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Youth Suicide

Overview

Y outh suicide is a major public health problem in the United States. Although the overall suicide rate
has declined over the past twenty years, from 12.1 per 100,000 in 1979 to 11.3 per 100,000 in 1998,
the suicide rate for teens 15 to 19 years old has increased by 6 percent. For adolescents 10 to 14 years
old, the suicide rate increased by more than 100 percent over that time period.! While youth suicide
rates did decrease significantly between 1993 and 1998, suicide was still the third leading cause of
death for young people 10 to 19 years old in 1998.2 More teenagers died from suicide than from
cancer, heart disease, AIDS, birth defects, stroke, pneumonia and influenza, and chronic lung disease
combined.® In 1998, among youth ages 10 to 19 in the United States, there were 2,054 suicides.”
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A far greater number of youths attempt suicide each year. Suicide attempts are difficult to count,
because many may not be treated in a hospital or may not be recorded as self-inflicted injury. Survey
data from 1999 indicate that 19.3% of high school students had seriously considered attempting
suicide, 14.5% had made plans to attempt suicide, and 8.3% had made a suicide attempt during the
year preceding the survey.® All suicide attempts should be taken seriously.

Firearms are the most common method of suicide by youth. Thisis true for both males and females,
younger and older adolescents, and for al races. More than 60 percent of youth suicides (between the
ages of 10-19 years) in 1998 were firearm related suicides. The rate of youth suicides involving a
firearm increased 38% between 1981 and 1994, and athough firearm-involved suicides declined
more than 20% from 1994 to 1998, these numbers are still much too high.”
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1981 - 1998, United States, Youth 10-19, Firearm-
Related and Overall Suicide Deaths

Population Differences

Gender differences

In the United States, more than four times as many male youth die by suicide®, but girls attempt
suicide more often and report higher rates of depression.® The gender difference in suicide completion
ismost likely due to the differences in suicide methods. Men are more likely to usefirearms, which
lead to afatal outcome 78% to 90% of the time.’® ** Girls and women in all countries are more likely
than males to ingest poisons. In countries where poisons are highly lethal and/or where treatment
resources are scarce, more females conrplete suicide than males.*?

Age differences

Suicide is extremely rare in young children, and the suicide rate anong 10-to-14 year olds, while
increasing rapidly, is still much lower than the rate for older teens.®® Y ounger children may be less
likely to complete suicide because they do not have the cognitive ability to plan and carry out a
suicide attempt, but research also suggests that the increase in suicide rates with age may be due to
the increased likelihood of exposure to critical risk factors, such as serious depression and drugs and
alcohol, with age. Studies have found that for younger children exposed to such risk factors, the
suicide rate is similar to that for older teens.™

Cultural variation

In 1998, white males accounted for 61% of al suicides among youth 10-19, and white males and
white femal es together accounted for over 84% of al youth suicides. However, the suicide rate
among Native American male youth is exceedingly high in comparison with the overal rate for males
10 t0 19 (19.3 per 100,000 vs. 8.5 per 100,000). The suicide rate has been increasing most rapidly
among African American males ages 10 to 19 - more than doubling from 2.9 per 100,000 to 6.1 per
100,000 from 1981 to 1998.1° Finally, a National survey of high school students in 1999 found that
Hispanic students, both male and female, were significantly more likely than white students to have
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reported a suicide attempt (12.8% vs. 6.7%). Among Hispanic students, females (18.9%) were almost
three times more likely than males (6.6%) to have reported a suicide attempt.*® The most likely
explanation for ethnic rate differences are variations in cultural factors that promote or inhibit suicide.

Sexual orientation’

It has been widely reported in the media that gay and lesbian youth are at higher risk to complete
suicide than other youth and that a significant percent of all attempted or completed youth suicides
are related to issues of sexual identity. However, there are no national statistics for suicide completion
rates among gay, lesbian or bisexual persons, and in the few studies examining risk factors for suicide
completion where an attempt was made to assess sexual orientation, the risk for gay or lesbian
persons did not appear any greater than among heterosexual's, once mental and substance abuse
disorders were taken into account. With regard to suicide attempts, several state and national studies
have reported that high school students who report to engaging in homosexual or bisexual activity
have higher rates of suicide thoughts and attempts compared to youth with heterosexual experience.
Experts have not been in complete agreement about the best way to measure reports of adolescent
suicide attempts or sexual orientation, however, so the data are subject to question. Clearly, further
research is needed in this area.

Risk and Protective Factors

Suicide is a complex behavior that is usually caused by a combination of factors in the absence of
protective factors. Researchers have identified a number of risk factors associated with a higher risk
for suicide and protective factors that may reduce the likelihood of suicidal behavior. It isimportant
to note, however, that the importance of risk and protective factors can vary by age, gender, and
ethnicity.

Risk Factors

Risk factors for suicide completion include:

Previous suicide attempts - If a youth has attempted suicide in the past, he or she is much
more likely than other youths to attempt suicide again in the future. If a male teen has
attempted suicide in the past, he is more than thirty times more likely to complete suicide,
while afemale with a past attempt has about three times the risk. Approximately a third of
teenage suicide victims have made a previous suicide attempt.'®

Mental disordersor co-occurring mental and alcohol or substance abuse disorders -
Research shows that over 90% of young people who complete suicide have a diagnosable
mental or substance abuse disorder or both, and that the majority have depressive illness.*® In
a 10- to 15-year followup study of 73 adolescents diagnosed with major depression, 7 percent
of the adolescents had completed suicide sometime later. The depressed adol escents were five
times more likely to have attempted suicide as well, compared with a control group of age
peers without depression.?’ Almost half of teenagers who complete suicide have had a
previous contact with a mental health professional. In addition, aggressive, disruptive, and
impulsive behavior is common in youth of both sexes who complete suicide.?

Family history of suicide® - A high proportion of suicides and attempters have had a close
family member (sibling, parent, aunt, uncle, or grandparent) who attempted or completed
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suicide. Familia suicide can be a function of imitation or genetics. Many of the mental
illnesses which contribute to suicide risk appear to have a genetic component.

Stressful life event or loss - Stressful life events often precede a suicide and/or suicide
attempt. Such stressful life events include getting into trouble at school or with a law
enforcement agency; fighting or breaking up with a boyfriend or a girlfriend; and fighting
with friends. They are rarely a sufficient cause of suicide, but they often act as precipitating
factors in young people.?® 24

Easy accessto lethal methods, especially guns - As mentioned above, firearms are the most
common method of suicide by youth. The most common location for the occurrence of
firearm suicides by youth is in their homes, and there is a positive association between the
accessibility and availability of firearms in the home and the risk for youth suicide. The risk
conferred by guns in the home is proportional to the accessibility (e.g., loaded and unsecured
firearms) and the number of guns in the home.?> 2

Exposure to the suicidal behavior of others, whether that of a peer or in the media ?” -
Suicide can be facilitated in vulnerable teens by exposure to real or fictional accounts of
suicide, including media coverage of suicide, such as intensive reporting of the suicide of a
celebrity, or the fictional representation of a suicide in apopular movie or TV show. In
addition, there is evidence of suicide clusters, that is, local epidemics of suicide that have a
contagious influence. Suicide clusters nearly always involve previously disturbed young
people who knew about each other's death but rarely knew the other victims personaly.

I ncar cer atior?® - Although there are insufficient national data regarding the incidence of
youth suicide in custody, information suggests a high prevalence of suicidal behavior in
juvenile correctional facilities. One study found that suicide in juvenile detention and
correctional facilities was more than four times greater than youth suicide overall. According
to another recent study, more than 11,000 juveniles engage in more than 17,000 incidents of
suicidal behavior in juvenile facilities each year.

Other identified risk factors include a family history of mental or substance abuse disorders, a history
of physical and/or sexual abuse, low levels of communication with parents, the possession of certain
cultural and religious beliefs about suicide (for instance, the belief that suicide is a noble resolution of
apersona dilemma), and lack of access or an unwillingness to seek mental health treatment.?®

The impact of some risk factors can be reduced by interventions (such as providing effective
treatments for depressive illness). Those risk factors that cannot be changed (such as a previous
suicide attempt) can aert others to the heightened risk of suicide during periods of the recurrence of a
mental or substance abuse disorder, or following a significant stressful life event.*°

Protective factors®*

Protective factors can include an individual's genetic or neurobiological makeup, attitudinal and
behavioral characteristics, and environmental attributes. Some identified protective factors are:
learned skills in problem solving, impulse control, conflict resolution, and nonviolent handling of
disputes; family and community support; access to effective and appropriate mental health care and
support for help-seeking; restricted access to highly lethal methods of suicide; and cultural and
religious beliefs that discourage suicide and support self-preservation instincts. Measures that
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enhance resilience or protective factors are as essential as risk reduction in preventing suicide.
Positive resistance to suicide is not permanent, so programs that support and maintain protection
against suicide should be ongoing.

Suicide Prevention

A scientific approach to preventing suicide involves describing and monitoring the problem,
understanding risk factors and causes of suicidal behavior and protective factors, developing and
implementing interventions and prevention strategies in the context of evaluation research, and
disseminating information about effective strategies.®

The research on risk and protective factors suggests that one promising prevention strategy isto
promote overall mental health among school-aged children by reducing early risk factors for
depression, substance abuse and aggressive behaviors and building resiliency. In addition to the
potential for saving lives, youths benefit from an overall enhancement of academic performance and a
reduction in peer and family conflict. A second positive approach is to detect youth most likely to be
suicidal by confidentially screening for depression, substance abuse, and suicidal ideation. If a youth
reports any of these, further evaluation of the youth can take place by professionals, followed by
referral for treatment as needed.®® Efforts should be made to develop and implement strategies to
reduce the stigma associated with accessing mental health, substance abuse, and suicide prevention
treatments. Adequate treatment of mental disorders among youth, whether they are suicidal or not,
has important academic, peer and family relationship benefits.

Additionally, efforts to limit young people's access to lethal agents -- including firearms and
medications -- may hold great suicide prevention value. Media education is aso important, as the risk
for suicide contagion as a result of media reporting can be minimized by limited, factual and concise
media reports of suicide.** Finally, following exposure to suicide or suicidal behaviors within one's
family or peer group, suicide risk can be minimized by having family members, friends, peers, and
colleagues of the victim evaluated by a mental health professional.*® Persons deemed at risk for
suicide should then be referred for additional mental health services.

Caution should be used in the development of suicide prevention programs for youth, because
researchers have found that some types of suicide prevention efforts may be counterproductive. For
example, some school-based youth suicide awvareness and prevention programs have had unintended
negative effects.>® These programs typically try to increase high-school students' awareness of the
problem, provide knowledge about the behavioral characteristics of teens at risk, and describe
available treatment or counseling resources. Unfortunately, some appear to have had the unintended
effect of suggesting that suicide is an option for many young people who have some of the risk
factors and in that sense "normalize" it-just the opposite message intended. Similarly, caution should
be used in the widespread distribution of lists of suicide warning signs.3’ The warning signs listed are
not necessarily risk factors for suicide and may include common behaviors among distressed persons,
such as "loss of energy” or "making negative comments about oneself," behaviors that are not specific
for suicide. Such lists can, again, promote suicide as a possible solution to ordinary distress or suggest
that suicidal thoughts and behaviors are normal responses to stress. As these examples indicate,
suicide prevention efforts must be carefully planned, implemented, and evaluated. Because of the
tremendous effort and cost involved in starting and maintaining programs, we should be certain that
they are safe and effective before they are further used or promoted.

Toll-Free: 1-866-SAFEYOUTH (1-866-723-3968) TTY: 1-800-243-7012 FAX: 301-562-1001



Youth Suicide Fact Sheet, National Youth Violence Prevention Resource Center, www.safeyouth.org Page 6

Federal Responsesand Resour ces

U.S. DEPARTMENT OF AGRICUL TURE (USDA)

www.usda.gov

The mission of the USDA is to enhance the quality of life for the American people by supporting
production of agriculture:

ensuring a safe, affordable, nutritious, and accessible food supply;

caring for agricultural, forest, and range lands;

supporting sound development of rural communities,

providing economic opportunities for farm and rural residents;

expanding global markets for agricultural and forest products and services; and

working to reduce hunger in America and throughout the world.

The Cooper ative State Resear ch, Education and Extension Service (CSREEYS)
www.reeusda.gov

The Cooperative Extension System response to pervasive conditions in America which place
children and their families at risk for not meeting their basic physical and social needs and not
building the basic competencies necessary for successful participation in childhood,
adolescent, and adult life is the Children, Y outh, and Families At Risk (CY FAR) National
Initiative (www.reeusda.gov/4h/cyfar/cyfar.htm). With the CY FAR National initiative, the
USDA makes a commitment to supporting programs for at risk youth and limited resource
families as a part of the educational outreach mission of the Land-Grant University system.
One of the goals of CYFAR isto reduce risk factors and increase protective measures that will
prevent the use of violence or suicide as away to solve problems or as a response to difficult
Situations and stressful life events.

A key project of CYFAR isthe Children, Y outh and Families Education and Research
Network (CYFERNet) (www.cyfernet.org). CYFERNEet is a national network of Land Grant
university faculty and county Extension educators working to support community-based
educational programs for children, youth, parents and families. Through CY FERNet,
partnering ingtitutions merge resources into a "national network of expertise” working
collaboratively to assist communities. CY FERNet provides program, evaluation and
technology assistance for children, youth and family community-based programs. It provides:
access to the latest research, statistical, and demographic information; guidance in locating
funding opportunities and grant writing information; resources and instruments for program
evaluation; and information on 3000 community-based State Strengthening programs
targeting at-risk audiences.

Finaly, the Department of Agriculture coordinates the Partnerships Against Violence
Network (PAVNET) (www.pavnet.org), a "virtual library" of information about violence and
youthat-risk, representing data from seven different Federal agencies. The PAVNET
Research Database is an online, searchable source of information about current Federally-
funded research on violence and includes research on youth suicide.
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U.S. DEPARTMENT OF EDUCATION

www.ed.gov

The mission of the Department of Education is to ensure equal access to education and to promote
educational excellence for all Americans.

Office of Elementary and Secondary Education
www.ed.gov/about/offices/list/oese/index.html

The mission of the Office of Elementary and Secondary Education is to promote academic
excellence, enhance educational opportunities and equity for al of Americas children and
families, and to improve the quality of teaching and learning by providing leadership,
technical assistance and financia support. The OESE's Safe and Drug-Free Schools Program
(www.ed.gov/officess OESE/SDFS) is the Federal government's primary vehicle for reducing
drug, alcohol and tobacco use, and violence, through education and prevention activities in
our nation's schools. This program supports initiatives designed to prevent violence in and
around schools, and to strengthen programs that prevent the illegal use of acohol, tobacco,
and drugs, involve parents, and are coordinated with related Federal, State and community
efforts and resources.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

www.dhhs.gov

The Department of Health and Human Services is the United States government's principa agency
for protecting the health of all Americans and providing essential human services, especially for those
who are least able to help themselves.

The U.S. Department of Health and Human Services issued The Surgeon General's Call to Action to
Prevent Suicide (www.surgeongeneral .gov/library/calltoaction/default.htm) that details a three-
pronged blueprint to address and prevent suicide in this country. Known as AIM-which stands for
Awareness, Intervention, and Methodol ogy-this three-pronged approach was developed by a broad
government-sponsored collaboration of experts on suicide, and an equally broad coalition of
organizations working in the field of suicide prevention. AIM serves as the foundation for a
comprehensive National Strategy for Suicide Prevention.

The goal of this national strategy is to make significant, measurable, and sustained reductions in
suicidal behaviors by mobilizing all sectors of society and:

broadening the public's awareness of suicide and its risk factors,
enhancing both population-based and clinical services and progams, and

advancing, via improved methodology, the science of suicide prevention.

Depression and Suicide in Children and Adolescents
www.mental health.org/features/surgeongeneral report/chapter3/sec5.asp
From "Mental Health: A Report of the Surgeon General"

Centersfor Disease Control and Prevention (CDC)

www.cdc.gov

The mission of the CDC is to promote the health and quality of life of the citizenry of the U.S.
by preventing and controlling disease, injury, and disability. In particular, the CDC is
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committed to reducing and preventing youth violence through a public health approach that
focuses on understanding the prevalence of youth violence; identifying risk and protective
factors that influence its occurrence; research and program evaluation; and dissemination of
information and technical assistance to its constituents.

The Centers for Disease Control and Prevention's National Center for Injury Prevention and
Control (NCIPC), isworking to raise awareness of suicide as a serious public health problem,
and NCIPC is applying science-based prevention strategies to reduce injuries and deaths due
to suicide. To this end, current activities include conducting and supporting research on risk
factors for suicide, evaluating the effectiveness of suicide prevention programs for young
people, convening conferences to exchange information about research and prevention
strategies, and devel oping a Suicide Prevention Research Center at the University of Nevada.

CDC suicide fact sheet with CDC publications list
www.cdc.gov/ncipc/factsheets/suifacts.htm

Suicide statistics from CDC's National Center for Health Statistics
www.cdc.gov/nchs/fastats/suicide.htm

Y outh Suicide Prevention Programs. A Resource Guide, 1992
www.cdc.gov/ncipc/pub-res/youthsui.htm

Substance Abuse and M ental Health Services Administration

www.samhsa.gov

SAMHSA's mission is to improve the quality and availability of prevention, treatment, and
rehabilitation services in order to reduce illness, death, disability, and cost to society resulting
from substance abuse and mental illnesses.

SAMHSA is funding community organizations to lead/facilitate intensive, community-wide
collaborations to address healthy youth development, enhance youth resilience, and prevent
youth violence, suicide, substance abuse, and other problem behaviors. The program is
designed to complement the much larger Safe Schools/Healthy Students Initiative.

Center for Mental Health Services(CMHYS)

www.mental health.org/cmhs

CMHS leads Federal efforts to treat mental illnesses by promoting mental health and by
preventing the development or worsening of mental illness when possible. CMHS pursues its
mission by helping States improve and increase the quality and range of their treatment,
rehabilitation, and support services for people with mental illness, their families, and
communities. Further, it encourages a range of programs—such as systems of care—to
respond to the increasing number of mental, emotional, and behavioral problems among
Americas children. CMHS supports outreach and case management programs for the
thousands of Americans with severe mental iliness who are homeless and supports the
development and adoption of "models’ for improving services.

CMHS istaking the lead for SAMHSA in addressing suicide and suicide prevention as a
public health issue. CMHS sponsored a 2-day workshop to consult with experts in suicide
prevention and related fields on the development of a National Suicide Prevention Strategy
(NSPS). The NSPS is the first-ever nationa strategy to reduce the burden of self-directed
violence, injury, and death in the United States. When completed, it will suggest activities for
Federal, State, tribal, and local governments, based on the best available science. The strategy
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will also provide guidance for organizations and individuals who seek to be involved in
suicide prevention. The final version of the NSPS will establish a conceptual framework for
understanding suicide and suicide prevention and will suggest how government agencies,
private organizations, and individuals can effectively help to achieve the NSPS Goals and
Objectives.

Additionally, eighty School Action Grants were funded by CMHS in communities across the
country in order to implement and evaluate school-based programs designed to prevent
violence and suicide and to promote mentally healthy development. CMHS will continue to
work with its grantees to evaluate these school violence and suicide prevention programs and
to implement strategies from effective programs.

CMHS is also supporting a 5- year series of coordinated annual national suicide prevention
conferences and workshops being organized and conducted by the University of Rochester
School of Medicine's Center for the Study and Prevention of Suicide. CMHS is also a sponsor
of the National Academy of Sciences Institute of Medicine report on suicide prevention, to be
titled "Pathophysiology and Prevention of Adolescent and Adult Suicide”.

CMHS is supporting the operations and analysis of information gathered from a high school
screening ard suicide intervention program. The High School Outreach Program 2000
embraces the U.S. Surgeon General's Call to Action to Prevent Suicide and is a first-ever
program of depression education, screening, and suicide intervention targeted at high schools.
The High School Outreach Program 2000 is designed to expand awareness of depression
through educational materials for the classroom and to provide the opportunity for self-
administered depression screening under the supervision of a school health professioral.
Students will be encouraged to seek further evaluation, if necessary, through existing school
and community resources.

Finally, CMHS has commissioned areview of the literature and recommendations on the role
of mental health anti-stigma information campaigns in suicide prevention. Given that anti-
stigma efforts are considered by many to be a valuable intervention in any overall national
strategy to reduce suicide and suicidal behaviors, the scientific basis for advocating the
expenditure of resources in this area merits exploration.

Teen Mental Health Problems; What Are The Warning Signs
www.mental health.org/publications/all pubs/Ca-0023/default.asp

Building Resilience

www.mental health.org/school violence/buildingresilience.htm

Includes summary of evidence-based interventions to promote resiliency in young people,
prepared by the Center for Mental Health Services (CMHS), SAMHSA

Examples of Exemplary/Promising Programs

www.mental health.org/schoolviolence/lrenelis.htm

Chart with numerous programs to promote resiliency and/or prevent youth violence which
meet criteriafor a designation of "evidence-based". The criteria by which the various
organizations deemed them to be evidence-based, exemplary, model or promising are
listed under the name of the organization.
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Resilience: Status of the Research and Research-Based Programs
www.mental health.org/school violence/5- 28resilience.htm
Summarizes research on resilience and protective factors.

Health Resour ces Services Administration (HRSA)

www.hrsa.gov

The Health Resources and Services Administration (HRSA) directs national health programs
that improve the Nation's health by assuring equitable access to comprehensive, quality health
care for al. HRSA works to improve and extend life for people living with HIV/AIDS,
provide primary health care to medically underserved people, serve women and children
through State programs, and train a health workforce that is both diverse and motivated to
work in underserved communities.

The Health Resources Services Administration's Maternal and Child Health Bureau (MCHB)
(www.mchb.hrsa.gov) administers grants to states for maternal and child health. MCHB has
created performance indicators in a number of areas for their grantees. One of these
performance indicators is youth suicide rates and this has encouraged many states to begin to
develop and implement state youth suicide prevention efforts. Additionally, MCHB supports
the Children's Safety Network (www.childrenssafetynetwork.org) which works with states to
assist their efforts to prevent childhood injury, including injuries from suicidal behavior.
Finally, MCHB has sponsored Bi- Regional Adolescent Suicide Prevention Conferences to
strengthen and expand state and local efforts to develop partnerships and systems of care for
preventing youth suicide. The proceedings include conference presentations and state by state
data on youth suicide deaths.

Children's Safety Network Y outh Suicide Fact Sheet
http://notes.edc.org/HHD/CSN/csnpubs.nsf/ ch5858598bf 707d58525686d005ec222/
1cbbc46173caarfd85256bc0005ffdcO

National Institute of Mental Health (NIMH)

www.nimh.nih.gov

The mission of the National Institute of Mental Health (NIMH) is to diminish the burden of
mental illness. Basic neuroscience, behavioral science, and genetics research are used to
improve our understanding of the fundamental mechanisms underlying thought, emotion, and
behavior - and what goes wrong in mental illness - and to trandlate scientifically- generated
information into clinical applications.

The National Institute of Mental Health has been at the forefront of research on how to
identify youth in crisis and how to prevent youth suicide. NIMH currently is developing more
precise diagnostic criteria for pinpointing depressive disorders among young people. Thereis
an increased risk for suicidal behavior among children who have depressive disorders, and
such disorders have often gone unrecognized, or misdiagnosed and untreated. NIMH is aso
examining the role of substance abuse as a contributing factor to suicidal behavior. NIMH
researchers also are devising and testing an array of pioneering interventions to prevent
suicide in children and adolescents. Its research confirms that early diagnosis and treatment of
depressive disorders are critical to ayoung person’ mental health and, consequently, to
preventing suicide.
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NIMH is also rigorously evaluating existing school-based suicide awareness programs. A vital
aspect of these evaluations is to determine how these programs can be improved to more
effectively keep young people from completing suicide.

NIMH funds a range of suicide research projects with topics ranging from neurobiological and
psychological correlates of suicidal behavior, to treatment studies of patients who are suicidal,
as well as studies that investigate possible precursors and risk factors. NIMH monitors
progress in suicide research through the Suicide Research Consortium
(www.nimh.nih.gov/research/suicide.cfm). The Consortium coordinates program

development in suicide research in the Institute, identifies gaps in the scientific knowledge
base on suicide across the life span, monitors research and stimulates new studies on suicide
through scientific workshops.

NIMH Suicide Fact Sheet
www.nimh.nih.gov/research/suifact.htm

NIMH Freguently Asked Questions About Suicide
www.nimh.nih.gov/research/suicidefag.cfm

In Harm's Way: Suicide in America
www.himh.nih.gov/publicat/harmaway.cfm

Selected Bibliography on Suicide Research - 1999
www.nimh.nih.gov/research/suibib99.cfm

Abstracts of Currently Funded Research Grants Pertaining to Suicidal Behavior
www.nimh.nih.gov/research/suiabs.htm

Depression in Children and Adolescents: A Fact Sheet for Physicians
www.nimh.nih.gov/publicat/depchildresfact.cfm

Let's Talk About Depression (for youth)
www.himh.nih.gov/publicat/letstalk.cfm

U.S. DEPARTMENT OF JUSTICE

www.usdoj.gov

The Department represents the citizens of the United States in enforcing the law in the public interest
and plays a key role in protection against criminals, ensuring healthy competition of business,
safeguarding the consumer; enforcing drug, immigration, and naturalization laws; and protecting
citizens through effective law enforcement.

Office of Juvenile Justice and Delinguency Prevention (OJJDP)

http://0jjdp.ncjrs.org

The Department of Justice's Office of Juvenile Justice and Delinquency Prevention has
developed a document, "Promising Strategies to Reduce Gun Violence"
(www.0jjdp.ncjrs.org/presentations/gunviol/index.htm) in order to provide law enforcement,
State and local elected officials, prosecutors, judges, school administrators, community
organizations, and other local stakeholders with the tools for fighting firearm violence in their
communities. It includes a blueprint for communities to develop their own comprehensive,
strategic violence reduction plan and a wealth of practical information on demonstrated and
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promising gun violence reduction strategies and programs. A number of the programs
included have the goal of reducing suicide among adolescents by encouraging safe storage of
guns in the home.

OJIDP also supports research and the dissemination of information about family
strengthening programs. A number of these interventions have been found to decrease risk
factors for suicide and to build resiliency. Descriptions of these programs are included in
OJIDP's Family Strengthening Series.

Additionally, OJJDP, in response to concerns about youths in confinement has supported
initiatives and programs that target youth with mental health problems in the juvenile justice
system. They have recently funded a national survey on the prevalence of juvenile suicidein
confinement.

Finally, OJIDP has developed a number of other mental health initiatives that target youth at
risk of mental health, substance abuse, and delinquency problems.

Notes
i. For the purposes of this document, the term "youth™ will refer to youth 10-19 years of age. Data
will often be provided separately for youth ages 10-14 and 15-19.
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