

1,168

500,189

77.8

Long Island

479

174,204

91.7

NYS Totals

3,530

1,277,235

92.1

Source: 2000-2002 SPARCS Data as of August 2004 (NYSDOH)

Figures 5 and 6 demonstrate that Central
New York experienced more suicidal
attempts requiring medical attention than
any other region from 2000-2002. The
attempt rate for adolescents is more than
double that for the general population.
Overall, persons living upstate exhibited
more suicidal behavior than their counterparts downstate, especially residents of
New York City.
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Fatalism
Of all the challenges posed by a major public health threat, such as suicide, perhaps
the most difficult of all is the widely-shared
belief that we can do little to prevent or
control it. So long as this belief is widely
shared in the public mind, the task of
focusing attention and resources on the
problem is much more difficult. The stigma
in our culture attached to both mental illness and suicide is intensified by fatalistic
attitudes about both subjects. The sense of
not being able to do much to predict, much
less prevent suicidal behaviors, is the ultimate rationale for ignoring the subject.
Silence, reinforced by stigma and shame,
and suicide go hand-in-hand.
Federal efforts in the past ten years, combined with a citizens’ movement, have
contributed much to ending the belief that
we are powerless at preventing suicide and
life-threatening behaviors. Evidence
abounds of progress in diagnosing and
treating illnesses with medications and
therapies, alone and in combination (IOM:
2002). The head of SAMHSA, the federal
agency responsible for coordinating mental
health services, has said there is a compelling need to educate both the media and
public that for mental illnesses “help is
available, treatment is effective, and recovery is possible.” (SAMHSA: 2002)
There is also powerful evidence that some
suicides are impulsive. A classic study of
515 persons prevented from jumping from
the Golden Gate Bridge found that 94% of
those had died from natural causes or were
still alive 25 years later. The belief that
Golden Gate Bridge attempters will
inevitably “just go somewhere else” to kill
themselves was clearly unsupported by the
data. “Instead, the findings confirm previous observations that suicidal behavior is
crisis-oriented and acute in nature. Accordingly, the justification for prevention and
intervention...is warranted and the prognosis for suicide attempters is, on balance,
relatively hopeful.” (Seiden: 1978)
A major reason why suicides are not destiny for many would-be attempters is the
range of improvements made in the diag-
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nosis and treatment of mood disorders.
John Mann, MD has argued that suicide is
generally a complication of a psychiatric
disorder (Mann: 2002) and that treatment of
high-risk psychiatric patients should reduce
suicide rates. Research has found depression to be the major psychiatric cause of
suicide, and anti-depressants to be beneficial for treating major depressive disorders.
(Mann: 2003) From 1985 to 1999, the
national suicide rate fell 13.5%, with a
greater decline among women, and antidepressant prescription rates increased over
four-fold, mostly with SSRIs. (Grunebaum et
al.: 2004) Problem-solving skills may help
coping behavior and reduce suicide risk.
(Mann: 2003) For clinicians, a history of suicide attempts and a family history of suicidal behavior are evidence of a predisposition to complete a suicide. (Mann: 2002).
More women are diagnosed with depression than men, but a higher percentage of
them are more likely to be treated with
antidepressnts than men. As a result, fewer
women die by suicide than men. This is
especially true for middle-age and elderly
men. (Grunebaum et al.: 2004). Depression
is treatable in 80 to 90 percent of cases, yet
only 30 to 50 percent of depressed individuals are diagnosed as such by their primary
care physicians. A majority remain “halftreated”: prescribed antidepressants but
without followup visits. (IOM: 2002; JAMA:
2003) This appears to be borne out by a
recent survey of enrollees in New York’s
health insurance plans and HMO’s. They
ranked the quality of care received for
depression lower than for any other health
condition; their major complaint: the lack
of followup visits to a provider after being
started on a course of antidepressant medications (NY Health Accountability Foundation/IPRO; 2004)
Diseases of the central nervous system,
such as epilepsy, AIDS, Huntington’s Disease, head injuries and cerebrovascular
accidents, carry a much higher relative risk
for suicide. These disorders may trigger
depression and suicidal ideation and may
impair restraint or inhibition of the desire
to act upon such thoughts. (Mann: 2003) A
history of physical or sexual abuse during
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childhood, a history of head injury or neurological disorder, and cigarette smoking
increase the risk of suicide. (Mann: 2002)
The affective state most associated with a
suicide crisis is desperation — a state of
anguish accompanied by an urgent need
for relief. The fear of emotional disintegration — of lives unraveling, collapsing or
falling apart — has been described as
greater than the fear of death. For many
desperate patients, death seems to be the
only way to attain both relief and control.
(Hendin et al.: 2004)
Since most persons with a psychiatric disorder never attempt suicide, those who die
from suicide differ from the majority in
some way. The search for this “difference”
inspires much psychiatric research. (Mann:
2002) Improved treatment delivery for serious depression and related psychiatric disorders, particularly in males, will potentially
further reduce the national suicide rate.”
(Grunebaum: 2004) “To this end, randomized controlled clinical trials of SSRIs and
other new-generation, non-tricyclic antidepressants in suicidal depressed patients are
needed to provide clearer estimates of the
efficacy of these medications in the prevention of suicidal behavior.” (Grunebaum et
al.: 2004)
A final reason why OMH believes the challenge of preventing suicide can be met is
the successful five-year experience the
agency has had in implementing an assisted outpatient program (Kendra’s Law). This
Law established a process for identifying
individuals with mental illness who, in
view of their treatment history and circumstances, are likely to have difficulty living
safely in the community without supervision. After five years, Kendra’s Law has
reduced harmful behaviors by its enrollees,
including 55% fewer recipients engaged in
suicide attempts or physical harm to themselves. (OMH: 2005)
In the words of Governor Pataki:
“Kendra’s Law has provided New Yorkers
with mental illness access to the treatment they need in an effective manner
that ensures their safety, as well as that
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of the public,” Governor Pataki has said.
“The vast majority of these individuals
are already leading productive and fulfilling lives in their communities, but the
results are clear — Kendra’s Law works.
That’s why I am proposing that this
extremely successful program be made
permanent.” (Press release: March 8, 2005)

Awareness
To combat the stigma that blocks progress
toward the control of suicide requires raising the level of knowledge about mental illnesses, their treatment and the real
prospects of recovery for those with a diagnosable disorder. This has been undertaken at both the federal and state level. Surgeon General Satcher’s Call to Action to Prevent Suicide (1999) was a clarion call to
”consider suicide as a significant public
health problem and put into place national
strategies to prevent the loss of life and the
suffering suicide causes.” Recent advances
in neuroscience, psychiatry, epidemiology,
and behavioral science further the goals of
finding means to prevent suicidal behavior.
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and how to get help when needed.”
(Carpinello: 2004)
Keenly aware of the connection between
mental illness, especially mood disorders,
and suicide, Commissioner Carpinello has
noted that “Research has shown that suicide
prevention and early intervention efforts are
successful at saving lives, and by encouraging and assisting people to learn when,
where and how to speak up, suicides can be
prevented. Research also has shown that
many suicides may be prevented if attention
is devoted to identifying and intervening
with those at risk.” (Carpinello: 2004)

The Surgeon General’s Call to Action began
a re-evaluation of suicide as a public health
problem, not just a private tragedy. It called
for suicide to be studied systematically, and
set forth a three-part public health strategy
to combat suicide: Awareness, Intervention,
and Methodology (AIM). Awareness signifies
a commitment to broaden the public’s
awareness of suicide and its risk factors,
including mental disorders. This task has
been taken up at the state level.

To this end, in May 2004, OMH launched a
statewide public education and awareness
campaign that uses a public mental health
model to help people become more familiar
with the risks and warning signs of suicide.
With a team of nationally recognized
experts, clinicians and individuals whose
lives have been touched by suicide, OMH
gathered the most current scientific knowledge available about suicide risks and prevention, and produced Suicide Prevention
Education and Awareness Kits (SPEAK) for
statewide distribution. The kits include information about suicide, suicide prevention,
risk factors, warning signs, and resources
about how to seek help through crisis information and treatment resources that are
accessible on a 24/7 basis in every county
in New York. There is also information
about specific populations and age groups,
including men, women, older adults, teens
and college students. (OMH: 2005)

The New York State Office of Mental Health
(OMH) has recently broadened its scope
beyond its traditional mission of meeting
the mental health needs of individuals with
serious psychiatric disorders. OMH has
adopted strategies frequently used in the
medical field, and is actively working to
promote public mental health through education and advocacy. Commissioner
Sharon E. Carpinello, RN, Ph.D. has noted
that OMH is now actively working to
increase public awareness and understanding of the nature and impact of mental illness; effective treatments and services;
useful preventive and coping strategies;

While the main goal of the SPEAK campaign is education and awareness to prevent suicide, it is hoped that SPEAK’s
broad-based public health approach will
help to mitigate the stigma associated with
seeking help for psychological distress. An
important message of the SPEAK campaign
is to ask for help when an individual or
someone they care for needs it. SPEAK is
available in multi-media (print, electronic,
website) in both English and Spanish, with
a Chinese version in production. Feature
articles on SPEAK have appeared in Governing magazine, Mental Health Weekly and
Behavioral Healthcare Tomorrow.
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Suicidal Risk
A critical step in preventing suicide is to
identify and understand the risk factors that
contribute to it. A risk factor is anything that
increases the likelihood that persons will
harm themselves. Risk factors are not causes, but are contributors to unhealthy behavior and outcomes. (CDC: 2004) A population-based study confirms that not all individuals and regions are equally at risk .
Maintaining a favorable balance of protective vs. risk factors is key to preventing
harmful behavior. Targeting efforts to those
harboring actual risk should contribute to a
rational allocation of resources and to
achieving desired outcomes. Risk factors
may be biological, psychological, or social
in nature, and can exist in the individual,
family and environment.

Risk Factors
The Department of Health and Human Services has identified the following risk factors for suicide:
• Previous suicide attempt(s)
• History of mental disorders, especially
depression
• History of alcohol and substance abuse
• Family history of suicide
• Family history of child maltreatment
• Feelings of hopelessness
• Impulsive or aggressive tendencies
• Barriers to accessing mental health
treatment
• Loss (relational, social, work, or financial)
• Physical illness
• Easy access to lethal means
• Unwillingness to seek help because of
the stigma attached to mental health
and substance abuse disorders or suicidal thoughts
• Cultural and religious beliefs — for
instance, the belief that suicide is a noble
resolution of a personal dilemma
• Local epidemics of suicide
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• Isolation, a feeling of being cut off from
other people

Protective Factors
Protective factors buffer people from the
risks associated with suicide. A number of
protective factors have been identified:
• Effective clinical care for mental, physical, and substance abuse disorders
• Easy access to a variety of clinical interventions and support for help seeking
• Family and community support
• Support from 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 instincts (DHHS: 1999)

Voluntary Screening for Risk
A significant challenge for suicide prevention is that 90% of those who attempt suicide suffer from a diagnosable psychiatric illness, alcohol or drug abuse. Yet only about
5% of those with a diagnosed psychiatric illness will actually die by suicide (IOM, 2002).
Many more will die from health-related
causes and accidents. While this suggests a
“needle-in-the-haystack” search is uncalled
for, this 5% comprises a large majority of the
30,000 suicide deaths that occur each year
in this country. Such is the prevalence of
mental illness in the general population.
Clearly, from a public-health perspective,
we should make every effort to identify and
treat those who have a diagnosable illness
or addiction, mindful that only a fraction of
this population will make a serious suicide
attempt. Widespread implementation of
mental health screening throughout New
York State would greatly support this public-health approach of identifying and treating those who are at greatest risk for suicide. A secondary benefit of mental health
treatment is to help the individual address
other co-occurring health-related conditions, such as diabetes or hypertension, that
may have even greater morbidity and mortality than their diagnosed mental illness.
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A further challenge is posed by the finding
of IOM suicide experts that while suicidality
and depressive disorders are related, they
respond to treatment somewhat differently.
In an individual case, depressive symptoms
can be reduced by medicines without
reducing suicidality, and cognitive-behavioral therapy can reduce suicide without
significant change in affective symptoms.
Another finding to consider is that an individual who attempts, but does not complete, suicide, is actually at higher risk for
eventual suicide than he/she was before
the initial attempt. Apparently, once the
threshold of self-destructive action is
crossed, it is much easier for the would-be
suicidal person to cross a second or third
time. It is also a confirmation of the dictum
that the best predictor of future behavior is
past behavior.
Since 70% of those who complete suicide
do so on the first attempt, we need to identify them and intervene before they act on
their suicidal impulses. (Caine: 2003) We
may have but one chance to save someone’s life. For this purpose, a public health
model of prevention is required. The psychological autopsy is a proven means of
revealing the motives and intent behind suicides through probing interviews and
reconstructed events involving a suicide’s
family, friends and acquaintances. This
approach can help explain why a suicide
occurred, but it offers no help to saving that
person’s life. This approach has, however,
led to the development of mental health
screening as a means of suicide prevention.
From psychological autopsy studies it
became clear that suicide is not the unpredictable event it was once believed to be.
90% of those who died by suicide had a
diagnosable mental illness at the time of
their death and 63% were symptomatic for
over a year before their death, representing
a substantial missed opportunity for identification (Shaffer, 1996). The development of
voluntary mental health screening that
resulted from these psychological autopsy
studies can and must be used to help prevent future loss of life. Fortunately, several
reliable and valid screening programs have
been developed for different population
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groups. It is probably true that no psychological test, clinical technique, screening
form or biological marker is precise enough
to accurately predict every suicidal act. Still,
they can identify some, perhaps most.
A state plan to prevent suicides must
embrace — and successfully integrate —
two different approaches in order to identify a “target population” of would-be suicides and intervene before self-destruction
occurs. The first has been termed the individual-based, or clinical approach to prevention. It stresses the neurobiological
family and personal factors accumulated by
individuals to help “explain” their motivation to engage in self-destructive behaviors.
The public health perspective examines the
correlates between an individual and the
larger society to gauge the stresses and
strains that can propel an individual into a
downward spiral ending in death. This
approach was pioneered by the French
sociologist, Emile Durkheim in the 19th
century, and is still very relevant today.
(Durkheim: 1897)
Following the template of the National
Strategy for Suicide Prevention, we need to
combine both an individual and societal
approaches into a statewide strategy.
Specifically, we need to:
1. integrate population-oriented public
health prevention measures with currently available clinical and medical
interventions designed to address the
needs of groups of individuals bearing
greater burdens of risk.
2. move from building awareness of the need
for suicide prevention to concerted actions
that actually reduce the loss of life and
remedy conditions that frequently foster it.
And that means empowering local communities where those most “at risk” live.
Reaching individuals and groups with elevated risks for suicidal behavior will require
concerted action at the community level.
The question is: how can state and local
governments effectively promote implementation of evidence-based or best-practice approaches to suicide prevention? A
good place to start is by reviewing what is
known about effective suicide prevention.
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The Institute of Medicine’s Reducing Suicide
(2002) concluded that the state of knowledge is such that we know what the key
risk and protective factors are, as well as
those interventions that can prevent suicidal behaviors. What is needed now is a
coherent program of action and the means
to implement it effectively. Above all, we
need to generate a behavioral impact on
people through the efforts of a coalition of
private and public agencies, individuals and
families living in the community.

to raise awareness that help is available,
treatment is effective, and recovery is possible.” (CG Curie: 2002) Pursuant to the NSSP,
the Suicide Prevention Resource Center has
just released its registry of evidence-based
programs and practices (NREPP) in the field
of suicide prevention. (SPRC: 2005)

From a statewide perspective, mental wellness and suicide prevention activity are
“local”. To be meaningful, behavioral
change must originate in the community: in
peoples’ homes, work sites, corporations,
and unions; in the courts and criminal justice system; in jails and prisons; in non-government organizations, community and
faith-based agencies; and in government
agencies at the grassroots. (Caine, ED and
KL Knox: 2003) The essential goal of such
efforts is to de-stigmatize help-seeking
around suicidal thoughts and feelings.

Result:
The National Strategy contains 11 goals.

A statewide plan has to be flexible enough
to impact citizens living in rural settings,
like the Adirondacks and Catskills, the
densely populated New York metropolitan
area and suburbs statewide . Yet a workable plan must also be consistent enough
to guarantee availability of “evidence
based” or “best practice” prevention services”. We owe the public no less than “equal
protection” across the lifespan regardless of
geographic location. Current efforts at the
local level are at best uneven across New
York. (See Appendix to this chapter)

The National Strategy
Fortunately, the federal government has
provided the states with a conceptual
framework for designing a statewide plan
across the lifespan of their citizens. The
National Strategy for Suicide Prevention
(NSSP) issued in 2001 was a massive effort,
spanning several federal agencies, state
governments, nonprofit organizations, communities, and other ancillary groups. Perhaps most significant is the Strategy’s message of hope. As SAMHSA’s administrator
put it: “... suicides are preventable. We need
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Summary Recommendation #1:
The New York State plan should accept
and further the goals of the National Strategy for Suicide Prevention (NSSP).

Goals:
1. Promote awareness that suicide is a
public health problem that in many
cases may be preventable.
2. Develop broad-based support for suicide prevention.
3. Develop and implement strategies to
reduce stigma associated with being a
consumer of mental health, substance
abuse, and suicide prevention services.
4. Develop and implement suicide prevention programs.
5. Promote efforts to reduce access to
lethal means and methods of self-harm.
6. Implement training for recognition of atrisk behavior and delivery of effective
treatment.
7. Develop and promote effective clinical
and professional practices.
8. Improve access to and community linkages with mental health and substance
abuse services.
9. Improve reporting and portrayals of suicidal behavior, mental illness, and substance abuse in the entertainment and
news media.
10.Promote and support research on suicide and suicide prevention.
11.Improve and expand surveillance systems.

Building on the Science Base
The National Academy of Science’s Institute
of Medicine examined the state of the science base surrounding suicide, gaps in our
knowledge, strategies for prevention, and
research designs for the study of suicide.
The report identified several factors affecting
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the incidence of suicide: biological and
genetic factors, psychological factors, substance abuse and mental illness, a history of
child abuse, especially sexual abuse, social
factors and cultural/spiritual influences.
Exactly how these risk factors combine to
shape behavior is not fully known. However,
the IOM report, Reducing Suicide: A National
Imperative (2002) believes that suicidality
can be treated through pharmacology and
psychotherapy. Primary health care is a critical setting for the detection of risk factors,
such as depression and drug abuse.

Summary Recommendation #2:
The New York State suicide prevention
plan should build upon the scientific findings of the IOM report. The report’s recommendations should be carefully evaluated
as to their potential benefits and costs to
the citizens of our state. All elements of our
state plan should be based on the best scientific evidence available and be modified
as required by scientific progress.
The IOM report recommends the following:
1. Develop a national network of suicide
research population laboratories devoted to interdisciplinary research on suicide and suicide prevention across the
life cycle. The University of Rochester’s
Center for the Study and Prevention of
Suicide (CSPS) is a leading example of
this type of facility.
2. National monitoring of suicide and suicidality should be improved to:
• encourage measures of suicidality in
all large and/or long-term studies;
• include suicide patients in clinical trials when appropriate safeguards are
in place;
• develop a national suicide attempt
surveillance system;
• support a surveillance system such as
the National Violent Death Reporting
System that includes data on mortality from suicide.
3. Primary care providers are frequently
the first and only medical contact for
suicidal patients. A diagnostic interview
tool is as accurate as many medical
tests are, but physicians are reluctant to
use it. Only 30 to 50 percent of
depressed patients are diagnosed as
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such by their primary care physicians.
Providers need help to better identify
suicidal persons by:
• improved use of screening tools to
identify depression, substance abuse,
child abuse, impulsivity and relationship stresses
• referral by physicians of suicidal
patients or those with multiple risk
factors to mental health professionals;
• professional in-service training of
health care providers in suicide risk,
detection and intervention;
• modifying the curriculum of medical
and nursing schools to include the
study of suicidal behavior.
4. Programs for suicide prevention should
be developed, tested, expanded and
implemented, including expanded partnerships among federal, state, and local
agencies; expanded successful programs such as the US Air Force Suicide
Prevention Program that integrates prevention at multiple levels: universal,
selected, and indicated.
Universal prevention is one targeted to
an entire population
Selected prevention is targeted to
members of a population with higher
than average risk factors.
Indicated prevention is targeted to
members of a population with sub-syndromal symptoms of a disorder.
Programs that remove barriers to treatment, increase knowledge, attitudes
and competencies in the community,
and increase access to help and support
should be implemented:
• pilot programs for coping and
resiliency training for school children;
• evaluation of means to reduce access
and lethality of means of suicide,
such as removing and safe storage of
handguns in the home;
• long-term public education campaigns and media training should be
evaluated as to their effect on public
attitudes regarding suicide and suicidal behaviors.
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National Goals and Recommendations
The President’s New Freedom Commission on Mental Health established six
goals to guide national and state policy on
this subject:
1. Americans should understand that
mental health is essential to overall
health.
2. Mental health care should be consumer
and family-driven.
3. Disparities in mental health services
should be eliminated.
4. Early mental health screening, assessment and referral to services should be
a common practice.
5. Excellent mental health care
should be delivered and research should
be accelerated.
6. Technology should be used to access
mental health care and information.

Summary Recommendation #3:
New York should adopt the recommendations of the President’s New Freedom Commission on Mental Health (2003) in affirming the belief that there are a range of
effective treatments, services and supports
to facilitate recovery from mental illness.
As improvements in the current delivery
system occur, the art and science of suicide
prevention will improve also. Indeed, suicide prevention can serve as an indicator
of how much improvement public mental
health systems have made, and how much
more they need to improve.
The President’s Commission report highlighted twelve model mental health programs
worthy of being singled out. Two of these
model programs whose goals include suicide
prevention are the “United States Air Force
Initiative to Prevent Suicide” and the “Columbia University TeenScreen Program”.
In 1996, the Air Force’s Chief of Staff was
deeply troubled that one-quarter of Air
Force deaths in the early 1990’s were from
suicide. The problem: Air Force personnel
were reluctant to get help when they needed it. His response led to a preventive intervention program that has reduced suicides
in the Air Force by 33%. Key to the success
of that program is the strong message of
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support from the peak of the command
structure and reduction in the stigma of
acknowledging mental health problems. By
changing the dynamics of how Air Force
personnel addressed sensitive personal
issues, by rewarding self-admission and
penalizing problem-avoidance, the
antecedents of suicide were effectively
treated. Moreover, the intervention also
reduced risk for other violent behaviors
(accidental deaths, violent offenses, severe
family violence). These results recommend
this program as worthy of adaptation to
other settings and organizations.
For more than a decade, Columbia University has developed a reliable and easy
screening program for depression, suicide
risk, and other mental disorders that pose a
serious threat to the health, well-being, and
academic success of our youth. This public
health effort, called the TeenScreen Program, has an ultimate goal of ensuring that
all youth are offered a mental health checkup before graduating, or otherwise leaving
high school. At no charge, the Columbia
University TeenScreen Program provides
consultation, mental health screening
materials, software, training, and tehnical
assistance to schools and communities.
TeenScreen identifies and refers for treatment those who are suffering from an
untreated mental illness and are at risk for
suicide, finding them before suicide
becomes the tragic outcome.
This report and the plan it underpins
combine two complementary strategies.
The first is a public health approach to
suicide prevention advanced by Dr. Eric
Caine and his colleagues at the University
of Rochester. Taken in combination with
the neurobiological approach advanced
by Dr. J.John Mann of Columbia University
and the New York State Psychiatric Institute, a comprehensive prevention strategy
is possible.
Dr. Mann has developed a stress-diathesis
model to explain why certain individuals
are moved to suicide, and others are not.
In his view, mental illness, while prevalent
in many of the suicidal population, is not
sufficient to explain every suicide. (JJ Mann,
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MD: 2002) Rather he attributes suicidal
behavior to the coincidence of stressors,
such as depression, with a predisposition
(diathesis) for suicidal behavior. These factors can be both genetic and environmental in origin. Neurobiological studies have
identified brain-related abnormalities associated with impulsivity and aggression,
specifically, low levels of serotonin in the
brain. By combining the public health
model advanced by Caine with the neurobiological model of Mann, we can address
the full spectrum of suicide prevention:
from pre-emergent symptoms in the general population to the acute state preceding a
suicidal event among the high-risk population in New York.
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Appendix
State and National
Suicide and
Mental Health
Resources
National Suicide Prevention LifeLine
1-800-272-8255
New York State suicide
hotlines
http://suicidehotlines.com/
newyork.html
Samaritans Suicide
Prevention Center
518-689-4673 (Albany area)
212-673-3000 (New York City)
http://www.timesunion.com/
communities/samaritans
(Albany website)
http://www.samaritansnyc.org
(New York City website)
Mental Health Association
in New York State (MHANYS)
518-434-0439
http://mhanys.org
Mental Health Association of New
York City (MHANYC)
212-254-0333
800-LIFENET (crisis line)
http://www.mhaofnyc.org/
National Alliance for the Mentally
Ill-New York State (NAMI-NYS)
518-462-2000
http://www.naminys.org
Teen Screen-Columbia University
Program
http://www.teenscreen.org
Families Together in New York State
518-432-0333
888-326-8644 (information & referral
line)
http://www.ftnys.org

Suicide Crisis Telephone
Numbers for New York
State by County
This list of suicide crisis phone
numbers includes numbers for
local county mental health clinics
or the mental health units of hospitals, as these are the places
best equipped to handle crisis
calls in some counties.

Clinton County
◆ CEF Crisis Helpline of the
Crisis Center of Clinton, Essex, and
Franklin Counties
(518) 561-2330
(800) DIAL-SOS
(800-342-5767)
Columbia County
◆ Columbia County Mental Health
Department Crisis Line
(518) 828-9446
◆ Samaritans Suicide Prevention Center
(518) 689-4673

Albany County
◆ Albany County Mobile Crisis (518) 4479650
◆ Samaritans Suicide Prevention Center
(518) 689-4673

Cortland County
◆ Cortland Memorial Hospital Psychiatric
Services Crisis Line (607) 756-3771
◆ Suicide Prevention and Crisis Service
(607) 272-1616

Allegany County
◆ Allegany County Community Services
Crisis Hotline
(585) 593-5706

Delaware County
◆ A.O. Fox Hospital Crisis
Intervention Service
(607) 431-5412
(877) 369-6699

Bronx
◆ Helpline (212) 532-2400
◆ Samaritans Suicide Prevention Hotline
(212) 673-3000
◆ LIFENET (800) 543-3638
Spanish: (877) 298-3373
Asian: (877) 990-8585
TTY: (212) 982-5284
Broome County
◆ United Health Services
(607) 762-2302
1-800-451-0560
Cattaraugus County
◆ Cattaraugus County Crisis
Hotline (800) 339-5209
Cayuga County
◆ Contact Syracuse
(315) 251-0600
(877) 400-8740
◆ Lifeline (585) 275-5151
(800) 310-1160
TTY (585) 275-2700
Chautauqua County
◆ Crisis Services Counseling Hotline
(800) 724-0461
toll-free number for children and adolescents only:
(877) KIDS400 (877-543-7400)
Chemung County
◆ Chemung County Crisis
Service (607) 737-5369
Chenango County
◆ A.O. Fox Hospital Crisis
Intervention Service
(607) 431-5412
(877) 369-6699

Dutchess County
◆ Dutchess County Helpline
(845) 485-9700/
(877) 485-9700/TTY
(845) 486-2866
Erie County
◆ Crisis Services Counseling Hotline
(716) 834-3131
toll-free number for children and adolescents only:
(877) KIDS400
295(877-543-7400)
Essex County
◆ CEF Crisis Helpline of the
Crisis Center of Clinton, Essex, and
Franklin Counties
(518) 561-2330
(800) DIAL-SOS
(800-342-5767)
Franklin County
◆ CEF Crisis Helpline of the
Crisis Center of Clinton, Essex, and
Franklin Counties
(518) 561-2330
(800) DIAL-SOS
(800-342-5767)
Fulton County
◆ St. Mary’s Mental Health
Hotline (518) 842-9111
Genesee County
◆ Regional Action Phone, Inc. (585) 3431212
(800) 359-5727
Greene County
◆ Samaritans Suicide Prevention Center
(518) 689-4673

Hamilton County
◆ Hamilton County Community Services
Crisis Line
(800) 533-8443
◆ St. Mary’s Mental Health
Hotline (518) 842-9111
Herkimer County
◆ Crisis Services of St. Elizabeth’s Medical Center
(315) 732-6228
Jefferson County
◆ Mobile Crisis Services of North Country Transitional
Living Services (315) 782-2327
◆ Samaritan Medical Center
(315) 785-4516
Kings County
◆ Helpline (212) 532-2400
◆ Samaritans Suicide Prevention Hotline
(212) 673-3000
◆ LIFENET (800) 543-3638
Spanish: (877) 298-3373
Asian: (877) 990-8585
TTY: (212) 982-5284
Lewis County
◆ Lewis County Community
Services (315) 376-5450
Livingston County
◆ Lifeline (585) 275-5151
(800) 310-1160
TTY (585) 275-2700
Madison County
◆ Madison County Mental Health
Department
(315) 366-2215
Monroe County
◆ Lifeline (585) 275-5151
(800) 310-1160
TTY (585) 275-2700
Montgomery County
◆ St. Mary’s Mental Health
Hotline (518) 842-9111
Nassau County
◆ Helpline (212) 532-2400
◆ Long Island Crisis Center Suicide Hotline (516) 679-1111
◆ Suicide & Crisis Response Helpline
(516) 504-HELP
(504-4357)
New York City
◆ Helpline (212) 532-2400
◆ Samaritans Suicide Prevention Hotline
(212) 673-3000
◆ LIFENET (800) 543-3638
Spanish: (877) 298-3373
Asian: (877) 990-8585
TTY: (212) 982-5284
Niagara County
◆ Niagara County Crisis
Hotline (716) 285-3515
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Oneida County
◆ Crisis Services of St.
Elizabeth’s Medical Center (315) 7326228
Onondaga County
◆ Contact Syracuse
(315) 251-0600
(877) 400-8740
Ontario County
◆ Lifeline (585) 275-5151
(800) 310-1160
TTY (585) 275-2700
Orange County
◆ Mobile Mental Health
Through Occupations
(888) 750-2266 ext. 2
◆ Helpline (800) 832-1200
(845) 294-9355
Orleans County
◆ Regional Action Phone, Inc. (585) 3431212
(800) 359-5727
Oswego County
◆ Oswego Hospital Behavioral Services
Division 24-Hour
Hotline (315) 343-8162
Otsego County
◆ A.O. Fox Hospital Crisis
Intervention Service
(607) 431-5412
1-877-369-6699
Putnam County
◆ Putnam Community Services Crisis
Intervention
(845) 278-2100
Queens
◆ Helpline (212) 532-2400
◆ Samaritans Suicide Prevention Hotline
(212) 673-3000
◆ LIFENET (800) 543-3638, Spanish: (877)
298-3373,
Asian: (877) 990-8585,
TTY: (212) 982-5284
Rensselaer County
◆ Crisis Line of the Crisis Department of
Samaritan Hospital (518) 274-4345
◆ Samaritans Suicide Prevention Center
(518) 689-4673
Richmond County
◆ Helpline (212) 532-2400
◆ Samaritans Suicide Prevention Hotline
(212) 673-3000
◆ LIFENET (800) 543-3638
Spanish: (877) 298-3373
Asian: (877) 990-8585
TTY: (212) 982-5284
Rockland County
◆ Suicide Hotline of the Rockland County
Department of Mental Health (845)
354-6500
St. Lawrence County
◆ Reachout of St. Lawrence, Inc. (315)
265-2422

Saratoga County
◆ Samaritans Suicide Prevention Center
(518) 689-4673
◆ Saratoga County Crisis Line (518) 5849030

Warren County
◆ Crisis Line of the Crisis Department of
Samaritan Hospital (518) 274-4345
◆ Samaritans Suicide Prevention Center
(518) 689-4673

Schenectady County
◆ Ellis Hospital Mental Health Clinic
(518) 243-3300
◆ Samaritans Suicide Prevention Center
(518) 689-4673

Washington County
◆ Crisis Line of the Crisis Department of
Samaritan Hospital (518) 274-4345
◆ Samaritans Suicide Prevention Center
(518) 689-4673

Schoharie County
◆ Schoharie County Crisis
Service 8:30am-5:30pm
(518) 295- 8336;
after hours: (518) 295-8114

Wayne County
◆ Lifeline (585) 275-5151/
(800) 310-1160/
TTY (585) 275-2700

Schuyler County
◆ Schuyler County Health
Services (607) 535-8282
after hours: (607) 737-5369
◆ Suicide Prevention and Crisis Service
(607) 272-1616
Seneca County
◆ Lifeline (585) 275-5151
(800) 310-1160/
TTY (585) 275-2700
Steuben County
◆ Steuben County Community Mental
Health (607) 776-6577,
after hours: (607) 937-7800
◆ Suicide Prevention and Crisis Service
(607) 272-1616
Suffolk County
◆ Helpline (212) 532-2400
◆ Crisis Response of Suffolk
County (631) 751-7500
◆ Suffolk County Mobile Crisis (631) 9523333
◆ Long Island Crisis Center
(516) 679-1111

Westchester County
◆ Helpline (212) 532-2400
◆ Mobile Crisis Team of
Westchester Medical Center (914)
493-7075
◆ Suicide/Crisis Prevention Hotline,
operated jointly by MHA of Westchester, New York Hospital, and St. Vincent’s Hospital (914) 347-6400
◆ LIFENET (800) 543-3638,
Spanish: (877) 298-3373,
Asian: (877) 990-8585,
TTY: (212) 982-5284
Wyoming County
◆ Wyoming County Crisis Line (800) 7248583
◆ Wyoming County Mental Health Clinic
(585) 786-0190
Yates County
◆ Lifeline (585) 275-5151
(800) 310-1160
TTY (585) 275-2700
◆ Suicide Prevention and Crisis Service
(607) 272-1616

Sullivan County
◆ Sullivan County Department of Community Services
(845) 292-8770, after hours/
weekends: Catskill Emergency Services (845) 679-2485
Tioga County
◆ Suicide Prevention and Crisis Service
(607) 272-1616
Tompkins County
◆ Suicide Prevention and Crisis Service
(607) 272-1616
Ulster County
◆ Family of Woodstock
(845) 679-2485
◆ Family of Kingston (845) 338-2370
◆ Family of New Paltz
(845) 225-8801
◆ Family of Ellenville
(845) 647-2443
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A Public
Health Strategy
for Suicide Prevention
Eric D. Caine, M.D., John Romano Professor and Chair of Psychiatry, Co-Director Center for the Study and Prevention
of Suicide, Department of Psychiatry, University of Rochester Medical Center, Rochester, New York
Gary L. Spielmann, M.A., M.S., Director of Project Management & Chair, Suicide Prevention Working Group,
New York State Office of Mental Health

HE PATH TO SUICIDE is a journey of
many variations that ends in one
place. For some travelers, it is a long
and winding road marked by repeated
attempts, recovery and relapse. For others,
it is short and direct: their first attempt is
also their last. Those who take this path
vary widely as well. While elderly white
males are the most likely demographic
group to die from suicide in New York, children as young as eight die from suicide
too. (Weaver: 2002) In 2000, 81 young New
Yorkers aged 10-19 died this way, more
than died from malignant neoplasms (cancer) (72) and diseases of the heart (39). Of
this group, nine were between 10 and 14
years of age. (NYSDOH: 2000)

T

As many suicidologists have concluded,
there is usually no single cause that
prompts a suicide. While there may well be
a single triggering event, deeper reasons
for a suicidal act are usually involved. The
suicide event has been described as a “...a
punctuation mark at the end of the story.”
(Caine et al.: 2003) Individual and unique
features resist easy explanation. Individuals
of striking similarity in background and circumstance react differently to adversity.
While some show resilience, others break.

Though suicidal acts differ in many
respects, the path to suicide is discernible.
Understanding this route is crucial to selecting the most promising preventive interventions and guiding public policy to its desired
outcome: saving lives in New York. Caine
and Conwell (2003) conceptualize this path
as shown in figure 7, page 34.
We need to address suicide systematically,
rather than as individual, unrelated cases.
So many factors are at work that predicting
individual acts of suicide is difficult. Even
acknowledging the ubiquitous role that
mental illness plays only goes so far: only a
fraction of those with a diagnosed mental
illness die from suicide. Some who suffer
from depression battle suicidal thoughts
over many years, and succumb only reluctantly. For others, suicide is a spontaneous
act, borne of impulse, lowered inhibitions
due to alcohol or drugs, combined with
ready access to lethal means.
The path to suicide is shaped by two sets of
forces: population characteristics and individual characteristics. Population characteristics are targets of opportunity for both
universal and selective prevention as
defined by the Institute of Medicine report,
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Figure 7. The path to suicide
Population Characteristics
Targets for Universal
and Selective Prevention

Individual Characteristics
Targets for Clinically
Indicated Interventions

Non-modifiable Risk Factors
Age, Gender, Family
History/Genetics
Social-Cultural
Contexts

Endpoints

Completed
Suicide
Men & Women
Psychopathology
Personality
Social Ecology

Potentially Modifiable
Risk Factors
Poor Medical Care, Poverty,
Social Isolation, Violence,
Access to Lethal Methods,
Comorbid Medical Conditions,*
Poorly Managed Pain,*
Alcohol/Substance Misuse*

Attempted
Suicide
Men & Women

Center for the
Study and Prevention
of Suicide, University
of Rochester (CSPS)
(2003)

*Individual as well as population attributes

Reducing Suicide (2002). The first can be
applied to the general population, e.g.
reduced access to lethal means. The second can be directed to populations at risk,
e.g. those diagnosed with unipolar depression. Some risk factors are not modifiable:
age, gender, family history, and genetics.
Preventive intervention would not apply to
them. However, other factors such as
access to quality medical care, poverty, isolation, and poorly managed pain, can be
influenced by governmental action, care
providers and individual actions.
A significant socio-cultural context surrounds these potentially modifiable risk factors. Some cultures condone violence
against women and ethnic minorities. Others punish it. Some cultures tolerate, even
encourage alcohol and substance use; others forbid it and criminalize it. People
growing up in these cultures are heavily
influenced through socialization and acculturation to accept these practices. Of
course, some rebel and modify their behavior; others accept it without question.
Because of the embedded nature of sociocultural influences, modifying attitudes and
values as they relate to suicide is typically
slow, absent outside forces, such as medical breakthroughs, and scientific discoveries. Even then, evidence-based health practices can take time to be accepted or
adopted by practitioners and patients alike.
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Within the general population, public
health researchers have found two distinct
groups. (Knox et al.: 2004) Members of the
first group, the “early adopters”, are likely
to change their lifestyle when new information becomes available (diet, stress,
smoking, exercise, etc.). This group identifies the risk in public information, evaluates
their own vulnerability and modifies their
behavior according to perceived self-interest. A second group, the late adopters,
tends to be less educated and likely to
ignore public health warnings about
lifestyles and societal trends. They prefer to
wait until a physician offers a medical diagnosis in response to their symptoms. Even
then, this group finds behavioral change
difficult to initiate and sustain. It often
takes strong physician encouragement.
Individual characteristics are proper targets
of opportunity for clinically indicated interventions: psychopathology, personality, and
social ecology. John Mann, a leading neuroscientist, refers to suicide as “generally a
complication of a psychiatric disorder, but
it requires additional risk factors because
most psychiatric patients never attempt
suicide.” (Mann: 2002) Psychopathologies
can be treated effectively depending on the
diagnosis, clinician skill, efficacy of the
therapy/medication, and engagement of
the patient. Personality components are
heavily influenced in childhood and can
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shape an individual’s ability to withstand
illness and stresses, and build resilience
well into adulthood.
An individual’s social ecology refers to the
web of personal relationships that engages
them and can influence their behavior in a
positive or self-harming way. For example,
social isolation is a key risk factor for suicide among the elderly often caused by
widowhood, geographic separation from
other family and friends, and physical infirmities that limit mobility. Conversely, the
pervasive influence of peers on adolescents
(over-socialization) can directly contribute
to the contagion of suicide among those
who identify sympathetically with the initial
suicide victim.
The interplay among social and demographic forces and individual characteristics contributes to our understanding of
suicide. (Durkheim: 1897)
To ignore one or the other is to compromise our best hopes for prevention. Knox,
Conwell, and Caine (2004) cite “Rose’s
Theorem” in making a case for a public
health approach to suicide prevention.
According to Rose: “...a larger number of
people at small risk may give rise to more
cases of disease than a small number who
are at high risk.” (1989) This means that
interventions must also target a larger,
asymptomatic population, and do it before
the risk of suicide becomes acute. The etiology of suicide involves “marker conditions” that portend suicidal behavior.
(Caine: 2005) These “markers” include
absenteeism and presenteeism at work or
school, DWI’s, family disputes that escalate
into violence, sexual abuse and child harm,
and related injurious behavior. When these
conditions co-occur with frequent intoxication and binge drinking, “recreational” drug
abuse, domestic “distress” and pain caused
by medical conditions, the situation is ripe
for more self-destructive behavior to occur,
including suicide.
Knox et al.(2003) point out that the US Air
Force suicide prevention program succeeded in reducing the suicide rate by 33%, but
also reduced the amount of severe family

violence, homicides and even accidents by
equally wide margins. By “reverse engineering” the Air Force program, from the
results back to the strategy, it is hard to
deny the connection between different
types of social pathology, and the real possibility of affecting several conditions (violence, abuse, homicide), even when ostensibly targeting just one (suicide).

Figure 8. US Air Force suicide prevention program effects, 1997-2002.
Comparison of effects of risk for
suicide and related adverse outcomes
in US Air Force population before
(1990-6) and after implementation
of programme (1997-2002)

Outcome

Relative
Risk
risk
reduction (1(95% C.L.) relative risk)

Excess
risk
(relative
risk-1)

Suicide

0.67
(0.57 to 0.80)

33%

-

Homicide

0.48
(0.33 to 0.74)

51%

-

Accidental
death

0.82
(0.73 to 0.93)

18%

-

Severe family
violence

0.46
(0.43 to 0.51)

54%

-

Moderate family
0.70
violence
(0.69 to 0.73)

30%

-

-

18%

Mild family
violence

1.18
(1.16 to 1.20)

Knox et al., BMJ 2003

The Air Force prevention program may
well demonstrate the relevance of Rose’s
Theorem: improving overall community
mental health can reduce the numbers of
suicides more effectively than extensive
efforts to identify the imminently suicidal
individual. (Knox, Conwell, and Caine:
2004) The Air Force program’s results also
bolster the case for adopting a collaborative “united front” at the local level in
addressing suicidal risk. Rather than having
community-based organizations and agencies work independently to combat different social pathologies (violence, child
abuse, drug misuse) with separate strategies and campaigns, results from the Air
Force study suggest much more could be
accomplished for all of them using an inte-
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grative approach and combining resources.
The synergies created could be robust and
the results positive.
This “public mental health approach” is
supported by the work of Hawton et al. who
concluded that suicide rates are unlikely to
decline as long as we confine our prevention efforts to only those who are at immediate risk of attempting suicide. Caine and
Conwell (2003) believe that the strategy to
prevent suicide must go well beyond the
traditional “high risk” populations who bear
an elevated rate of morbidity and mortality
from suicidal behavior and from suicide.
While current efforts to engage this population through psychotherapy and medications are necessary, this strategy only
applies to those who have already manifested a brain disease. Caine and Conwell
(2003) argue persuasively that the field of
suicide prevention should cast a wider net,
as has been done with public health campaigns involving the larger population that
have had a demonstrable impact in reducing other life-threatening behaviors. They
note that:
• The past 30 years has seen a gradual
redefinition of the safe levels of “normative” distributions of blood pressure and
cholesterol among asymptomatic individuals. Levels considered acceptable 30
years ago no longer are seen as safe.
• Alcohol use came under scrutiny from
MADD and led to a redefinition of “legal”
levels for “intoxication” and driving.
Deaths from DWI and DWAI dropped as
a result. (Caine and Conwell: 2003)
• One might also add the positive impact of
seat belt laws on reducing reducing highway deaths and efforts to promote smoking-cessation on lung diseases, including
cancer, emphysema, and asthma.
Public health campaigns that culminated in
changes of governmental policy and public
behavior involve fundamental questions of
individual freedom and institutional authority. (Caine et al.: 2003) None, such as smoking cessation in bars and restaurants, was
accomplished easily and without resistance.
But all have contributed to reduced morbidity and mortality in New York and the nation.
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Population-oriented suicide prevention is a
necessary complement to the model which
emphasizes overt symptoms of disease,
and considers suicide more as an individual tragedy than a public health issue.
Shifting the population average in a positive direction — the goal of public health —
rather than focusing exclusively on the
worst cases, requires a different approach.
There are institutional barriers to such a
change. Episode-based health insurance
policies still favor treatment of illness over
the maintenance of wellness and illnessprevention. Many policies do not reflect the
belief that “mental health is critical to overall health” seemingly unaware of the recommendation of the President’s New Freedom Commission on Mental Health. At the
clinical level, many primary care practitioners see their role as treating illness, rather
than promoting wellness and prevention.
Finally, efforts to reduce the burden of psychopathology by means of psychotherapy
and medication do not reduce the “turmoilfilled” life situations of vulnerable individuals. (Caine et al.: 2003) These situations,
left untouched, can block recovery, intensify psychiatric distress and propel vulnerable individuals into a downward spiral
leading to self-harming behaviors.
A well-designed prevention strategy needs
to address both individual and societal
influences that shape suicidal behavior.
Slighting one or the other can have devastating consequences for vulnerable individuals. In recognition of the multi-causal
nature of suicides, J. John Mann, MD, a foremost neuroscientist, has noted, “You need a
combination of strategies to have an impact
on the suicide rate.” (Conte: 2004)
Combining these perspectives, Caine (2005)
has identified five domains of suicide risk:
• Biological: aging, environment
• Psychiatric: depression, drug abuse,
alcohol dependence, etc.
• Psychological: personality, coping
• Medical: illness, treatment, pain
• Social: loss, life changes
A comprehensive prevention strategy combines elements that address both the gen-
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eral population and those requiring clinical
therapies and treatments. Over time, there
is a movement from public health preventive practices to therapeutics and health
services. In general, this corresponds to the
growing overall risk of suicide as people
age, albeit with a heavier loading of risk
among males. In New York, white males
over age 85 have a suicide rate that is 6
times the rate for the general population.

in the population, a framework should
consist of:
1. The level of intervention (universal,
selective, indicated) and the stage
of disease process” (1st, 2nd, or 3rd
degree prevention)
2. The site of implementation
(site of “capture”)
3. Group of interest (target population), e.g.
young adult women, alcoholic men,
depressed elders

Figure 9. Risk Factors for Suicide
Youth and young adults:
• Comorbid major psychopathology, e.g.
depression, bipolar, or schizophrenia
and conduct disorder
• Alcohol and/or substance abuse
and dependence
• Personal and family turmoil
• Legal problems
• Poor school or work performance
• Prior attempts and family history of suicide
Adulthood:
• Comorbid depression and alcohol
and/or dependence
• Interpersonal disruptions and social isolation
• Poor work performance and
unemployment
• Violence and legal problems
• Variable impact of marital
and parental status
• Prior attempts and family history
of suicide
Elders
• Comorbid depression (often later onset,
without a prior history of psychopathology)
• General medical conditions, often
with pain and role function decline
• Social dependency or isolation,
and widowhood
• Personality inflexibility as a precursor
• Alcohol and prescription drug abuse
• Frequent contact with primary care
providers, but sub-optimal information
exchange by patient and provider
(Caine: 2005)

A Framework for Developing Preventive
Interventions
To address the “markers” and risk factors
of suicide and life-threatening behavior

(1).Level of Intervention (Institute of
Medicine: 2002)
A. Universal — focuses on the entire
population as the target and
achieves prevention by reducing risk
and enhancing health, aimed broadly, but can affect individuals as well.
B. Selective — targets high-risk groups
where not all members bear risk.
Prevention is achieved by reducing
specific risks among groups.
C. Indicated — symptomatic and
“marked” high-risk individuals are
the target population. Interventions
are geared to prevent full-blown
disorders or adverse outcomes in
each one.
(2).Stages in the Prevention of Disease
Processes
A. Primary (1st degree) — amounts to
preventing the onset of disease and
promoting health (pre-event)
B. Secondary (2nd degree) — consists of
clinical care, preventing death or disability once disease is manifest; during and immediately after the event
(the peri-suicidal period)
C. Tertiary (3rd degree) — amounts to
rehabilitation to maximize function,
and maintenance care. (Longer term
recovery) (Caine: 2005)
(3).A Developmental Model of Suicide
Prevention
The developmental approach to prevention advocates prevention to
counter the risk factors predisposing
individuals to life threatening behavior long before they spiral down to a
desperate state. For many in the
population, aging is accompanied by
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additional risk factors, such as physical illness and pain, that can take a
further toll on an individual’s
resiliency. Additional preventive
interventions should address these
additional factors. Since older males
represent the group with the highest
rate of completed suicide, this model
targets them:
This model illustrates the need for linked,
multi-layered interventions. They are
spelled out in succeeding chapters of this
report and may be summarized as follows:

Selective Preventive Interventions
• Programs to treat depression and mania
adequately, and to reduce chemical
dependency to enhance and maintain
stability
• Community “gatekeepers” to detect
changes in the daily lives of people outside the clinical care systems, e.g.
reduced performance in the workplace,
including unexplained absences
• Screen chemical dependency (CD)
patients for depression or mood
changes, and violence towards an inti-

Figure 10. A “stairway” model for elder men
Suicide prevention for elder men: a developmental, “stairway” model

Peri-suicidal state

Symptoms,

Resiliency

Role changes, medical illness, acute and chronic stress

Suicide

Risk

Depression, hopelessness

Personality factor, social ecology, cultural values and perceptions
ìDistal ”

Risk factors

“Proximal”

Time
Source: Caine and Conwell: 2001-04

Universal Preventive Interventions
• Surveillance of general population (case
definition)
• Population-oriented preventive interventions, e.g. reducing alcohol use, limiting
access to lethal means of self-harm
• Training regarding risk factors, to include
MD’s, Ph.D., CD, and others; public
employees, such as police, judges, probation, prison personnel, DSS case
workers, and EAP program staff
• Screening for quality of life, substance
abuse, domestic violence, and depression
• Global health improvement in the workplace (Caine et al.: 2003)
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mate partner or spouse. Work supported
program incentives for mental health
akin to incentives available for physical
health (EAP, insurance coverage) (Caine
et al.: 2003)

Indicated Preventive Interventions
• Early interventions for recurrent
psychotic episodes
• Assertive interventions for seriously
mentally ill (SMI) patients who are noncompliant with their treatments
• Integrated court-based mental health
services, covering family and criminal
courts to overcome barriers to care, not
contingent upon adjudication
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• Effective treatment of depression among
individuals with chemical dependency
(CD) disorders
• Detection and treatment of depression
and substance use in courts, jails,
and prisons
• Detection and treatment of depression
and substance use in primary care setting (Caine et al.: 2003)
This multi-layer strategy reflects the fact
that there is no single cause for any suicide, and no two can be understood to
result from exactly the same constellation
of factors. Since no single factor is universally causal, no single intervention will prevent all suicide deaths. The multi-determination of suicide presents great challenges,
but also has important implications for prevention.” (O’Carroll: 1993)

• Funding mechanisms must be restructured in a collaborative fashion to assure
support of services designed to meet the
needs of patients and families. e.g.
patient/client-centered funding .
(OMH’s Winds of Change initiative is an
example of this.)
• “Access to care must be assured. Even
minimal barriers are least well met by
the most vulnerable. Treatment is
assertive and community-based, with an
emphasis on continuity of care and
interagency communication
• Each level of governmental and nongovernmental action has an important
role. Overall, they must be integrated
effectively, in a sustained and consistent
fashion, if one truly seeks to establish a
lasting impact, both across the breadth
of the state and in the daily lives of specific individuals.” (Caine and Knox: 2004)

Implementation Considerations
Based on the foregoing, several lessons
can be drawn for policymakers and
providers charged with implementing a
statewide prevention strategy at the local
and regional level:
• Sustained, focused leadership conveying
urgency is essential
• There must be an energetic top-down
process, marshaling political will that is
integrated with creative, locally knowledgeable implementation — this has a
dynamic, interactive up-down-up quality
• There must be recognition of a “common risk” (akin to a common enemy) for
suicide, attempted suicide, and other significant community problems (e.g. drug
use, violent crime, domestic disputes
and violence) that draw attention,
resources, energy, and commitment.
Without a banding together, these efforts
will be diminished in their potential to
effectively alleviate any one of an array
of very desirable outcomes.
• Authority must be shared with clearly
defined (and accepted) responsibility and
accountability at each level of action
• Suicide prevention is founded on a
multi-layered public health approach
that addresses key population risk and
protective factors, and the specific needs
of high-risk groups and individuals.

Evaluation
Three types of indicators could be used to
measure how effectively a suicide prevention initiative is working: process, impact
and outcome.
Of these, Caine (2005) regards process indicators which rely on evidence of participation in programs and activities to be the
least indicative of meaningful effect. Impact
indicators which measure change in participants’ attitudes and actions, or program
activities, are less often used, even though
they are more meaningful than process
measures. Outcome indicators which evidence change in end point targets — a
decline in the suicide and attempted suicide rates — are little used, but the most
meaningful of all.
Universal prevention measures could be
judged by the numbers of clinicians and
public employees trained to be aware of
the signs of suicidal intent (process indicator), their changing attitudes and knowledge base (impact indicators), and the
lower number of suicide attempts and
deaths (outcome indicator).
Selective prevention measures could be
evaluated by the change in the delivery of
adequate housing and consistent care
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(process indicator), screening of patients
with chemical dependency disorders for
depression or mood disorders, and violence (intimate partner/domestic) and
impact and outcome indicators of
improved operations and care. For example, outreach programs to isolated elders
and street youth, efforts to support recently
unemployed men, and integrated courtbased mental health services that meet the
needs of victims, perpetrators and children
could be evaluated by the full range of indicators (process, impact, and even outcome
if done “at scale”) (Caine: 2005)
Indicated prevention measures are aimed
at individuals with recurrent psychotic
episodes. It would entail assisted outpatient
treatment (AOT) for individuals who are
living “on the street”, not following their
course of treatment, and pose a threat to
themselves and others. The recently completed evaluation of New York’s AOT program, begun in 1999, found positive results
for virtually all of the program’s objectives
and plans. In fact, Governor Pataki has
stated his intent to make the program permanent. (Press release: March 8, 2005)

Intervention Sites

Stigma and Hope
Finally, no suicide prevention strategy can
be deemed complete without addressing
the stigma issue. Stigmas toward mental
illness and suicide contribute to the “conspiracy of silence” that frequently precedes
an act of suicide. It is the ultimate “don’t
ask, don’t tell” situation, because the stakes
are literally life-and-death. Stigma derives
from peoples’ fears that there is little one
can do to prevent or treat a family of brain
diseases, called mood disorders. The best
antidote to stigma is a public education
campaign that makes a convincing case
that mental illnesses can be prevented and,
if not, treated well enough that persons
recover and go on with their lives.
SPEAK is the awareness component of
OMH’s overall efforts to make people
aware of the prevalence of suicide, but also
to give them the means to respond when
someone they know is struggling with suicidal thoughts and intentions. It is incumbent on the medical and scientific communities, suicide researchers, and communications specialists to engage in a dialogue
that reports progress in diagnosis and
treatment of brain diseases, and sends a
well-founded message of hope statewide.

The sites for intervention are a function of
the audience to be reached, and the level
of dialogue required. Broad, population-oriented interventions require use of the
media to achieve a wide dispersion of
information and education. To help “gatekeepers” reach their intended audience of
persons at risk, it’s necessary to target
worksites, religious and faith-based organizations, non-governmental organizations
(NGOs), and governmental agencies, especially those who deliver social services, and
employment services. Sites where selective
and indicated interventions can be focused
to reach higher risk individuals include
courts, jails and prisons, medical and mental health agencies, chemical dependency
programs, therapeutic agencies (women’s
shelters, batterers’ programs), pediatrician’s
and gynecologist’s offices.
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ITHIN THE UNITED STATES today,
suicide and its costs to the nation
in human lives and capital has
become one of the nation’s most persistent
and intractable public health problems. It is
estimated that the total cost of suicide to
the U.S. economy in the year 2000 was
$125.8 billion dollars.1 Each year approximately 30,000 Americans commit suicide
and as many as 650,000 receive emergency
medical treatment after attempting, but failing to complete a suicide attempt.2 In the
United States a person commits suicide
every 17 minutes. Suicide is the eleventh
leading cause of death for all Americans
and the third leading cause of death among
American youth. Over the past century, suicides have exceeded homicides as a leading
cause of death within the United States and
almost 4 times as many Americans died by
suicide than in the war in Vietnam.3 Considering demographic characteristics and
public health, the largest number of suicide
deaths occur among middle-aged men,
between 35 and 44 years of age, with the
risk for suicide increasing for those with a
mental illness or those persons who abuse
alcohol.4 In addition, the rates of suicide are
exceptionally high among certain popula-

W

tions such as elderly white men and Native
Americans. Specific professions such as
psychiatrist, fireman, and police are also
disproportionately affected by suicide, and
the rate of suicide among children and
youth is increasing.5
Given the high rates of suicide in the U.S.
and its continuing burden on scarce federal, state, and municipal resources, new and
emerging public health measures are being
proposed to ensure that the planning, policy, and prevention responses required to
address suicide are current, comprehensive, and include the latest in advanced
research, technology, and data gathering
methods. As a result of its status as a major
metropolitan area, New York City has
developed a number of innovative public
health measures that support suicide prevention and lead to improvements in public
health and quality of life.
A review of these measures and an analysis of suicide data for New York City is the
focus of the current section. In this section,
five measures within a suicide prevention
framework for New York City are proposed
which account for the City’s comparatively
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Notes:
1 Gallagher, K. (2002),
Suicide in Colorado;
The Colorado Trust,
Denver, Colorado
2 Institute of Medicine,
Reducing Suicide: A
National Imperative
(2002)
3 The Vietnam War lasted from March 1962
until March 1973 and
resulted in 58,202
casualties. It was one
of the nation’s longest
and most expensive
public endeavors.
(Vietnam Veterans of
America Website,
June 2003).
4 Gallagher, K. (2002),
Suicide in Colorado;
The Colorado Trust,
Denver, Colorado
5 U.S. Public Health
Service. “The Surgeon
General’s Call to
Action to Prevent
Suicide”. Washington,
D.C: 1999. According
to the Report suicide is
currently the third
leading cause of death
among children
between the ages of
10 and 14.
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Notes:
6 U.S. Department of
Health and Human Services, National Strategy for Suicide Prevention: Goals and Objectives for Action, Washington, DC: May, 2001
7 U.S. Public Health Service. The Surgeon
General’s Call to
Action to Prevent Suicide. Washington, D.C:
1999
8 The Institute of Medicine released it’s report
in 2002 containing four
recommendations from
The Committee on
Pathophysiology and
Prevention of Adolescent and Adult Suicide
which examined the
state of the science
base, gaps in our
knowledge, strategies
for prevention, and
research designs for
the study of suicide.
The report reflects different perspectives
and levels of analysis,
and attempts to
advance the science
and improve health
and social perspectives. The project was
funded by the Centers
for Disease Control
and Prevention, the
National Institute of
Mental Health, the
National Institute on
Drug Abuse, the
National Institute on
Alcohol Abuse and
Alcoholism, the Substance Abuse and
Mental Health Services Administration,
and the Veterans
Administration.
9 Jenkins R. “Principles
of prevention.” In:
Paykel ES, Jenkins R.
editors Prevention in
psychiatry. London:
Gaskell, 1994: 11-24.
10 Rates are based on
1990-2000 data from
the Centers for Disease Control and Prevention. Graphs developed by the New York
City Department of
Health, Office of Injury
Epidemiology, 2002
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low rates of suicide and its favorable
national standing in the area of suicide prevention and control. This framework consisting of (1) advanced tracking and surveillance, (2) emergency response, (3)
multi-layered public health and social services, (4) gun control, and (5) social norms
for community intervention, describe specific public health and cultural variables
associated with low suicide rates in New
York City and general information on risk
and protective factors in suicide prevention. These measures were specifically formulated to account for New York City suicide data and were influenced by research
and insights from the “National Strategy
For Suicide Prevention, (2001),”6 the “Surgeon General’s Call To Action To Prevent
Suicide, (1999),”7 and the Institute of Medicine Report, “Reducing Suicide: A National
Imperative (2002)”8 While these documents
provided helpful information on additional
measures that the City should consider,
they primarily document action steps and
public health strategies that the City had
been taking for many years in the area of
disease control, emergency management,
and prevention. In addition to creating a
framework for suicide prevention through
the elaboration of these measures, a window is created into how state and local
governments within the United States can
effectively organize public health and social
service resources for the management and
control of this significant, though preventable, public health problem.
In an analysis of suicide rates for New York
City, one finding that is particularly significant for prevention planning and policy is
the fact that New York City has, over the
past decade, consistently maintained a
lower rate of suicide than the United States
as a whole, and all but two counties
(Hamilton and Rockland Counties) within
New York State. This finding and the public
health policies and programs associated
with the City’s ability to enhance resiliency
and minimize the impact of suicide as a
public health problem, has important implications for suicide prevention and provides
a model for prevention planning and policy.
As suicide risk and protective factors form
the empirical basis for suicide prevention,9

a study of protective factors that are inherent in the City’s culture and public health
response to suicide provide key elements
for the development of an effective framework for strategic suicide prevention planning. It is important to note that this report
is not meant to suggest that New York City
has achieved success in the area of suicide
prevention. Since suicides within the City
continue, even one suicide demands additional analysis and continued vigilance. This
report is, however, meant to convey the
message that there are strategic steps that
have been taken by New York City that
have minimized the impact of suicide as a
public health problem within the 5 boroughs and these steps, it is believed, can be
successfully replicated in counties, states,
and municipalities throughout the country.
Regarding suicide data, the graph on page
45 compares New York City to United
States national trends in the number of suicides for the period 1990-2000.10 The data
reflect the fact that, for the preceding
decade, the suicide rate for New York City
was significantly below the national average with trends among age, gender, and
ethnic groupings reflecting a sharply diminishing impact of suicide on the public
health of New York City residents. Once
again, this presentation, including both
data and reasons for New York City’s lower
rates, is not meant to suggest that the City
has overcome suicide as a public health
problem, but is written to highlight key factors in public health, social services, and
culture of the City that have contributed to
the amelioration of suicide as a public
health problem.
As reflected in Figure 11, between 1990 and
2000 the United States experienced suicide
rates that varied between 10-12 suicides per
100,000 people per year. New York City,
during the same period, had a suicide rate
that varied between 4.8 and 7.5 suicides per
100,000 people (Graph 2), a margin that is
36% below the national average and 35%
below the New York State average. In 1995,
for example, the national suicide rate stood
at 11.9%. During the same year the New
York City rate was 6.5%. In 1996, the
national suicide rate was 11.69% and the
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Figure 11. U.S National and N. Y. City suicide rates per 100,000 population
1990 through 2000
12
Suicide rate per 100,000 population

National Rate
10
8

New York City Rate

6
4
2
0

1990

1991

1992

1993

1994

1995

1996

1997

1998

1999

2000

New York City rate, 6.2%. In 1998 the
national rate was 11.92% and the New York
City rate, 5.9%. In 2000 the national rate of
suicide stood at 10.6% while the New York
City rate dropped to 5.6%.

ures within the chart, together with the
rates of suicide for each county reveal that,
in general, the smaller the size of the county within New York State, the higher the
average rate of suicide.

In each year of data reporting, the rate of
suicide in New York City remained 32-36%
below the national average. These significantly lower rates of suicide in a city with a
perceived reputation for chaos and violence and an extensive history of urban
problems, including overcrowding, pandemics, crime, and social and economic
crises gives rise to the important question
of what protective factors within the public
health planning, programming, and/or culture of the City has led to New York City’s
lower suicide rates.

Compared to Albany County, for example,
New York City had, on average, 26% fewer
deaths from suicide between 1978-2000.
When compared to the next four largest
(most populated) New York State counties,
i.e., Nassau, Suffolk, Erie, Westchester, and
Monroe, New York City had 20% fewer suicides during the same time period. Compared to Erie County, where Buffalo, the
next largest city in New York State is located, New York City had a combined rate
that, per capita, had 23% fewer suicides.
When compared to the five smallest (least
populated) New York State counties, i.e.,
Lewis, Yates, Schuyler, Seneca, and Hamilton, New York City had 33.3% fewer suicides during the same time period.12

In addition to a significantly lower incidence
of suicide than national averages, the suicide rate in New York City is consistently
lower than suicide rates in much of the rest
of New York State.11 A chart profiling rates
of suicide for all New York State counties
for the years 1978 to 2000 is presented on
page 47. These figures reflect the fact that
for each year of public health reporting to
the New York State Department of Health,
the five counties that encompass New York
City have experienced significantly less suicide, per population, than other New York
State counties. A review of population fig-

It is instructive from the standpoint of suicide research and prevention to note that
between 1978 and 2000, New York State
counties with fewer residents, in general,
experienced higher suicide rates than counties with a larger number of residents. On
the basis of this observation a predictive
index of suicides can be formulated for New
York State beginning with smaller, and moving to larger areas of the State with greatest
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Notes:
11 The two counties with
lower suicide rates
than New York City
include Hamilton
County (1.7) and Rockland County (5.0).
12 It should be noted that
Hamilton County, the
least populated county
in New York State, has
the lowest recorded
suicide rate within the
State. In spite of this
low rate (1.7%) most
years of data reporting
between 1978-2000
are marked as “unreliable” or “missing”
within the Center’s For
Disease Control database. Even when factoring in Hamilton’s
County’s questionably
low suicide rate, New
York City still experienced 33.3% fewer
suicides, per population, than the State’s 5
smallest counties.
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risk to public health associated with the
more rural, less populated counties.

Notes:
13 Dresang, L.T. “Gun
deaths in rural and
urban settings: recommendations for prevention”. Journal of
the American Board of
Family Practice,
March-April: 2001,
14(2) p. 107-115
14 Saunderson, T.,
Haynes, R. & Langford,
I.H. “Urban-rural variations in suicides and
undetermined deaths
in England and
Wales”. Journal of
Public Health Medicine. 20 (1998) 261
15 Wilkinson, D. & Gunnell, D. “Youth suicide
trends in Australian
metropolitan and nonmetropolitan areas,
1988-1997.” Australian
New Zealand Journal
of Psychiatry (2000),
34(5): 822-828
16 New York State Office
of Alcoholism and Substance Abuse Services
“Alcohol and Other
Drug Abuse Prevention
Services Needs
Assessment” (1997).
17 U.S. Department of
Health and Human
Services, “National
Strategy for Suicide
Prevention: Goals and
Objectives for Action,”
Washington, DC: May,
2001
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Within the research literature on suicide it
is noted that, in general, more populated,
urban areas experience fewer suicides per
capita than more rural, less populated
areas. While some of the variance in the
New York City data can probably be
accounted for by this phenomenon, it is
unlikely that all the variance in suicide
rates between New York City and the State
could be accounted for by this difference.
In a research study of suicide in rural and
urban regions, Dresang (2001)13 documented figures showing that compared with
urban areas, rural areas have a higher percentage of deaths from suicides and accidents. In a study of suicide in rural areas in
England, Saunderson, Haynes, and Langford (1998)14 found that both male and
female undetermined deaths, were fewest
in the most sparsely populated districts and
greatest in the most densely populated districts. Female suicides were also significantly high in densely populated areas, but
male suicides were highest in the most
rural areas. Their conclusions centered on
the finding that differences in suicide methods, the likelihood of communicating suicidal intent, and variations in access to psychiatric services could be contributing factors to the observed differences between
urban and rural suicide rates.
Demonstrating the effects of age and gender on suicide rates, Wilkinson and Gunnell
(2000)15 found that suicide rates in 15-24
year old rural males were consistently 50%
higher than urban 15-24 year olds. The
reverse pattern was seen in 25-34 year old
females with higher rates in urban areas
compared with rural areas. There were,
moreover, no significant differences
according to area of residence in 25-34
year old males or 15-24 year old females.
The authors concluded that while rural
males age 15-24 years have disproportionately higher rates of suicide than their
urban counterparts, overall there is no
clear evidence that suicide rates increase to
a greater extent in rural than urban areas.

One important factor related to rural and
urban differences in suicides is the varying
rates of per capita alcohol use between
rural and urban populations. In New York
State, for example, more rural counties
show higher risk of negative youth consequences due to alcohol use. In a needs
assessment conducted by the New York
State Office of Alcoholism and Substance
Abuse Services, researchers found that
three regions of the state appeared to have
clusters of high youth risk due to consequences of alcohol use: the Northeastern
Region (especially the more rural Adirondack counties); the Mid-Hudson Region
(especially the more rural Catskill Mountains counties); and a few rural counties in
the far Western Region. The counties adjacent to New York City had the lowest Alcohol Risk Indice scores.16
In general, however, since research findings
on rural versus urban differences in suicide
rates are mixed and much of the data is
based on populations outside the United
States, it does not appear to form a strong
basis for explaining differences between
New York City and New York State. From
the standpoint of suicide prevention, therefore, it is necessary to go beyond this
research and consider other, less sociological, public health and social/behavioral factors that explain why residents of New York
City are at less risk and more protected
from conditions that lead to suicide than
those persons living outside of the City in
other New York State counties.
In order to account for these differences,
five critical areas centering on public
health, technology, and culture in New
York City are explored which, when considered as a group of factors, provide an outline of the City’s suicide prevention framework. While the framework does not formally represent official City of New York
public health policy regarding suicide prevention, it does present essential elements
of why the City experiences such consistently low suicide rates. These areas, moreover, overlap and expand upon several of
the national goals for suicide prevention
set forth in the National Strategy For Suicide
Prevention,17 the Surgeon General’s Call To
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New York State Suicide Rates by Counties 1978-2000*
COUNTY
Albany

POPULATION

RATE

COUNTY

POPULATION

RATE

306,801

6.8

Niagara

227,103

8.9

50,799

13.4

Oneida

255,901

7.8

1,236,003

6.0

Onondaga

485,099

8.6

214,000

8.1

Ontario

100,003

10.2

Cattaraugus

83,602

10.9

Orange

352,997

8.3

Cayuga

85,697

10.4

Orleans

46,500

13.9

Chautauqua

140,898

11.8

Oswego

126,602

8.6

Chemung

101,801

9.8

Otsego

62,097

10.3

Chenango

53,899

9.5

Putnam

90,604

8.0

Clinton

91,797

9.8

Queens

2,076,501

6.4

Columbia

65,501

9.2

Rensselaer

159,800

8.1

Cortland

51,700

7.5

Richmond

418,699

5.9

Delaware

46,900

14.4

Rockland

276,899

5.0

Dutchess

271,601

8.7

St. Lawrence

112,699

10.1

Erie

980,597

8.3

Saratoga

207,795

6.3

Essex

38,296

12.1

Schenectady

149,001

10.4

Franklin

51,102

11.2

Schoharie

34,999

9.6

Fulton

54,402

11.8

Schuyler

20,301

8.7

Genesee

62,299

18.9

Seneca

35,302

9.8

Greene

48,303

11.9

Steuben

102,301

12.3

Hamilton

5,598

1.7

Suffolk

1,380,999

7.9

Herkimer

64,401

11.4

Sullivan

70,001

13.2

Jefferson

115,200

17.4

Tioga

54,501

8.2

Kings

2,393,003

5.3

Tompkins

103,600

8.3

Lewis

28,698

11.3

Ulster

167,997

10.3

Livingston

68,500

11.0

Warren

64,099

11.8

Madison

73,399

8.3

Washington

62,401

12.3

Monroe

744,102

9.1

Wayne

93,102

11.0

51,700

12.1

918,900

6.5

Nassau

1278,798

6.4

Wyoming

44,797

9.2

New York

1519,599

8.4

Yates

25,100

11.2

Allegany
Bronx
Broome

Montgomery

Westchester

New York City and New York State
Totals 1978-2000
POPULATION

RATE

New York City

7,289,998

7.1

New York State

18,498,159

10.0
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Notes:
• County population figures reflect 2000 population data
• County suicide rates
reflect average rates of
suicide from 19782000
• Source of both population and suicide rate
data: Centers For Disease Control, 2004
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Action To Prevent Suicide, 1999,18 and the
Institute of Medicine Report, Reducing Suicide: A National Imperative (2002)19, all of
which were developed for the purpose of
paving the way for the creation of rational
and effective suicide policy for cities and
states throughout the U.S. These goals —
improving the science base, reducing stigma, reducing access to weapons, and
improving surveillance systems — have all
functioned as key components of New York
City’s public health and social services
planning infrastructure for many years.

Notes:
18 U.S. Public Health
Service. “The Surgeon
General’s Call to
Action to Prevent Suicide”. Washington,
D.C: 1999
19 The Institute of Medicine released it’s report
in 2002 containing four
recommendations from
The Committee on
Pathophysiology and
Prevention of Adolescent and Adult Suicide
which examined the
state of the science
base, gaps in our
knowledge, strategies
for prevention, and
research designs for
the study of suicide.
The report reflects different perspectives
and levels of analysis,
and attempts to
advance the science
and improve health
and social perspectives. The project was
funded by the Centers
for Disease Control
and Prevention, the
National Institute of
Mental Health, the
National Institute on
Drug Abuse, the
National Institute on
Alcohol Abuse and
Alcoholism, the Substance Abuse and
Mental Health Services Administration,
and the Veterans
Administration.
20 Mayor’s Office of Operations, The Mayor’s
Management Report,
Fiscal 2003, New York
City: 2003
21 Ibid.
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As a result of effective public health practices and the development of an extensive
knowledge base for services intervention,
the five factors cited for New York City’s
performance are: (1) advanced tracking
and surveillance, (2) emergency response,
(3) multi-layered public health and social
services, (4) gun control, and (5) social
norms for community intervention. These
reasons, it is argued, are all key components for a comprehensive account of why
New York City leads the State, as well as
most of the United States, in the ability to
maximize protection and minimize the risk
of suicide for a large, diverse, multifaceted,
urban population.

Tracking and surveillance
One of the features of public health in New
York City that allows it to successfully manage a health, public safety, or social crisis is
the ability of the City’s health, mental
health, and social service systems to monitor and track public health, social/behavioral, criminal justice and quality of life
problems in their initial phases. Due to the
City’s history in combating illnesses, fighting crime, and its status as an epicenter for
the management of a range of social and
public health crises, New York City, through
the Department of Health and Mental
Hygiene and other municipal agencies, has
developed over the years the technical
capability to track and monitor any disease
or threat to the public health and well
being of City residents at any point in time,
anywhere within the City’s perimeter. This
ability to deploy and use feedback from
surveillance systems, allows for the systematic and ongoing collection of data

which is central to public health planning
and intervention. Advanced surveillance
systems allow City health and social services professionals to identify, on an on-going
basis, risk and protective factors in communities and target high-risk populations
for education and treatment. In addition,
these systems allow for the assessment of
the impact and outcomes of public health
prevention efforts.
As an example of its surveillance and data
gathering capability, the City of New York is
able to document, report, and make suicide
data available to emergency responders
and health care planners and researchers
within weeks of the occurrence of the
events. While health care professionals in
most of the United States rely on reporting
from their state Departments of Health and
the Centers For Disease Control (which
may experience a reporting lag time of 2 to
3 years for the release of official mortality
reports), the City of New York maintains
on-going data collection that makes suicide
data available on a regular basis.
Adding to the information and data derived
from health surveillance systems, additional
information and monitoring systems tracking social, behavioral, and other quality of
life data in New York City have been developed in each of the City’s 38 municipal
agencies.20 These systems compliment and
support the City’s overall health and quality
of life surveillance effort. These tracking
systems, which are profiled with annual target indicators in the Mayor’s Management
Report,21 can be found in the planning, policy, and research divisions of the Human
Resources Administration, Department of
Housing, Administration For Children’s Services, Department of Youth and Community
Development, and New York City Police
Department, among other agencies.
Whether in public health, behavioral health,
criminal justice, or social services, therefore,
surveillance systems within New York City
municipal government have evolved over
the years to collect and document information, including suicide and related indicators, that threaten or compromise the lives,
health, or well being of New York City resi-

Suicide Prevention and Public Health in New York City

Saving Lives in New York: Suicide Prevention and Public Health
dents. These systems, when combined,
comprise a global, citywide, public health
and quality of life surveillance system with
a function consistent with, and supportive
of, Goal 11 of the National Strategy for Suicide Prevention for improved and expanded
surveillance systems to assist in the prevention of suicide. 22
In the requirement to address specialized
surveillance issues arising out of the events
of September 11th, the City continues to
develop even more sophisticated surveillance systems for informing and protecting
the City against a possible nuclear, biological or chemical attack. In the development
of technology for this system, the City continues to improve its capability in disease
surveillance and detection. Along with
these improvements in surveillance system
technology, the City is focusing increased
attention on the training of health care
providers and first responders, and the allocation of additional resources for mental
health preparedness. As the City proceeds
to develop technology and focus on cutting
edge “syndromic surveillance”23 with the
capability of detecting syndromes of outbreak, it continues to improve the ability to
track and monitor risk factors related to
suicide and other public health concerns.
Presented on the following pages are 2002
suicide statistics for New York City by
neighborhood, mental health regions, gender and race.

Emergency response
In the assessment of suicide mortality and
morbidity, the ability of the Department of
Health and Mental Hygiene’s Office of Vital
Statistics, working in conjunction with the
Medical Examiner’s Office in the tracking of
suicide trends, health professionals in the
City are provided precise, updated information on the number, type, geographic location, and demographic characteristics of
individuals who have committed or attempted suicide, within any of the City’s 5 boroughs. This surveillance capability providing
precise, updated information on the parameters of suicide and suicide risk anywhere
within the City provides health and mental
health professionals not only the knowledge
of emerging problems but also the ability to

rapidly respond to any public health problem at, or near, the onset of a crisis.
In Fiscal Year 2000, the number of calls to
LifeNet, a 7 day, 24 hour emergency referral hotline operated by the Mental Health
Association of New York City in partnership
with the Department of Health and Mental
Hygiene, received 34,700 calls seeking
emergency assistance and support. In FY
2001, the hotline received 36,100 calls. In
the two months prior, and 10 months following the events of September 11th,
requests for emergency services and support totaled 60,400 calls.24 LifeNet has the
largest database of mental health and substance abuse services in New York City
with more than 2,000 service provider listing. As a universal database coordinating
information for all New York City health,
mental health, and social service programs,
LifeNet serves as a first line of defense in
the City’s ability to deliver services and
service resources where and when they are
most needed.
In addition to the range of emergency situations that the City of New York is prepared
to handle, the Department of Health and
Mental Hygiene has developed a broadly
based mental health crisis response network to intervene with individuals in the
community who are experiencing a psychiatric crisis. There are currently 26 mobile
crisis teams citywide consisting of nurses,
social workers, psychiatrists, psychologists,
mental health technicians, addiction specialists, and peer counselors who operate
under the auspices of voluntary agencies
and municipal hospitals. Mobile crisis
teams serve any person in New York City
who is experiencing, or is at risk of experiencing, a psychological crisis. Teams are
usually called by family members, neighbors, friends, landlords, clergy or others
concerned with the mental health and well
being of a person in psychiatric need. In
the wake of September 11th for example,
mobile crisis teams were deployed
throughout the city and responded to a
range of emergency crises including acute
anxiety, depression, attempted suicides,
and shock.
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Notes:
22 Goal 11 of the National Strategy for Suicide
Prevention calls for
Improved and Expanded Surveillance Systems to “enhance the
quality and quantity of
data available on suicide and suicide
behaviors...” (p. 7),
U.S. Department of
Health and Human
Services, “National
Strategy for Suicide
Prevention: Goals and
Objectives for Action,”
Washington, DC: May,
2001:
23 New York City Department of Health and
Mental Hygiene,
“Regarding Health
Care Response and
Emergency Coordination in the Event of a
Nuclear, Biological or
Chemical Attack,” Testimony before the
Committees on Health
and Public Safety, New
York: April 15, 2003
24 Mayor’s Office of Operations, The Mayor’s
Management Report,
Fiscal 2003, New York
City: 2003
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2002 New York City suicides by neighborhoods and regions
60

2002 Suicides

50
40
30
20
10
0

Borough
Bronx
Brooklyn
Manhattan
Queens
Staten Is.

Bronx

Brooklyn

Manhattan

North

East

Central

South

West

Upper East

North
26
23

South
16
26

East
29
16
48
22

Queens

Mental health regions
West
Central
26
20
15
59
40
40
19

Mental health regions
Bronx
South Bronx Region — Melrose, Port
Morris, Mott Haven, Hunt’s Point, Longwood, Bathgate, Morrisania, Claremont,
Crotona Park, Highbridge, Concourse Village
West Bronx Region- Morris Heights, University Heights, South Fordham, Mount
Hope, Belmont, Bronx Park South, East
Tremont, West Farms, Fordham, Bedford
Park, Norwood, Marble Hill, Riverdale,
Van Cortlandt

Staten Is.
Rockaway

Upper East Rockaway

33
5

East Bronx Region- Clason Point, Soundview, Castle Hill, Union Port, Harding
Park, Throgs Neck, Schuylerville, Morris
Park, Van Nest, Pelham Parkway, Allerton, Bronx Park East, Baychester, Edenwald, Fishbay, Olinville, Wakefield,
Williamsbridge, Woodlawn Heights

Brooklyn
North Brooklyn-Greenpoint, Williamsburg, Fort Greene, Clinton, Brooklyn
Heights, Boerum Hill,
Bedford/Stuyvesant, Stuyvesant Heights,
Ocean Hill, Ridgewood, Bushwick

2002 New York City suicides by gender and region
Borough
Bronx
Brooklyn
Manhattan
Queens
Staten Is.

50

North
M
F
24
23

11
9

South
M
F
28
5
18
5

Mental health regions
East
West
M
F
M
F
8
2
25
2
19
8
41
16
15
13
19
8
20
8

Central
M
F
12
6
41
27

4
3
21
7

Total
M
F
61
9
73
28
85
41
80
37
27
7
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South Brooklyn-Bensonhurst,
Gravesend, Seagate, Brighton Beach,
Coney Island, Homecrest, Madison,
Sheepshead Bay
West Brooklyn-Cobble Hill, Carroll Gardens, Red Hook, Gowanus, Park Slope,
Sunset Park, Windsor Terrace, Bay Ridge,
Dyker Heights, Fort Hamilton, Boro Park,
Ocean Parkway, Mapleton, Midwood
Central Brooklyn-Prospect Heights,
Weeksville, Crown Heights, Wingate,
Flatbush, Midwood, Farragut

Manhattan
East Manhattan-East Village, Lower East
Side, Murray Hill
West Manhattan-Battery Park, Chinatown, Little Italy, Soho, Greenwich Village,
West Village, Chelsea, Clinton, Lincoln
Square, West Side, Manhattan Valley
Upper East Manhattan-Yorkville, East
Side, East Harlem
North Manhattan-Morningside Heights,
Manhattanville, Hamilton Heights,
Harlem Washington Heights

Queens
West Queens-Astoria, Long Island City,
Queensbridge, Hunter’s Point, Ravenswood,
Old Astoria, Steinway, Garden Bay, Woodside, Ditmars, Maspeth, Sunnyside, Woodside, Jackson Heights, North Corona, East
Elmhurst, Elmhurst, Corona, Corona
Heights, Ridgewood, Glendale, Middle Village, Liberty Park
Central Queens-Forest Hills, Rego Park,
Kew Gardens Hills, Utopia, Fresh Meadows, Hilcrest, Briarwood, Jamaica Hills,
Jamaica Estates, Richmond Hill, Woodhaven, Kew Gardens, Ozone Park, South
Ozone Park, Lindenwood Village, Howard

Beach, Jamaica, South Jamaica, St. Albans,
Hollis, Springfield Gardens, Addesleigh Park
East Queens-Flushing, College Point,
Whitestone, Malba, Beechurst, Bayside,
Queensboro Hill, Willet Point, Bayside,
Auburndale, Oakland Gardens, Little Neck,
Douglaston, Queens Village, Glen Oaks,
Bellrose, Cambria Heights, Laurelton,
Rosendale, Floral Park, Springfield Gardens
Rockaway Region-The Rockaways, Rockaway Point, Roxbury, Neponsit, Belle
Harbor, Rockaway Park, Seaside, Broad
Channel, Hammels, Edgemere, Sommerville, Arverne, Bayswater, Wavecrest,
Far Rockaway
The ability to monitor diseases and
changes in social and behavioral health
conditions allows the City, working in conjunction with its network of public and private health care providers, to address public health crises as they arise. With precise,
updated knowledge of presenting health or
social/behavioral problems, conditions are
created within the public health system
which make it possible to assign appropriate personnel and resources before the disease or problem condition has escalated.
Through reporting protocols and data feedback in the emergency response process,
City health and mental health professionals
maintain an ability to stop the spread of
opportunistic diseases and minimize the
adverse impacts of any presenting social or
behavioral problem, including suicide, that
may arise within City communities.
The development of responsive and comprehensive emergency response systems
have evolved in New York City over many
years of mobilizing public health systems
and resources to respond to a series of sig-

2002 New York City suicides by ethnicity and region
North
H A W B U

South
H A W B U
21 1 5 4 2
2 18 3

Mental health regions
East
H A W B U
H
1
4 5
11
2
8 6 42 1 1
1
1 6 19 1
6

Bronx
Brooklyn
8 4 12 10 1
Manhattan
9
19 4
Queens
Staten Is.
2 1 14 2
Total
19 5 45 16 1
14 3 23 7 2
9 12 65 7 1
A=Asian, B=Black, H=Hispanic, W=White, U=Unknown
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West
A W B U
10 6
4 21
4 22 1
6 12

20 14 65 6 8

Central
H A W B U
1 1 8 6
1 1 1
7 3 31 18 3
5 40 25 3
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Notes:
25 U.S. Public Health Service. The Surgeon
General’s Call to
Action to Prevent Suicide. Washington, D.C:
1999, p. 6; and, U.S.
Department of Health
and Human Services,
National Strategy for
Suicide Prevention:
Goals and Objectives
for Action, Washington, DC: May, 2001
26 Mayor’s Office of Operations, The Mayor’s
Management Report,
Fiscal 2003, New York
City: 2002
27 Donald F. Klein, M.D. &
Paul H. Wendler, M.D.,
“Understanding
depression-a complete
guide to its diagnosis
and treatment”, 2002.
28 Mayor’s Office of Operations, The Mayor’s
Management Report,
Fiscal 2002, Administration For Children’s
Services, pp. 119-123,
New York City: 2002
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nificant public health crises. From flus, hepatitis, sexually transmitted diseases,
HIV/AIDS, West Nile Virus, anthrax, SARS,
and the World Trade Center disaster, the
City’s ability to mobilize for disease outbreaks and disasters continues to improve.
In each of these instances, the City is
poised to respond rapidly and strategically
and has, thereby, been able to ameliorate
the harmful effects of threatening, pathogenic conditions, including conditions
which increase the risk of suicide.

al’s Report (1999) to “expand awareness and
enhance resources,” and Goal 8 of the
National Strategy For Suicide Prevention (2001)
calling for the improvement of “access to
and community linkages with mental health
and substance abuse services”25 The multiple layering of public health and social services programs providing wide public access
to health, mental health, and social services
is perhaps the most significant, among the
range of factors that accounts for New York
City’s lower suicide rates.

Multi-layered public health
and social services
In order to provide a comprehensive
account of probable causes of New York
City’s lower suicide rates and provide
insight into the measures necessary for the
creation and implementation of effective
suicide prevention, consideration must be
taken of the multiple layers of health, mental health, and social services programs
within New York City which provide the
widest possible access to residents of public programs and services. Within New York
City, health, mental health, and social services program resources within most communities are numerous, overlapping, and
widely available to all residents. While the
City recognizes that it must do more to
coordinate and facilitate awareness of its
many services, the fact that program services are multi-layered promotes access,
professional intervention and treatment at
the neighborhood level, for individuals and
families facing difficulties. Wide availability
of public health and social services within
communities sends the important message,
through educational institutions, religious
organizations, medical facilities, and community-based organizations that residents
of the City are not alone and that professional assistance for the full range of health
and mental health problems is available.

To highlight the scope of program services
in New York City, in Fiscal Year 2003 there
were approximately 2,000 communitybased programs where funding exceeds
$5.5 billion dollars26 dedicated specifically to
assisting individuals and families with
health, mental health, substance abuse, and
other problems. Through access to service
resources in times of need, programs serve
as a protective factor in suicide prevention
by stopping the transition into depression
and hopelessness that is considered, by
many health care professionals, to lie at the
center of much of suicide ideation and mortality.27 These programs and the array of
municipally — funded services were supplemented by a large number of private-sector
hospitals, health clinics, church — administered social programs, and social agencies
established over the past century to address
the social service and community health
needs of New York City citizens. Given this
vast array of programs in the City, every
community within the five boroughs that
make up New York City has as resources
several, if not many, of the following: a hospital, outpatient health clinic, mental health
program, youth advocacy program, housing
program, mental health crisis outreach program, homeless outreach program, domestic violence program, substance abuse program, and child abuse prevention program.

Multiple layering of programs within communities, made possible by contract funding
through the Department of Health and Mental Hygiene, Human Resources Administration, Administration For Children’s Services,
Department of Youth and Community Services and other municipal agencies, meets
key recommendations of the Surgeon Gener-

As an example of multi-layered services
within the area of child welfare, the City of
New York funds 66 strategically located programs, totaling in excess of $750,000,000
for the prevention of child abuse and neglect within various New York City neighborhoods.28 These community-based prevention programs, managed by the City’s
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Administration For Children’s Services
(ACS), serve as a buffer for primarily low
and middle income parents facing the difficulties of raising children in a large and
complex, urban environment. As these programs address the health and mental health
needs of New York City parents and children they also serve as a working network
of community-based havens for those, who
through no fault of their own, may consider,
or have considered suicide as an option for
dealing with, or resolving, life’s problems. In
addition to these prevention programs
which offer an array of social, health, mental health and housing services are programs, within the same neighborhoods,
offered by the Department of Health and
Mental Hygiene, Department of Youth and
Community Development, Human
Resources Administration, Department of
Homeless Services, and the Department for
the Aging, among other agencies.
The multi-layering of social, health, and
humanitarian programs and initiatives to
assist citizens is a pivotal reason why New
York City leads most cities within the country
in managing the public health effects of suicide. As programming (number of programs
and expenditures) for public health and social
services varies regionally in the United States,
it is possible to assess the effects of health
and mental health dedicated services on rates
of suicide in a number of ways. In an analysis
of regional expenditures for health care and
health programming, for example, when the
4 regions of the United States are compared,
regions with the largest overall expenditures
for health care show lower suicide rates. In
the Northeast, per capita expenditures for
health care in 1998 totaled $4,574. In the year
2000, the suicide rate for this region was 8.03.
In the Midwest, in 1998 per capita expenditures for health care totaled $3,790. The suicide rate for the Midwest in 2000 was 10.1. In
the South in 1998, per capita expenditures for
health care totaled $3,519 with a suicide rate
in 2000 of 11.7. In the West per capita expenditures for health care in 1998 totaled $3,263
with a year 2000 suicide rate of 12.0.29
In the effort to further insure full access to
residents of health, mental health, and
social services, New York City supports the

enactment, in New York State, of Timothy’s
Law which seeks to eliminate discrimination in insurance coverage for mental
health and chemical dependency services
by ensuring that these services are covered
“on par” with other health services covered
under the policy.30 The passing and subsequent implementation of this legislation
will further strengthen the public health
and well being of all New Yorkers.

Gun control
Goal 5 of the National Strategy for Suicide
Prevention is to “promote efforts to reduce
access to lethal means and methods of selfharm.”31 This goal is based on the fact that
there is substantial evidence showing that
reducing access to lethal means of self-harm
is an effective strategy to prevent the selfdestructive behaviors leading up to, and
causing, suicide. “Means restriction,” as an
approach to reduce suicides, is based on the
view that many acts of suicide are impulsive, of the moment; and would not occur
outside the ease of availability of weapons
that is so much a part of the popular culture
of the United States. In 2000, nearly 29,000
people in the U.S. died from firearm injury.
The majority of these people (58%) died
from suicide and for every person who died,
at least two others who were shot survived,
often with a permanent disability.32 In cities
that enforce strong gun control policies, suicide rates are generally well below the rates
for the state in which the city is located.
While we have demonstrated that the New
York City suicide rate is well below that of
New York State, so too are suicide rates for
Miami, Chicago, and Los Angeles which all
fall below the rates for the states of Florida,
Illinois, and California. Below is a chart that
highlights these rates.33

Suicide rates for 4 major U. S. cities
employing gun control
City
New York City

City rate
6.6

State

State rate

New York

10.1

Miami

10.8

Florida

13.4

Chicago

7.9

Illinois

8.4

Los Angeles

7.9

California

9.3
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Notes:
29 U.S. Regional health
care expenditure data
is from the Centers for
Medicare and Medicaid Services, 2003.
2000 Suicide rates are
from the Centers For
Disease Control,
National Center For
Injury Prevention and
Control, 2003
30 “Timothy’s Law Campaign Media Advisory,” New York Association of Psychiatric
Rehabilitation Services, June 12, 2003.
31 U.S. Department of
Health and Human
Services, “National
Strategy for Suicide
Prevention: Goals and
Objectives for Action,”
Washington, DC: May,
2001:
32 Schwab, C.W. & Richmond, T. (2002)
“Firearm injury in
America”, LDI Issue
Brief 2002; October
8(2) 1-6.
33 Suicide rates are
based on 1999 Centers
For Disease Control,
Mortality Tables
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2000 suicide rates for 4 major U.S.
cities employing gun control
Further review of the research literature on
suicide demonstrates that the correlation
between gun availability and suicide rates
is relatively clear throughout the United
States. In a study to determine the association between mortality from violent or
firearm related injury and previous handgun purchase, Grassel, et. al., (2003) found
that handgun purchase was more common
among persons dying from suicide or
homicide, and particularly among those
dying from gun suicide or gun homicide.
Among women, those dying from firearm
related suicides were much more likely
than controls to have purchased a handgun. Handgun purchases accounted for
less than 1% of the study population but
2.4% of gun homicides, 14.2% of gun suicides, and 16.7% of unintentional gun
deaths. Gun suicides made up 18.9% of
death among those who purchased guns
but only 0.6% of the deaths among those
who did not purchase guns.34

Notes:
34 K.M. Grassel, G.J.
Wintemute, M.A.
Wright, and M.P.
Romero, “Association
between handgun purchase and mortality
from firearm injury,”
Injury Prevention 2003;
9:48-52.
35 G.J. Wintemute, M.D.,
et.al., “Mortality
among recent purchasers of handguns
(1999)”, The New England Journal of Medicine, 341:1583-1589.36
P.J. Carrington & S.
Moyer, “Gun control
and suicide in
Ontario”, American
Journal of Psychiatry
(1994), 151: 606-608.
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In a population-based cohort study to compare mortality among persons who purchased a handgun in California in 1991 with
that of the general adult population of the
state, Wintemute, et.al. (1999)35 found that
in the first year after the purchase of a
handgun, suicide was the leading cause of
death among handgun purchasers,
accounting for 24.5% of all deaths and
51.9% of deaths among women 21 to 44
years old. The increased risk of suicide (by
any method) among handgun purchasers
was attributable entirely to an excess risk of
suicide with a firearm. In the first week after
the purchase of a handgun, the rate of suicide by means of firearms among purchasers was 57 times as high as the adjusted rate in the general population. Compared with the general population, handgun
purchasers remained at increased risk for
suicide by firearm over the study period of
up to six years and the excess risk among
women in this cohort associated with a
substantial increase in the risk of suicide by
firearm than by any other method.
Other studies provide strong support for an
association between gun control and lower

rates of suicide. For example, in assessing
the impact of the 1978 Canadian gun control law on suicide rates in Ontario, Carrington and Moyer (1994) compared firearm
and non-firearm suicide rates for 1965-1977
with those for 1979-1989. There was a
decrease in level and trend over time of
firearm and total suicide rates and no indication of substitution of other methods.36
Although guns and the availability of
weapons continue to be a problem for New
York City and other urban areas, the City has
some of the most stringent gun control laws
in the United States. Since the implementation in 1994 of “order maintenance policing”
(OMD) which focuses on fighting crime by
targeting low-level, quality of life crimes, the
number of weapons confiscated by police
significantly increased and gun violence in
New York City significantly decreased. When
figures documenting the new approach to
policing began to emerge, dramatic declines
in the rate of suicide in the City followed. As
more stringent gun control is one of the
more significant differences between New
York City and other counties within New
York State, it is believed that gun control is
an important factor in accounting for lower
rates of suicide.

Social norms for community
involvement
In addition to the amount of resources and
number of programs and professional personnel available to assist individuals contemplating suicide, there are also in New
York City historically embedded social
norms of cooperative and helping behavior,
which became apparent to the national
and international community during the
wake of the tragedy of September 11th.
Although nonresidents often stereotype
residents of New York City, as cold, aloof,
and uncaring, the reality of cooperative
social behavior within the City is, in general, frequently the opposite. While it is true
that getting through a day in the City
requires that the average New Yorker limit
the flow of information that is processed, in
general, New York City residents readily
cooperate and assist other New Yorkers
when presented with obvious social, mental health, housing, or substance abuse
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problems. In the area of social and humanitarian need and community support New
York City residents tend to be remarkably
responsive. After the events of September
11th, moreover, residents of the City developed an even greater awareness of mental
health related issues and the needs of others within their communities. Such awareness leads to the reduction of stigma and
the formation of a stronger and more integrative communal framework.
As first year social workers, health care
workers, community psychiatrists and psychologists know, New York City was the
origin of the first organized attempts within
the United States to address, through public policy, the social and public health problems associated with American poverty,
chronic illness, over crowding, and mass
immigration. These attempts, which began
in the 19th Century, became the focus of
social and public health initiatives by
American social activists and religious
organizations to establish a base, within
the United States, for a rationally planned
and organized response to the nation’s
growing public health and social problems.
These early attempts to cope with the cascading rise of social problems within New
York City, together with the need for maintaining order and civil society, led to the
formation of landmark programs in the
areas of public health, child welfare, adult
mental health, and emergency services
interventions.37
It is with the backdrop of this commitment
to public service that New York City residents cope with the problems that result
from their City being the international hub
for global immigration, travel, tourism,
media, and commerce. Although the most
densely populated city in the country, New
Yorkers consistently demonstrate a willingness to cooperate with others and, even
within the City’s poorest, most multi-lingual, and most culturally diverse communities, City residents display a commitment to
values of equity and fairness, and continue
to improve on their personal ability to survive while assisting those individuals and
groups in need of a helping hand. While
these norms of cooperation and helping

are certainly not followed by all New Yorkers all the time, conditions exist within
New York City that make it possible to
assist others and give and receive assistance without embarrassment or apology.
Such norms of cooperation and helping
are, it is believed, part of the reason that
New York City is able to manage and maintain such a large infrastructure of health,
mental health, and social services programming and a factor that keeps suicide
rates within a lower statistical range.

Conclusion
Over the past thirty years federal and state
governments throughout the United States
have been concerned about the advancing
rates of suicides. In 1969, the first national
effort to address the public health and
community-related aspects of the problem
of suicide was established at the National
Institute of Mental Health Health. Then, in
1999, the Surgeon General of the United
States issued a Call To Action To Prevent Suicide, which was soon followed by the
National Strategy for Suicide Prevention in
2001. A further public effort coordinated by
the Institute of Medicine resulted in the
Reducing Suicide: A National Imperative
report in 2002. It is in the spirit of these
reports, and in recognition of the importance of suicide as a major public health
issue, that New York City has developed a
framework for the monitoring, measurement, and control of suicide as a public
health problem. In the current overview of
suicide prevention in New York City, five
elements of a public health strategy were
advanced to account for data demonstrating lower suicide rates in New York City
when compared to other cities in New York
State and the nation. It is these elements,
incorporating public health, social services,
and broad-based community services initiatives, that the City proposes as a framework for effective suicide prevention planning. The five elements of the plan are:
• Deployment of Advanced Suicide Tracking and Surveillance Systems
• Emergency Response Based On Suicide
Data Feedback
• Multi-layered Public Health and Social
Services Programs
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Notes:
37 A. O’Connor, Poverty
knowledge: social science, social policy and
the poor in twentiethcentury U.S. history,
Princeton University
Press, 2002
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• Gun Control and Limiting Access To
Lethal Means Of Self-Harm
• Social Norms of Community and Neighborhood Involvement

Notes:
38 “Healthy People 2010”
is a set of health
objectives for the
Nation to achieve by
the year 2010. It can
be used by many different people, States,
communities, professional organizations,
and others to help
them develop programs to improve
health. Healthy People
2010 builds on initiatives pursued over the
past two decades. The
1979 “Surgeon General’s Report,” “Healthy
People,” and “Healthy
People 2000”: National
Health Promotion and
Disease Prevention
Objectives both established national health
objectives and served
as the basis for the
development of State
and community plans.
Like its predecessors,
Healthy People 2010
was developed
through a broad consultation process, built
on the best scientific
knowledge and
designed to measure
programs over time.
U.S. Office of Disease
Prevention and Promotion, 2002.
39 Dresang, L.T. “Gun
deaths in rural and
urban settings: recommendations for prevention”, Journal
American Board of
Family Practice 2001
Mar-Apr:14(2):107-15
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Within this prevention framework, the City
concurs with the Institute of Medicine’s
Committee on Pathophysiology and Prevention of Adolescent and Adult Suicide
that all municipal and state government
entities must examine the state of the science base in the area of suicide and seek
new strategies, technologies, and research
designs for the study of suicide as a public
health phenomenon. It is through the lens
of a science-based, research-focused
approach to suicide prevention that New
York City’s public health response to the
problem has been considered. While
improvement of existing surveillance technology and systems is necessary, so is the
commitment on the part of health care
planners and professionals nationwide to
focus on improving research, enhancing
suicide data-gathering techniques, and promoting conditions to reduce stigma.
The elimination of disparities in health care
and access to a full range of social and
behavioral health care services remains a
primary goal for improving the quality of
life for all New Yorkers. As advocates and
partners in one of the central goals of
Healthy People 2010,38 (the elimination of
barriers to health care) New York City
health care professionals and planners
continue to look for ways to overcome disparities attributable to differences of gender, ethnicity, education, income, disability,
stigma, geographic location, or sexual orientation. Since many of these factors place
individuals at increased risk for suicide, the
City of New York continues to embed
health, mental health, and social services
in city communities and look for ways to
involve citizens and community stakeholders in the design, planning, and implementation of new, and existing, program services initiatives.
In addition to improving surveillance and
making services maximally available to all
citizens, New York City remains committed
to controlling the access to firearms that is

essential for the maintenance of health and
public safety. Since gun violence accounts
for a large number of the deaths that are
attributable to suicide, the importance of law
enforcement in keeping guns off the street
and out of the hands of those who would
misuse them is of paramount importance.
According to Dresang (2001),39 health care
workers and physicians can also play an
important role in preventing gun violence.
Using data from gun deaths in Washington
State, he found that compared with urban
settings, rural areas had a higher percentage
of gun deaths from shotguns and rifles and a
higher percentage from suicides and accidents. Two similarities between rural and
urban deaths, however, were apparent and,
became for the author more important than
the rural/urban distinction. Handguns
accounted for more than 50% of gun deaths,
and suicides accounted for nearly 70% of
gun deaths in both urban and rural areas.
Dresang concluded that physicians, in both
rural and urban areas should focus their
firearm safety efforts on preventing handgun
deaths and suicides, which accounted for
most gun deaths in both regions. In New
York City, health care professionals, working
together with law enforcement personnel
are engaged in minimizing the impact of
gun violence on the City and enhancing the
conditions necessary for health and safety.
While New York City is proud of advances
made over the decades in the area of suicide prevention and fortunate in maintaining lower suicide rates, City health care
planners and professionals are not content
as long as one citizen commits, or is contemplating to commit, suicide. Although
the rate of suicide in the City is low by
comparison to national and state suicide
rates it is, nonetheless, at levels, which
demand the continuance of steps to further, reduce the impact of suicide on the
City’s public health. Toward this end the
City’s Department of Health and Mental
Hygiene, together with other municipal and
non-government health and human service
agencies, will work to improve existing
public health efforts. As a framework for
suicide prevention, however, the five factors discussed in this section are key for the
development of sound policy and practice.
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To the extent the City can improve on the
structure and implementation of the suicide
prevention framework outlined above, it
will do so, and to the extent that other cities
and states can learn from New York City’s
experience, the New York City Department
of Health and Mental Hygiene is pleased to
lend its voice, collaborate in prevention
planning, and share research data, and prevention methods in order to make a contribution to enhancing and improving national
and state public health prevention policies
and strategies for this important on-going
public health issue.
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