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The Public Health Challenge of Suicide

Suicide is a serious public health challenge that has not received the attention and degree of national priority it deserves.  Centers for Disease Control and Prevention (CDC) data indicate that in 1999 there were 29,199 deaths from suicide, there were more than 152,000 hospital admissions for self-harming behaviors, and more than 700,000 visits to hospital emergency rooms for similar problems.  Overall, suicide was the 11th leading cause of death among Americans in 2000.  It also is noteworthy that suicide was the third leading cause of death among youth aged 10-14, third among those 15-24, second among those 25-34 years, and fourth among those 35-44 years.  While there are about twice as many deaths from suicide each year as from AIDS, spending on suicide research and prevention was approximately $40 million compared to $3.2 billion for HIV/AIDS research and prevention.

The urgent need for action on suicide prevention is the subject of a number of recent reports and congressional resolutions.  The U.S. Surgeon General signaled heightened national awareness of the problem with his Call to Action in 1999.  This was followed by the Goals and Objectives for the National Strategic Plan for Suicide Prevention.  The Institute of Medicine (IOM) underscored its recognition this year of suicide prevention as a significant public health problem with the publication Reducing Suicide: A National Imperative.  We can develop new suicide prevention programs and evaluate their impact without waiting for more fundamental research findings.  What is called for is an integrated approach to establishing suicide prevention efforts, focused both on sites for action to capture populations not often seen in medical settings and attention to groups bearing elevated risk burdens.  
Innovative Programs

The US Air Force suicide prevention program takes an integrated and multilayered population-based approach that has been shown to be effective.  Evaluation suggests there are several key components of that program.  Sustained, focused leadership that conveys the urgency of preventing suicide is essential.  This energetic top-down process must be integrated with creative, locally knowledgeable implementation—resulting in a dynamic down-up-down quality of interaction.  An overall “take-home” message from the USAF suicide prevention program is that when we reduce the stigma of seeking help for mental disorders we save lives and reduce violence in the community.  A second implicit message is just as important: Successful prevention efforts will depend upon the community providing accessible and effective care for those who seek help.
Another type of program that has been found to be effective is a highly focused intervention with a specific high-risk population.  In Monroe County, NY, for example, a community coalition was assembled that included community care providers, the County Office of Mental Health, the local criminal justice systems, the courts, and the university department of psychiatry.  Program staff reached out to persons who had serious mental illness and were chemically dependent as they were being released from jail or discharged from the local state psychiatric facility, or to individuals the courts identified as high risk for repeated incarceration.  The program staff—a team of culturally attuned, “street wise” clinicians and case workers—provided intensive case management, careful evaluation of medical and psychiatric problems, and alternative supervised housing, in active partnership with probation and court-based personnel.  During the study period there were no suicide attempts, assaults, or other reportable incidents among the participants.  The results included dramatic reductions in jail time, psychiatric hospitalization, and high consumer satisfaction.  Cost savings from reduced jail and hospital expenditures were about 3 times the cost of the program.

Policy Options

Suicide is a public health problem that requires broad based public health solutions.  A fundamental premise of this report is that expertise, guidance, and funding sources need to be linked and coordinated at the Federal and state levels, adapted and monitored at the state level, and largely carried out locally.  Three critical problems must be addressed:  

1)
Reducing the stigma for seeking care; 

2)
Ensuring access to necessary care; and, 

3)
Reducing the fragmentation of services within the mental health system and among other critical settings, such as schools, courts, and work sites.  

This may require changes in our approach to funding health care services.  Lasting success in preventing suicide will depend on maintaining a well-coordinated array of national, state, and local activities that become “institutionalized,” with accountability from both elected and appointed leaders.  Specific key policy options include the following:

1.
Develop leadership within the Department of Health and Human Services (HHS)—with authority stemming from the Office of the Secretary—to coordinate all Federal suicide research and prevention efforts over a sustained period.  Provide sufficient authority to coalesce and shape multiple Federal institutional forces in a common direction.  
2. Design, implement, and rigorously evaluate Court Integrated Mental Health Services to deal with persons seen in family court (associated with domestic disputes and threats) and criminal court (associated with domestic violence, substance abuse, and crises among those with persisting mental disorders). Support these services with Medicare and Medicaid waivers—along with analogous mechanisms through the criminal justice systems.
3. Create public health oriented national centers of excellence through the National Institute of Mental Health (NIMH) to support research focused on developing and testing novel interventions to prevent suicide and attempted suicide.  The research agenda should include both high-risk group and population-oriented methods.  

4. Establish Federal and state surveillance systems for reporting suicide and attempted suicide, with reliable and valid reporting standards and strict confidentiality safeguards.  Support tightly monitored evaluation programs at the local level that use standard outcome measures and can expand our evidence base on suicide prevention program effectiveness.
5. Assert the central coordinating role of state mental health authorities as links between Federal and local suicide prevention efforts. This requires a reaffirmation of historic state commitments to caring for people with serious mental illness, and reflects states’ unique ability to implement program initiatives in collaboration with local agencies, and to assure linkage among community agencies and clinical providers.

6. Develop broad-based Community Suicide Prevention Coalitions. “Community Coalitions” are defined, for the purposes of this report, as the engines for local collaborative action, reflecting the efforts of mixed nongovernmental and local governmental agencies, established on a foundation of rigorously evaluated community prevention initiatives.  We recognize that each “community” may have distinctive coalitions that may differ in many respects while sharing a common commitment to suicide prevention (e.g., efforts to prevent suicide among youth or among elders). 
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