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Emergency room visits for 12- to 
17-year-olds suspected of attempt-
ing suicide increased 31 percent 
during the pandemic, according 
to the U.S. Centers for Disease 
Control and Prevention (CDC). This 
trend was especially pronounced 
for girls, whose ER visits after sus-
pected attempts were 50.6 percent 
higher in the winter of 2021 than 
during the same period in 2019.1

Several states are using the federal Corona-
virus Aid, Relief, and Economic Security Act 
and the Elementary and Secondary School 
Emergency Relief Fund to address the mental 
health impacts of the pandemic. And many 
state boards of education were already 
addressing youth suicide prevention through 
a range of strategies.2 A 2020 NASBE report 
stressed the importance of a model youth sui-
cide prevention policy as part of a cross-sector 
state suicide prevention strategy. 

To increase the impact of state and local 
strategies, state leaders may also consider 
policies directed at equipping students to 
help peers struggling with suicidal thoughts. 
Students also need to know when and how 
to seek help when they themselves are 
struggling or in crisis. 

IMPORTANCE OF PEER 
SUPPORT
Most adolescents experiencing depression 
do not receive professional help.3 Many re-
port that if they were to experience a mental 
health problem, they would first turn to a 
friend.4 Through exposure to evidence-based 
programs to empower and equip youth to 
assist peers, students can recognize the 
symptoms of mental distress in friends, learn 
how to involve a trusted adult or seek profes-
sional help, or ask their peer directly about 
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adults. The program is now in more than 950 
schools across 31 states and Canada. 

ADULT SUPPORTS
Schools enhance student mental health 
through early identification of those at 
risk, evidence-based prevention programs, 
assessment of suicide risk, mental health 
services, referral to community-based 
providers, and support to the entire school 
community in the aftermath of suicide.9 Mul-
titiered systems of support in place in many 
schools encompass counseling services, 
school climate improvement, mentoring, and 
other activities key to prevention. 

Health Education. Universal preven-
tion programs that move beyond identifica-
tion of youth experiencing suicidal ideation 
toward reducing risk factors and enhancing 
protective factors are critical to suicide 
prevention and benefit all students’ mental 
health. Such programs can enrich health 
education curricula and build social and 
emotional skills. By offering the curriculum 
to the entire student population, schools 
avoid stigmatizing individuals who appear to 
be at risk. Universal programs also mitigate 
problems in asymptomatic students that 
might otherwise arise later. Embedding these 
programs in health education class is an ap-
propriate way to ensure their sustainability.

Task Forces. Several states have imple-
mented multipronged approaches to suicide 
prevention. In Wisconsin, a bipartisan task 
force led by the state legislature conducted 
a listening tour with stakeholders, evaluated 
state resources for suicide prevention, and 
identified opportunities to target and assist 
at-risk individuals. As a result, the legislature 
instituted targeted programs, such as requir-
ing that student identification cards include 
contact information for suicide prevention 
hotlines, and dedicated funding streams, 
including grants for peer-to-peer suicide 
prevention programs in high schools. 

Social and Emotional Learning. 
According to the Collaborative for Academic, 
Social, and Emotional Learning, more than 

whether they are having suicidal thoughts. 
In addition to being well placed to detect 
symptoms, peers can be a trusted source of 
information and support. A recent review of 
programs found that school-based peer-to-
peer programs were effective at preventing 
student suicide attempts.5  

PEER-TO-PEER TRAINING
A classroom-based program, teen Mental 
Health First Aid, teaches adolescents how to 
identify and respond to mental health dis-
tress and substance use in peers or friends. 
This Australian program increased ado-
lescents’ recognition of peers at increased 
risk of suicide and improved confidence 
in supporting a suicidal peer.6 It has been 
adapted for implementation in the United 
States, with pilots in 50 schools. New Jersey 
is using COVID-19 recovery funds to support 
the program’s use. 

CDC highlights the Good Behavior Game 
(GBG) and the Youth Aware of Mental (YAM) 
Health Program as effective classroom 
programs. YAM encourages students to solve 
mental health dilemmas using role play and 
to build skills for managing mental health 
problems. In a large randomized control trial, 
those who received the program made 55 
percent fewer suicide attempts and had 50 
percent fewer cases of severe suicidal ide-
ation compared with the control group over 
one year.7 By rewarding teams for avoiding 
off-task and disruptive behaviors, GBG 
promotes classmates’ interest in encourag-
ing team members’ positive behaviors. The 
program has been associated with reduced 
suicidal ideation and attempts.8 

Originating in Utah, the Hope Squad program 
trains school-based peer support teams and 
has scaled nationally. Team members watch 
for at-risk students, provide friendship, iden-
tify suicide warning signs, and seek help from 
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20 states have comprehensive preK-12 social 
and emotional learning standards.10 Providing 
teachers with targeted, grade-appropriate 
learning standards—along with profession-
al development, leadership support, and 
tools—is one means of building student 
agency and understanding of emotional 
wellness. States have also begun to require 
mental health education for students, with 
Florida requiring students in grades 6-12 to 
receive at least five hours of instruction. New 
York, New Jersey, and Virginia also require 
mental health education as part of health 
education.

Access to Services. Students spend 
most of their day at school, making it the 
most convenient place to deliver mental 
health education and services. Providing 
safe, private onsite spaces for speaking 
with trained counselors, social workers, and 
school psychologists reduces barriers to 
seeking and receiving mental health support. 
A school thus removes transportation and 
logistical challenges while also embedding a 
trusted adult in efforts to ensure continuity 
of care.11  When on-site services are not an 
option, schools should arrange for timely 
referrals to local agencies or provide time 
and space for telemedicine visits.

FEDERAL SUPPORT 
In January 2021, the U.S. Surgeon General 
issued a call to action to implement the 
National Strategy for Suicide Prevention, 
which can serve as a model for states’ plans 
to prevent youth suicide.  

In collaboration with the CDC, the Substance 
Abuse and Mental Health Services Admin-
istration (SAMHSA) offers states direct 
funding, technical assistance, guidance, 
and tools to prevent youth suicide. SAMHSA 
operates the National Suicide Prevention 
Lifeline, though many states have developed 
their own call centers and text services. 
Through grants to schools and other child- 
and youth-serving organizations in 27 states, 
the agency also supports suicide prevention 
programs and services. CDC recommends 
social-emotional learning, connectedness 
through peer norm programs and community 
engagement, and safe reporting and mes-
saging about suicide.12

CDC tracks national data on suicide attempts 
and risk factors for students in grades 9 
through 12 through its Youth Risk Behavior 
Survey, administered biennially since 1991 in 
partnership with state education and health 
departments. Data are disaggregated by 
grade, race, ethnicity, sex, and sexual identi-
ty and reveal disproportionately high attempt 
rates by LGB youth. State boards can invite 
the state’s survey coordinator to present 
findings at their meetings. 

QUESTIONS STATE BOARDS 
CAN ASK
To support statewide youth suicide pre-
vention efforts, state boards can ask the 
following: 

 • What do state data reveal about the 
prevalence of suicide and suicidal behaviors 
in school-aged children by county, age, and 
other characteristics? 

 • Does our state have a suicide prevention 
commission or task force? If so, how are we 
partnering with it? Are students included?

 • Does our suicide prevention strategy 
include partnership with K-12 schools and 
evidence-based approaches in schools? 

 • Do our schools receive sufficient federal 
and state funding for suicide prevention pro-
gramming? If not, how can we work with key 
stakeholders to request more funding? 

 • What opportunities do students have to 
learn about suicide prevention and how to 
access crisis services and other community 
supports?

Because suicide is the second leading 
cause of death for children ages 10 to 14 
and because ideation and attempts among 
children and adolescents are on the rise, 
state boards will want to pursue all avenues 
to support students’ mental health, including 
by enabling them to help each other.
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