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EXECUTIVE SUMMARY

For much of the past decade, suicide has been the
second leading cause of death for adolescents in the
United States, and suicide rates among adolescents
have been rising for the last 15 years. Suicidal
thoughts and behaviors among adolescents were
common before COVID‐19 and have become an
increasing public health priority in the pandemic′s
wake. In this Social Policy Report, we review
evidence for suicide prevention strategies designed
to address these rising trends. We make recommen-
dations for federal, state, and local policymakers and
practitioners; program developers in organizations
that design and implement programming for youth;
and academic and nonacademic researchers. Where
research evidence is strong, we suggest legislation,
funding, and implementation. In areas where gaps in
evidence exist, we recommend program develop-
ment and research. Our recommendations follow the
order in a taxonomy adapted from the Centers for
Disease Control and Prevention, beginning with
strategies that change the structural conditions in
which adolescents live and concluding with strategies
that support adolescents following a suicide (i.e.,
postvention). We find strong evidence for, and
recommend policy implementation of: restricting
access to lethal means; LGBTQ+ affirming policies;
screening for suicide risk in medical settings; and
community‐wide investments via the Garrett Lee
Smith Memorial Act. In schools, we find benefits of,

and recommend funding and implementation of,
youth‐focused programs. Even so, gaps exist: (a)
research on economic policies for adolescents is
nonexistent; (b) while mental health care access is a
barrier, we do not know how to reduce youth suicide
rates via changing care access; (c) data on crisis
lines are encouraging but descriptive; and (d) school
personnel training increases knowledge and confi-
dence but not adolescent help‐seeking. Finally,
guidelines for response following a suicide loss focus
on immediate support and are based on limited
research; this is an area for program development
and research.

For Policymakers and
Practit ioners

Given the strength of the research evidence, we
recommend the following for federal, state, and local
policymakers and practitioners:

• We recommend state‐level policymakers restrict
access to firearms via regulations and safe storage;
public health officials implement firearm safe storage
programs and build barriers on buildings/bridges;
public health officials and health care providers
distribute lockboxes for medications; and the Con-
sumer Product Safety commission enact regula-
tions that restrict the size of bottles for lethal over‐
the‐counter medications.
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• We recommend that state‐level policymakers pro-
tect and implement strategies that treat LGBTQ+
youth equally and affirm LGBTQ+ identities (e.g.,
maintain same‐sex marriage laws, protect affirming
school environments/safe spaces for LGBTQ+
youth); state policymakers and school district/
school leaders fight anti‐LGBTQ+ legislation, pol-
icy, and practices that limit access to medical care,
sports, representation in classroom conversations;
and school leaders support LGBTQ+ affirming
spaces (e.g., GSAs).

• We recommend that The Joint Commission1 update
its recommendations to include universal suicide risk
screening for adolescents; the Centers for Medicare
& Medicaid Services at the Department of Health
and Human Services require screening for suicide
risk in pediatrics and emergency departments as
part of routine care; and health care providers
implement such screening practices.

• We recommend that the federal government increase
funding for the Garrett Lee Smith Memorial Grants
that provide funding to communities for suicide
prevention activities in youth‐serving organizations
and for the Suicide Training and Awareness Nation-
ally Delivered for Universal Prevention (STANDUP)
Act of 2021 that offers suicide prevention funding to
schools to implement effective programs. We also
recommend that public health and school district
leaders apply for such funding and implement
evidence‐based practices.

• We recommend that state and local policymakers
fund and monitor school district‐ and school‐level
implementation of state‐wide suicide prevention laws
and that school district/school leaders ensure imple-
mentation of such laws.

• We recommend that the state and federal Departments
of Education fund and encourage implementation of
evidence‐based school youth‐focused programs,2 in
tandem with school staff training programs, and that
school district/school leaders implement such programs.

• We recommend that the National Committee on Vital
and Health Statistics create national standards for
suicide death classifications and require workforce
training to reduce variation across place and persons
that can lead to underreporting for minoritized racial/
ethnic and LGBTQ+ groups. We also recommend that
public health officials ensure that coroners and medical
examiners receive such training.

For Program Developers

Given gaps in programming, we recommend that those
who develop programs:

• Engage peer leaders to spread messages of help‐
seeking as normative in schools, in youth‐serving
organizations, and on social media.

• Develop programs that address unique needs of
groups at high risk (e.g., Indigenous, multi‐racial,
LGBTQ+, and rural adolescents). Also develop
programs for racial/ethnic minority youth for whom
there is limited programming.

• Develop programs that support adolescent needs for
identity, meaning‐making, belonging/connectedness,
and hope for the future.

• Involve youth directly in the design of programs,
amplifying youth voices and giving youth opportuni-
ties to take (positive) risks.

• Develop postvention strategies that support the long‐
term resilience of adolescents who have experienced
the loss of a peer or family member to suicide.

For Researchers

Given gaps in research evidence, we recommend
greater federal funding for research in adolescent
suicide, and that researchers:

• Conduct experimental and quasi‐experimental research
on the impact of economic policies to reduce poverty on
adolescent suicide death and attempt rates.

• Conduct research on inclusive policies and prac-
tices (i.e., diversity, equity, inclusion, and belong-
ing initiatives) for minoritized racial/ethnic groups
(Black, Latino/a/x/e, Indigenous, and Asian/Pacific
Islander adolescents).

• Conduct experimental and quasi‐experimental stud-
ies on the impact of increasing mental health care on
adolescent suicide rates.

• Conduct quasi‐experimental studies on the roll‐out of
crisis services across states. Study differences in
implementation across states and localities to guide
recommendations for best practices and identify gaps
in program design and delivery.

• Test the impact of effective peer gatekeeper programs
on minoritized racial/ethnic and LGBTQ+ adolescents
and in a wider set of school and neighborhood contexts.

• Study promising postvention efforts to refine existing
guidelines.

• Build data systems for real‐time analysis of suicide
fatalities and thoughts and behaviors, and that permit
examination of person, place, and policy character-
istics in tandem.

BACKGROUND AND OVERVIEW OF
THE REPORT

For much of the past decade, suicide has been the second
leading cause of death for adolescents in the United
States, after unintentional injuries (Centers for Disease
Control and Prevention [CDC], 2023a). Suicide is a global
public health issue highlighted in the United Nations Third
Sustainable Development Goal (Target 3.4.2; World Health

SOCIAL POLICY REPORT | 3
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Organization, 2022). Adolescent deaths by suicide have
been rising in the United States for the last 15 years, with
an age‐adjusted rate at 7 per 100,000 adolescents or 2900
deaths in 2021 (CDC, 2023a). Rates of suicidal thoughts
(i.e., suicidal ideation) and suicidal behaviors (i.e., plans
and attempts) are far more common than fatalities and
much higher among adolescents than adults. In 2021, one
in five adolescents reported seriously considering suicide
and 1 in 10 reported attempting suicide in the last year
(CDC, 2023b). The recent increase in suicidal thoughts
and attempts post‐COVID represents a continuation of
rising trends that began in 2009, well preceding the
pandemic (CDC, 2023b) (See Box 1 for definitions and
terminology used in this report).

Adolescent groups most at risk for suicide fatalities
include Indigenous adolescents, boys, and adolescents
in rural communities (CDC, 2023a); those most at
risk for suicidal thoughts and attempts include Indige-
nous adolescents, multiracial adolescents, girls, and
LGBTQ+ adolescents, particularly bisexual and trans-
gender adolescents (CDC, 2023b). Recent data show a
greater increase in suicide fatality rates for racial/ethnic
minority (Black, Latino/a/x/e, Indigenous, and Asian/
Pacific Islander) adolescents as compared with adoles-
cents overall (CDC, 2023a) and a greater increase in
suicidal thoughts and attempts for Black youth, resulting
in rates for Black adolescents now largely comparable
to that for White adolescents (Lindsey et al., 2019).
Racial/ethnic minority adolescents are an increasing
proportion of suicide deaths among adolescents each
year, due to increasing suicide rates and changing
population demographics in the United States (CDC,
2023a; US Census Bureau, 2022). See Appendix A for
detail on rates and trends.

Although adolescent suicides have been rising for
over a decade (CDC, 2023a, 2023b), the pandemic′s
toll on activities, social connections, and deaths made
these trends increasingly visible and, perhaps as a
result, physicians, psychiatrists, and children′s hospi-
tals declared a National State of Emergency in Child
and Adolescent Mental Health (AAP‐AACAP‐CHA,
2021), the Surgeon General released a youth mental
health advisory (Office of the Surgeon General, 2021),
and the American Academy of Pediatrics (AAP) and
American Foundation for Suicide Prevention (AFSP)
released a practice guide for youth‐serving organiza-
tions (AAP/AFSP Blueprint, 2023). Annual funding by
the National Institutes of Health (2023) for youth suicide
research doubled post‐COVID, from $102 million
annually in 2017–2019 to $212 million annually in
2020–2022. These efforts follow suicide prevention
goals set previously by AFSP and Zero Suicide (albeit
neither focused on youth) and a 1999 Surgeon General
call for action (although research on youth‐focused
strategies was quite limited at the time; Office of the
Surgeon General, 1999). The recent calls highlight
approaches in primary care, emergency departments,
communities, and schools, as part of a multipronged
strategy for mental health promotion, prevention, and
treatment.

This Social Policy Report responds to these calls by
reviewing evidence for prevention strategies that have
emerged over the last several decades to reduce
adolescent suicide deaths and suicidal thoughts and
behaviors among young people, and offering recommen-
dations for policy, practice, program development, and
research.3 Our review differentiates studies assessing
causal relations between strategies and adolescent
outcomes (i.e., experimental and rigorously‐designed
quasi‐experimental designs that account for confounding

BOX 1 The language of suicide prevention
and this report

Our report relies on the following definitions:

“Adolescents”: youth between the ages of 10–19.

“LGBTQ+ youth”: Lesbian, gay, bisexual, trans-
gender, queer and other nonheterosexual,
noncisgender youth.

“Suicidal thoughts (or suicide ideation) and
suicidal behavior”: thoughts of dying, making
plans to end one′s life, and suicide attempts.
(We do not include nonsuicidal self‐injurious
behavior [i.e., self‐harm]).

“Suicide attempt” is an act in which someone
harms themselves with an intent to end their life
but does not die.

“Suicidology” is the scientific field for suicide
research.

The suicide field is replete with provocative
terminology, in part because of its long
history as a stigmatized behavior and condi-
tion. We use (and recommend) the following
language for discussions of suicidal thoughts
and behaviors among adolescents:

“Died by suicide” rather than “committed suicide,”
which hearkens back to the history of suicide as
being considered a crime and/or sin.

“Suicide death/fatality” rather than “successful
suicide attempt” that implies something positive
as a result of the suicide attempt.

“Suicide social transmission” rather than “con-
tagion” that implies an infectious disease
framework for transmission of risk among
individuals in social groups.

4 | MORRIS‐PEREZ et al.
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influences)4 from those that examine associations
between strategies and outcomes, with causal research
guiding our policy and practice recommendations.

We focus on adolescents ages 10–19, a group at
increasing risk of suicide over this age period
(CDC, 2023a). Developmental psychologists have
long considered adolescence a period of high risk/
high reward in which adolescents′ emerging inde-
pendence can lead to consequential risk‐taking,
while new ways of thinking can be generative
(Steinberg, 2008, 2014). Advances in neuroscience
suggest adolescents have a highly‐active reward
system that leads them to take risks and that those
risks can be positive (e.g., auditioning for a play) or
negative (e.g., shoplifting; Ernst, 2014; Telzer, 2016).
Peers play an important role in adolescents′ positive
and negative risk‐taking (Cascio et al., 2015; Nelson
et al., 2005; Steinberg, 2015; Telzer et al., 2018; Van
Hoorn et al., 2016). Generation Z, the most recent
cohort to enter young adulthood (born 1997–2012),
have garnered significant concern given the macro‐
context in which they are developing (Dimock, 2019).
While limited research investigates the impact of
macro‐conditions on youth suicide, Gen Z youth have
been required to participate in active‐shooter drills
(Moore‐Petinak et al., 2020), have experienced the
ubiquity of smartphones and social media (Twenge
et al., 2022; Williams, 2015) and are growing up under
a worsening climate crisis (Gislason et al., 2021),
which may undermine mental health.

We focus on prevention strategies that school
personnel, community leaders, and health care providers
can implement for all adolescents irrespective of suicidal
risk.5 Intervention strategies, for adolescents already at
suicidal risk due to an identified mental health condition as
determined by a mental health professional, have been
the prevailing paradigm for this field.6 Yet, barriers to
mental health care (Clement et al., 2015; Gulliver
et al., 2010) make suicide prevention′s reliance on clinical
care alone insufficient for reaching adolescents at an early
point in their suicide risk trajectory.7 We posit the
effectiveness of layered approaches, such that: adoles-
cents know where to get help; the peers and adults
around them can recognize the signs of suicidal thinking
and know how to ask about it, respond to it, and link youth
to resources; and environments are protective to deter
suicidal action (AAP/AFSP Blueprint, 2023; Morris, 2021).
Ideally, all of this would occur in a just context in which
youth feel accepted and hopeful about the future, although
the benefits of making communities more accepting and
hopeful are not well studied.

Our review updates Gould et al.'s (2003) paper
that reviewed prevention strategies through the late
1990s.8 We present evidence behind policy and public
health approaches, strategies shown effective in
pediatric primary care and emergency departments,

and a rising number of innovative programs in schools.
We provide recommendations for policymakers, practi-
tioners, program developers, and researchers, offering
a strategic vision for the future of adolescent suicide
prevention.

STRATEGIES TO PREVENT
ADOLESCENT SUICIDE: A REVIEW

Overview

Table 1 presents our taxonomy for organizing suicide
prevention strategies (adapted from CDC, 2022; see
Column 1 for overarching domains and Column 2 for
prevention strategies within domains).9 Column 3
summarizes our research review on which we base
recommendations (see later sections for detail on
studies reviewed and citations). Column 4 presents
our recommendations for policymakers, practitioners,
program developers, and researchers. We discuss
strategies in the order proposed in the CDC taxonomy,
beginning with strategies aimed at changing the
structural conditions in which adolescents live and
concluding with strategies aimed at messaging about
suicide deaths and supporting adolescents following a
suicide (i.e., postvention). We supplement the CDC
taxonomy with a final category on data infrastructure.

Our review highlights a number of promising
strategies to address adolescent suicide and signals
the ways in which the field has evolved over the last
two decades. We find strong evidence for, and
recommend policy implementation of: restricting
access to lethal means (e.g., firearms, building/bridge
protections, and medication overdose protections);
LGBTQ+ affirming policies; screening for suicide risk
in medical settings; and community‐wide investments
via the Garrett Lee Smith Memorial Act. In schools, we
find benefits of, and recommend funding and imple-
mentation of, youth‐focused programs, especially
those aimed at building skills and changing norms
through social networks. Even so, large gaps exist: (a)
research on economic policies for adolescents is
nonexistent; (b) while mental health care access is a
barrier, we do not know how to reduce youth suicide
rates via changing care access; (c) data on crisis lines
are encouraging but descriptive; and (d) school
personnel training increases knowledge and confi-
dence but not adolescent help‐seeking. Finally, guide-
lines detailing appropriate responses following a sui-
cide loss (i.e., postvention) focus on immediate support
and are based on limited research; this is an area for
program development and research.

While suicidologists have made progress in identi-
fying effective strategies for adolescent suicide, only a
handful of youth‐focused strategies have been proven

SOCIAL POLICY REPORT | 5
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TABLE 1 Suicide prevention strategies, evidence, and recommendations.

1. Strategy
domain 2. Prevention strategy

3. Summary review of findings from
past research

4. Recommendations for policymakers,
practitioners, program developers, and
researchers

Strengthen
economic
supports

• Strengthen household
financial security

• Strengthening financial security
reduces overall (adult) suicide rates,
but this strategy has not been tested
for adolescents. Evidence for
adolescence is descriptive and
mixed.

• Researchers: Conduct experimental
and quasi‐experimental research on
the impact of economic policies to
reduce poverty on adolescent suicide
death and attempt rates.

Create protective
environments

• Reduce access to lethal
means

• Restricting access to lethal means is
effective in reducing suicide deaths
(despite modest substitution effects),
with benefits of firearm regulations
and installation of barriers and
nettings in places known for suicide
deaths. Rigorous trend analysis finds
the Clean Air Act of 1970 led to
reductions in suicide rates in the
1990s by reducing deaths by carbon
monoxide poisoning; quasi‐
experimental research in the U.K.
shows the value of reducing the size
of analgesic packaging.

• Policymakers and Practitioners:
State‐level policymakers—restrict
access to firearms via regulations and
safe storage. Public health officials—
implement firearm safe storage
programs and build barriers on
buildings/bridges. Public health officials
and health care providers—distribute
lockboxes for medications. Consumer
Product Safety commission—enact
regulations that restrict size of bottles
for lethal over‐the‐counter medications.

Create accepting
environments

• Create accepting policies
and cultures

• Implementation of same‐sex
marriage laws reduces suicide
attempts among all high school
students, especially for LGB youth.
Policies and practices affirming
LGBTQ+ youth show similar benefits.
Research on inclusive policies for
minoritized racial/ethnic groups is
lacking.

• Policymakers and Practitioners:
State policymakers—protect and
implement strategies that treat LGBTQ+
youth equally and affirm LGBTQ+
identities (e.g., maintain same‐sex
marriage laws, protect affirming school
environments for LGBTQ+ youth). State
policymakers and school district/school
leaders—fight anti‐LGBTQ+ legislation,
policy, and practices that limit access to
medical care, sports, representation in
classroom conversations. School
leaders—support LGBTQ+ affirming
spaces (e.g., GSAs).

• Researchers: Conduct research
on inclusive policies/practices
(i.e., diversity, equity, inclusion,
belonging initiatives) for minoritized
racial/ethnic groups.

Improve access to
suicide care

• Ensure mental health
insurance parity and
increase access to
mental health care

• Provide rapid and remote
access to help

• Mental health parity laws increase
mental health care utilization and
diagnoses for adolescents. Care
access is of concern although there
is limited research on the impact of
greater access on suicide rates.

• Usage rates of crisis lines (relative to
need) are low but some lines reach
otherwise underserved populations.
Reductions in distress or suicidal
ideation are observed following calls,
but there is no causal evidence of the
impact of crisis lines on suicide rates.
Counselor training and experience
contributes to better outcomes for
adult callers (there is no comparable
information for adolescents).

• Researchers: Conduct experimental
and quasi‐experimental studies on the
impact of increasing mental health care
on adolescent suicide rates.

• Researchers: Conduct quasi‐
experimental studies on the roll‐out of
crisis services across states. Given
national implementation of crisis lines,
study differences in implementation
across states and localities to guide
recommendations for best practices
and identify gaps in program design
and delivery.

6 | MORRIS‐PEREZ et al.
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TABLE 1 (Continued)

1. Strategy
domain 2. Prevention strategy

3. Summary review of findings from
past research

4. Recommendations for policymakers,
practitioners, program developers, and
researchers

Identify and
support young
people at risk

• Identify adolescents at
suicidal risk

• Invest in suicide
prevention efforts in
schools and youth‐
serving organizations

• Train adult gatekeepers
• Train peer gatekeepers
and change norms

• Suicide‐specific universal screening
is acceptable in medical settings,
identifies suicidal adolescents that
would be otherwise missed, does not
lead to more suicidal thinking, and
improves treatment initiation.

• The Garrett Lee Smith Memorial Act
of 2004 provided resources for a
broad range of youth suicide
prevention across settings in
communities and has been shown to
be effective. The STANDUP Act of
2021 offers suicide prevention
funding to schools to implement
effective programs.

• States vary in school district‐level
laws and there is large variation in
implementation at the district level.

• Training school personnel to identify
and refer adolescents in schools
increases adult knowledge and
confidence but not adolescent help‐
seeking.

• Training peers in schools is effective,
when aimed at recognizing signs and
helping friends seek support.
Effective programs leverage friend
networks through peer leaders.
Effective programs have not yet been
tested for impact on minoritized
LGBTQ+ or racial/ethnic groups.

• Programs focus on recognizing the
signs and connecting youth to care,
with inattention to adolescent needs
for identity, meaning‐making,
belonging/connectedness, and
“finding a life worth living.” Only some
programs permit youth to be involved
in the design of program activities.

• Policymakers and Practitioners: The
Joint Commission—update
recommendations to include universal
suicide risk screening for adolescents.
Centers for Medicare & Medicaid
Services (CMS) at the Department of
Health and Human Services—require
screening for suicide risk in pediatrics
and emergency departments as part of
routine care. Healthcare providers—
implement such screening practices.

• Policymakers and Practitioners:
Federal government—increase funding
for the Garrett Lee Smith Memorial
Grants and the Suicide Training and
Awareness Nationally Delivered for
Universal Prevention (STANDUP) Act
of 2021. Public health and school
district leaders—apply for such funding
and implement evidence‐based
practices.

• Policymakers and Practitioners: State
and local policymakers—fund and
monitor school district‐ and school‐level
implementation of state‐wide suicide
prevention laws. School district/school
leaders—ensure implementation of
such laws.

• Policymakers and Practitioners:
State and federal departments of
education—fund and encourage
implementation of evidence‐based
school youth‐focused programs, in
tandem with school staff training
programs. School district/school
leaders—implement such programs.

• Program Developers: Engage peer
leaders to spread messages of help‐
seeking as normative in schools, in
youth‐serving organizations, and on
social media.

• Program Developers: Develop
programs that address unique needs of
groups at high risk (e.g., Indigenous,
multi‐racial, LGBTQ+, and rural
adolescents). Also develop programs
for racial/ethnic minority youth for
whom there is limited programming.

• Program Developers: Develop
programs that support adolescent
needs for identity, meaning‐making,
belonging/connectedness, and hope.

• Program Developers: Involve youth
directly in the design of programs,
amplifying youth voice and giving youth
opportunities to take (positive) risks.

• Researchers: Test the impact of
effective peer programs on minoritized
racial/ethnic and LGBTQ+ adolescents
and in a wider set of school and
neighborhood contexts.

(Continues)
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effective (contrast that with nearly 100 middle and high
school social‐emotional learning programs reviewed by
Durlak et al., 2011). Moreover, programs do not
address adolescent needs for identity, meaning‐
making, belonging/connectedness and “finding a life
worth living,” and, thus, where we recommend program
development. Finally, successful programs have yet to
be tested with minoritized youth (i.e., racial/ethnic
minority and LGBTQ+ youth; although work is under-
way by our team and others (e.g., Goodwill, Guerrero
Vasquez, Wilcox, and Wyman), and research and
public discourse have largely ignored the higher suicide
risk of multiracial and bisexual youth, who may struggle
to “fit in” (Nishina & Witkow, 2020). Here, too, we
recommend program development and research.
Although funding for youth suicide has increased in
the last few years, only 14% of the annual $1.550 billion
in funding for youth mental health research through the
National Institutes of Health (2023), is allocated to
youth suicide. Increasing funding for youth suicide may
close these gaps.

We suggest layering approaches to ensure
repeated opportunities to reach struggling adoles-
cents by implementing strategies in medical settings,
communities, and schools.10 We are encouraged by
reductions in rates of suicide attempts and mortality
from the Garrett Lee Smith Memorial Grants that

combined increased access to services with greater
surveillance, awareness programming, and stigma‐
reducing strategies. No single strategy is likely to
move the needle in reducing adolescent suicide, but
a combination of layered strategies, with efficacious
treatment, might bring down rates of adolescent
suicide, addressing this public health priority.

In the next sections, we discuss in greater detail the
evidence behind prevention strategies that provide the
foundation for our recommendations.

Strategies to prevent suicide by
strengthening economic supports

Social inequity may confer suicide risk through
household instability, food insecurity, and other
forms of economic deprivation. The largest body of
work in this area has considered labor market
policies to address poverty (i.e., strengthening
household financial security).

Decades of research have documented poverty‐
related disparities across developmental outcomes
from early childhood to adolescence (Duncan & Brooks‐
Gunn, 1997; Duncan et al., 1998), with evidence for
causal links between increases in income and outcomes
for children by leveraging policies aimed to reduce

TABLE 1 (Continued)

1. Strategy
domain 2. Prevention strategy

3. Summary review of findings from
past research

4. Recommendations for policymakers,
practitioners, program developers, and
researchers

Lessen harms and
prevent
future risk

• Report and message
about suicide safely and
for prevention

• Intervene after a suicide
(postvention)

• Exposure to a suicide death is
associated with greater risk, and
national reporting guidelines reduce
such risks. Experimental research
points to the benefits of “positive,
action‐oriented messages.”

• Expert consensus guidelines detail
appropriate responses after a suicide
death. Yet guidelines are focused on
crisis response rather than longer‐
term grief support and are based on
very limited research.

• Program Developers: Develop
postvention strategies that support the
long‐term resilience of adolescents
who have experienced suicide loss.

• Researchers: Study promising
postvention efforts to refine existing
guidelines.

Data Infrastructure • Suicide‐related mortality data is
affected by the lack of universal
burden of proof and other standards
that result in underreporting.

• To date, research on youth suicide
trends has focused on individual‐
level characteristics (race/ethnicity,
gender identity) with less attention to
the context in which youth develop.

• Policymakers and Practitioners:
National Committee on Vital and Health
Statistics—create national standards
for suicide death classifications and
require workforce training to reduce
variation across place and persons.
Public health officials—ensure that
coroners and medical examiners
receive such training.

• Researchers: Build data systems for
real‐time analysis of suicide fatalities
and suicidal thoughts/behaviors, and
that permit examination of person‐,
place‐, and policy‐ characteristics in
tandem.

8 | MORRIS‐PEREZ et al.
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poverty (Duncan et al., 2011). While suicide risk is not
typically studied, outcomes such as internalizing and
externalizing behavior and self‐regulatory skills that are
associated with suicide risk are examined. Measures to
strengthen financial security have been shown to reduce
adult suicide rates in quasi‐experimental studies, but
have not been examined for adolescents (Dow
et al., 2020; Flavin & Radcliff, 2009). For example,
leveraging difference‐in‐difference models that control
for other state‐level differences, Dow et al. (2020)
demonstrated that the implementation of state‐level
policies that increased minimum wage or the Earned
Income Tax Credit lowered nondrug suicide rates for
adults with a HS diploma or less (e.g., increasing
minimum wage by 10% reduced nondrug suicides by
2.7%). Similarly, controlling for state social capital,
increasing state spending on transfer payments, medical
benefits, and family assistance is associated with
decreased state‐level adult suicide rates (Flavin &
Radcliff, 2009). For adolescents, parental education
(Chen et al., 2022) and socioeconomic status (Farrell
et al., 2019) are inversely associated with suicidal
ideation and attempts, but not deaths by suicide (Benny
et al., 2023; Braudt et al., 2019). Correlational evidence
on the role of income inequality in adolescent suicide
deaths is also mixed (Benny et al., 2023; Wadsworth
et al., 2014). While labor market policies may be
promising, there is no causal evidence yet that such
policies impact adolescent suicide outcomes. Additional
experimental and quasi‐experimental research is needed.

Strategies to prevent suicide by creating
protective environments

A key suicide prevention strategy is reducing access to
the means (i.e., methods) by which someone can take
their life. Reducing access to a “preferred” method for
suicide can reduce attempts and deaths for many, but
not all, suicidal individuals (Hawton, 2007; Yip et al.,
2012). Common individual‐based approaches include
safety planning with counseling for lethal means
restriction (Stanley & Brown, 2012) and counseling
with firearm safety devices on safe practices (Rowhani‐
Rahbar et al., 2016). We focus here on U.S.
population‐based approaches, but refer readers to
research on pesticide restrictions in Sri Lanka (Gunnell
et al., 2017; Knipe et al., 2017; Mann et al., 2021) and
limits to the size of packets for analgesic medication in
the U.K. (Hawton et al., 2004).

A commonly argued approach to lethal means
restriction is reducing access to firearms, given that
suicide attempts via firearms result in death 90% of the
time, substantially higher than fatality rates using other
methods (Conner et al., 2019; Shenassa, 2003).
Adolescent suicide rates are higher in states with
higher gun ownership, even after controlling for prior

suicide rates (Knopov et al., 2019), but data on the
causal impact of firearm safety programs (e.g., safe
storage programs) is more limited. Yet, some studies
show promise of gun regulations: the implementation of
restrictive licensing laws in D.C. resulted in reduction in
suicide (2.6 per month before the legislation to 2.0 per
month following), with no similar reduction in neighbor-
ing counties (Loftin et al., 1991) and firearm seizure
laws in Connecticut and Indiana resulted in reductions
in firearm suicide rates compared to matched control
states (7.5% reduction in Indiana; 1.6% reduction in
Connecticut immediately following the law but 13.7%
after the Virginia Tech shooting when enforcement was
increased; Kivisto & Phalen, 2018). Other countries
have more compelling research, such as Switzerland′s
efforts to reduce the size of its army; doing so removed
firearms from homes and resulted in reductions in
suicide deaths among young men using a comparative
interrupted time series design (Reisch et al., 2013).
Notably, a partial substitution effect is often detected in
which other means replace firearms. For example,
Kivisto & Phalen (2018) find that suicide reductions in
Connecticut (but not Indiana) are offset by nonfirearm
suicides; Reisch et al. (2013) find that 22% of the
reduction in firearm suicides were substituted. Even so,
reforms have typically been found to result in a net
decrease in suicides, and thus we recommend legisla-
tion for their implementation.

Two other approaches demonstrate the power of
public health approaches that guide our recommenda-
tions. First, careful trend analysis finds that the Clean
Air Act was associated with reductions in adult and
adolescent suicide deaths from the mid‐1970s to the
1990s, likely because the Act required the installation
of catalytic converters in cars, reducing carbon emis-
sions. By the early 1990s when most cars met new
emission standards, there were fewer deaths by
suicide via carbon monoxide poisoning (Mott et al.,
2002). Second, improvements in barriers and the
installation of nettings in places known for suicide
deaths by jumping has proved effective (see Pirkis
et al., 2013 for a review of nine such pre–post studies,
showing an 86% reduction in jumping suicides per year
at sites in which a barrier or netting was installed).
There is a modest increase in deaths by suicide at
nearby sites but not enough to offset the overall
benefits (that is, there is a modest “substitution” effect
resulting in a net 28% reduction in studied cities; see
Pirkis et al., 2013).

Strategies to prevent suicide by creating
accepting environments

Discrimination due to race/ethnicity, language, gender
identity, and sexual orientation may be associated
with increased risk of suicide for minoritized groups

SOCIAL POLICY REPORT | 9
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(Alvarez et al., 2022; Bailey et al., 2017; Hatzenbuehler,
2018; Wexler et al., 2009). While policies and practices
that support more accepting and inclusive environments
(e.g., diversity, equity, inclusion, and belonging efforts)
might mitigate these risks, research is lacking on the
impact of such policies on the suicidal thoughts and
behaviors of racial/ethnic minoritized adolescents. By
contrast, extensive research on policies and practices
for LGBTQ+ adolescents has been conducted, summa-
rized below.

Implementation of policies and practices to promote
protective school climates for LGBTQ+ youth are associ-
ated with decreased odds of LGB youth reporting suicidal
ideation and attempts (Hatzenbuehler et al., 2014;
Hatzenbuehler & Keyes, 2013; Meyer et al., 2019). These
include enumerated anti‐bullying policies that name
protections based on sexual orientation and gender
identity; professional development for school staff that
address LGBTQ+ student issues; LGBTQ+ designated
safe spaces (e.g., Gender and Sexuality Alliances); and
LGBTQ+ topics included in the curriculum (Russell
et al., 2010). Laws at the state level also matter: quasi‐
experimental evidence using state‐level difference‐in‐
difference models (that control for other state‐level
differences) demonstrates that when states passed laws
to permit same‐sex marriage (before federal protections),
there was a 7% reduction in the proportion of all high
school students reporting suicide attempts within the past
year, and a 14% reduction for LGB youth (Raifman
et al., 2017). State‐level anti‐LGBTQ+ legislation from
2015–2019 was associated with a small but statistically
significant increase in texts by adolescent LGBTQ+ youth
to suicide support lines in the weeks after such legislation
was proposed (Parris et al., 2021), although there is no
research on the impact of such legislation on suicide rates
or the impact of the current wave of anti‐LGBTQ+
legislation. In sum, policies at the school, school district,
state, and federal level that signal affirmation and
acceptance of minoritized LGBTQ+ adolescents mitigate
suicide risk for LGBTQ+ and, sometimes even, for all
students (Baams & Russell, 2021; Poteat et al., 2020;
Raifman et al., 2017; Walls et al., 2013) and thus we
recommend them as part of an adolescent suicide
prevention strategy.

Strategies to prevent suicide by improving
access to suicide care

Ensuring mental health insurance parity and
availability of mental health care

Key to treatment access is health insurance coverage
for mental health/suicide care. Research finds that
state‐level variation in the 1990s and early 2000s in the
passage of mental health parity laws that require health
insurance offer mental health benefits at parity with

physical health benefits resulted in reduced adult
suicide rates in those states (this was prior to the
passage of the Mental Health Parity and Addiction
Equity Act [MHPAEA] in 2008; Lang, 2013). Addition-
ally, the passage of MHPAEA resulted in a 2.8
percentage point increase in mental health care
utilization and a 1.2 percentage point increase in
diagnoses of anxiety for nonpoor adolescents (com-
paring adolescents in states without such laws prior to
MHPAEA with those in states with such laws using
difference in difference models; Li & Ma, 2020).

Barriers to mental health care are extensive and
include the stigma of help‐seeking, the high cost of
treatment, the scarcity of treatment relative to need,
and the lack of culturally‐competent services (Clement
et al., 2015; Gulliver et al., 2010). Yet, research on the
causal impact of care access on adolescent suicide
rates is limited. State‐level reductions in community
mental health services have been found to be
associated with increases in overall suicide rates
controlling for other state‐level characteristics (Hung
et al., 2020), but analyses are not youth‐specific. In a
cross‐sectional analysis of US mortality data from
2015–2016, youth suicide rates were associated with
county‐level mental health shortages, after adjusting
for county‐level characteristics, and this trend was
stronger in counties with higher proportions of
uninsured youth and youth living in households below
the poverty line (Hoffmann et al., 2023). The impact of
increasing mental health care, making such care more
affordable, and/or increasing the number of culturally‐
competent providers on adolescent suicide outcomes
has not been examined in experimental or quasi‐
experimental designs, and thus is among our research
recommendations. Even so, suicide prevention experts
and medical professionals support increasing the
number, affordability, and cultural competence of
mental health care providers in the service of address-
ing adolescent suicide (AAP/AFSP Blueprint, 2023).

Providing rapid and remote access to help

Crisis lines are designed to reduce current distress or
suicidal thinking and provide referrals to mental health
services (Gould et al., 2012). Crisis lines are an
important component of a comprehensive suicide
prevention strategy and are universally accessible,
available on a 24/7 basis, anonymous, and free
(Mathieu et al., 2021). In the United States, the
National Suicide Hotline Designation Act of 2020
established 988 as a 3‐digit number for the National
Suicide Prevention Lifeline in 2022 (now known as the
988 Suicide & Crisis Lifeline). The Lifeline is accessible
via call, text, or online chat 24/7 and comprises a
network of over 200 crisis centers across the country.
Callers, texters, and chatters are connected to a local
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crisis center with knowledge of mental health services
in the community or to another resource if a local center
is not available. Other crisis lines include: Crisis Text
Line (24/7 national support via text); Teen Line (support
from trained teenagers during evening via phone, text,
or email); The Trevor Project (24/7 call, text, and chat
services for LGBTQ+ youth); and Trans Lifeline (24/7
support via phone for trans and questioning individuals
of all ages, provided by trans peers). Crisis lines are
also available internationally.

Despite a strong rationale for crisis lines, a 2003 review
concluded that research was lacking on the efficacy of
crisis lines for youth (Gould et al., 2003). Researchers
made similar conclusions in recent systematic reviews of
suicide prevention lines for adults and youth (Hoffberg
et al., 2020) and crisis lines for youth (including but not
limited to suicide prevention lines; Mathieu et al., 2021).
Existing studies are generally descriptive rather than
experimental, the anonymous nature of calls makes it
difficult to conduct follow‐up, and only a small proportion of
crisis line users agree to complete surveys (e.g.,
22%–35% [Gould et al., 2006, 2022]). And, studies from
the early 2000s were conducted before text and chat
services became more widely available. Given the national
implementation of crisis lines, we recommend quasi‐
experimental research to guide best practices and identify
gaps in design and delivery.

Studies of awareness of lines are inconsistent, but
usage rates relative to need are low. The proportion of
adolescents aware of crisis lines can range widely (e.g.,
from 98% of high school students in New York [Gould
et al., 2006] to 30% of adolescents in a clinical setting in
Maryland [Crosby Budinger et al., 2015]). Studies con-
sistently show utilization rates only in the 2%–5% range
(Crosby Budinger et al., 2015; Freedenthal, 2010; Gould
et al., 2006), but there is evidence that media campaigns
can increase utilization (Freedenthal, 2010; Jenner et al.,
2010). Adolescent and adult crisis line users typically
identify as female (Gould et al., 2006; Mathieu et al., 2021;
Pisani et al., 2022), and rates appear lower among rural
versus urban populations (Mathieu et al., 2021; Thompson
et al., 2018). Text and chat, relative to phone, may be
especially appealing to adolescents (Haner & Pepler, 2016;
Mokkenstorm et al., 2017). One study of Crisis Text Line
users documented that 76% of texters were under 25,
nearly 80% were female, 8% identified as a gender
minority, and 48% identified as a sexual minority (Pisani
et al., 2022). These rates of sexual minority use of the
Crisis Text Line are high given adolescents calling a
LGBTQ+‐specific line have reported they were unlikely to
call a general line if the LGBTQ+‐specific line was not
available (Goldbach et al., 2019). Texters were racially and
ethnically diverse, with about half identifying as Black,
Indigenous, Latino/a/x/e, Asian, or multiracial. However,
the proportion of Black, Latino/a/x/e, and Asian texters
were lower than national figures, while the proportion of
multiracial texters were higher than national figures,

suggesting lines are an important resource for this latter
group. About 77% of texters were not receiving help from a
therapist or healthcare provider related to their current
crisis, and this was magnified among racial/ethnic minority
adolescents, suggesting that Crisis Text Line reaches an
otherwise underserved population. Key barriers to utiliza-
tion include shame, stigma, and lack of knowledge about
them (Gould et al., 2006; Mathieu et al., 2021).

Research documenting the effectiveness of crisis
lines examines change in distress or suicidal ideation
from the beginning to the end of the call as reported by
callers, counselors, or research staff or caller‐reported
outcomes a few weeks following the call (Hoffberg
et al., 2020; Mathieu et al., 2021). A study of
adolescents in Australia found that ratings of imminent
risk made by raters listening to call recordings
decreased from 48% to 7% from the start to the end
of the call (King et al., 2003). Studies of crisis text and
chat conversations in predominantly adolescent sam-
ples have shown decreases in suicidal ideation and
distress over the course of a call, with approximately
45% of suicidal texters/chatters reporting feeling less
suicidal, indicating that conversations were helpful for
many but not all users (Gould et al., 2021, 2022). A
small minority of texters/chatters (5%–7%) experience
worsening distress, and this proportion is slightly higher
among Black texters (Gould et al., 2022).

Although not specific to youth, studies have
documented the importance of counselor training,
experience, and employment status for better out-
comes of crisis calls, texts, or chats. One randomized
controlled trial with 18 call centers tested the impact of
Applied Suicide Intervention Skills Training (ASIST), a
training that focuses on connecting about suicide,
understanding choices, and developing a safety plan.
Callers who spoke with counselors trained in ASIST
reported feeling significantly less depressed, less
suicidal, less overwhelmed, and more hopeful com-
pared to callers who spoke with counselors who were
not ASIST‐trained (Gould et al., 2013). Descriptive
studies have documented that callers who speak with
more experienced counselors show greater reductions
in suicidal thinking during a call (Mishara et al., 2016),
and that calls with paid counselors are more likely to be
collaborative and less likely to result in noncollaborative
active rescues (i.e., where the counselor calls 911
without consent from the caller; Gould et al., 2016).

Strategies to prevent suicide by
identifying and supporting young people
at risk

Identifying adolescents at suicidal risk

Key to prevention is identifying those at risk for suicide.
Suicide risk screening through health care systems

SOCIAL POLICY REPORT | 11
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was identified a decade ago as part of the National
Strategy for Suicide Prevention′s Comprehensive
Approach (Office of the Surgeon General & National
Action Alliance for Suicide Prevention, 2012) and in
February of 2016, The Joint Commission published
Sentinel Event Alert 56 that required accredited
hospitals to screen patients for suicide (Horowitz
et al., 2020; Patient Safety Advisory Group, 2016). In
2019, a National Patient Safety Goal was issued to
screen patients for suicide ideation, but only for those
treated for behavioral health conditions (The Joint
Commission, 2019). While a majority of adolescents
who die by suicide were seen in the previous year by a
medical professional (77% based on 10 years of data in
hospitals across eight states), only 38% were specifi-
cally seen for mental‐health specific complaints
(Ahmedani et al., 2014). While many health care
providers screen for mental health concerns, nonsui-
cide specific tools (e.g., those for depression) appear to
miss some adolescents with suicidal thoughts (Kemper
et al., 2021; Lanzillo et al., 2017) and adolescents do
not appear to reveal suicidal thoughts and behaviors
unless asked about it directly (Patel et al., 2018).
Perhaps the most compelling case for screening in
nonpsychiatric contexts comes from “psychological
autopsy studies,” where records are reviewed and
interviews are conducted with families, friends, teach-
ers, and health care professionals of adolescents who
died by suicide. One study found less than half of 53
adolescents who died by suicide ever had contact with
psychiatric care (Marttunen et al., 1992); another found
only one‐fifth of 120 adolescents were evaluated by a
mental health professional in the three months prior to
their suicide (Shaffer, 1996).

Screening for suicide risk and asking about suicide
does not result in iatrogenic effects (i.e., asking about
suicide does not “put the idea in a child′s head”). Gould
et al. (2005) have demonstrated via an experimental
design that asking adolescents about suicidal thinking
does not make them more suicidal, with findings
confirmed in a later meta‐analysis across studies of
adolescents and adults (DeCou & Schumann, 2018).
On the contrary, youth with higher levels of depression
and with prior suicide attempts saw a modest reduction
in distress as a result of being screened for suicide risk
(Gould et al., 2005).

Researchers have validated a number of suicide
risk screening tools for adolescents (SAMHSA, 2020).
The Ask Suicide‐Screening Questions toolkit, publicly
available at the National Institute of Mental Health, is a
four‐item screen with questions about past week
suicidal ideation and lifetime suicidal behavior and
has been shown to identify suicidal adolescents
(Horowitz et al., 2012). The Columbia‐Suicide Severity
Rating Scale (C‐SSRS) assesses suicidal ideation and
behavior and has been shown to predict short‐term
suicidal behavior within high‐risk youth samples

(Conway et al., 2017; Gipson et al., 2015); a screening
tool has been developed from the research‐based
assessment (Posner et al., 2011; available at https://
cssrs.columbia.edu/). The Computerized Adaptive
Screen for Suicidal Youth (CASSY) uses an algorithm
to personalize screening using 24 clinical/psychosocial
“risk” questions while keeping administration time brief
(King et al., 2021). In pediatrician′s offices and
emergency departments, studies have demonstrated
the feasibility and acceptability of implementing suicide
risk screens, irrespective of presenting complaint
(Ballard et al., 2012; Horowitz et al., 2022; O′Mara
et al., 2012; Roaten et al., 2021).

Leading organizations now recommend suicide risk
screening starting at age 12 (see, e.g., AAP/AFSP
Blueprint, 2023 and the AAP Bright Futures Periodicity
Schedule for Preventive Care, 2022; note that the US
Preventive Services Task Force does not). Given the
evidence, we too recommend universal screening and
call on The Joint Commission and the Centers for
Medicare & Medicaid Services (CMS) to require
universal screening and health care providers to
implement it. We are not aware of any randomized
studies of screening alone on adolescent suicidal
behaviors. But according to a grade‐randomized trial
across 14 Pennsylvania schools, screening with a
depression tool with a single suicide item resulted in
greater identification of and treatment initiation for
youth at risk of suicide than the usual practice of
targeted referral for “suicide‐concerning” behavior
(Sekhar et al., 2022). And, suicide risk‐specific screen-
ing combined with brief interventions of risk assess-
ment, safety planning, and phone follow‐up was
associated with fewer suicide attempts in a phased
treatment study of adults in eight emergency depart-
ments (Horowitz et al., 2020; Miller et al., 2017).

Investing in suicide prevention efforts in
schools and youth‐serving organizations

At the federal level, President Bush signed into law the
Garrett Lee Smith Memorial Act (GLSMA) in 2004,
which continues today. The law provides federal
funding to states, tribes, and colleges for youth and
young adult suicide prevention activities across the
country on the largest scale to date. For adolescents, it
supports the implementation of suicide prevention and
early intervention strategies in schools, juvenile justice
systems, mental health programs, foster care systems,
and other youth‐serving organizations (Garrett Lee
Smith Memorial Act, 2003). The GLSMA distributes
funding for increased development and implementation
of community‐based suicide prevention programs;
improvement in access to substance use and mental
health services; expansion of surveillance of suicide‐
related outcomes; increased awareness of suicide as a
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public health problem; and development and imple-
mentation of strategies for reducing stigma associated
with services for mental health and suicide (Center for
Mental Health Services, & Office of the Surgeon
General, 2001). The GLSMA also mandates data
collection to monitor effectiveness, facilitates efforts at
quality assurance and policy development, and pro-
vides a basis tomodify programs (Goldston et al., 2010).
Two quasi‐experimental studies have demonstrated
that GLSMA reduced attempts and suicide mortality in
the counties where programs were implemented (God-
oy Garraza et al., 2015; Walrath et al., 2015) and
benefits persisted up to two years after (Godoy Garraza
et al., 2019). As such, we recommend increased
funding and implementation.

More recently, President Biden signed into law the
Suicide Training and Awareness Nationally Delivered
for Universal Prevention (STANDUP) Act of 2021
(STANDUP Act of 2021, 2021). STANDUP provides
federal funding and requires the Department of Health
and Human Services to give preference when awarding
grants to state, tribal, and local educational agencies
that plan to implement evidence‐based suicide aware-
ness and prevention training policies and to coordinate
with the Department of Education and the Department
of the Interior to provide educational agencies with best
practices for these policies. A recent study aligned
research on school‐based prevention programs with
STANDUP requirements to guide implementation
(Krantz et al., 2023). Given the efficacy of some
school‐based programs (see below), we recommend
increased funding for STANDUP.

At the state level, there is considerable variation in
suicide prevention‐related laws and recommendations
for school districts. These include training recommen-
dations or mandates for school staff; student education
regarding suicide; suicide hotline numbers printed on
ID cards; suicide prevention liaisons in schools;
required mental health training for parents by schools;
and other prevention, intervention, and postvention
recommendations (AFSP, 2020; The Trevor Project,
personal communication, January 17, 2023). Even
when states mandate suicide prevention policies, only
two‐thirds of districts within those states also mandate
policies (Piekarz‐Porter et al., 2019), and principals
and school psychologists report low awareness of their
state′s mandates (Lieberman & Poland, 2017; Smith‐
Millman & Flaspohler, 2019). Legislative advocacy and
dissemination efforts are needed at the state and
district level to ensure suicide prevention practices are
implemented.

Training adult gatekeepers

Gatekeeper programs train adults in schools or other
community settings to identify the signs of suicide, ask

adolescents directly about their suicidal thoughts and
behaviors, and refer adolescents to formal care when
needed (Mo et al., 2018; Singer et al., 2019). Most
school personnel are not mental health providers (Scott
et al., 2021) and teachers are not trained to provide
mental health treatments. However, teachers and other
school staff are positioned to identify warning signs and
encourage adolescents to seek care because they
interact regularly with adolescents, and a majority of
struggling adolescents are not yet in mental health care
(Hom et al., 2015).

Gatekeeper programs are one of the most common
programs funded through the GLSMA. Also, as of
October 2023, 21 states have passed The Jason Flatt
Act, which requires teacher suicide awareness and
prevention training (The Jason Foundation, 2023). One
common gatekeeper program, Question, Persuade,
Refer (QPR), involves 1–2 hours of online or in‐person
training on rates of suicide, risk factors, warning signs,
and protocols for how to ask a student about suicide,
persuade a student to get help, and refer a student for
help. Kognito offers a 1‐hour online simulation in which
adults learn about signs of distress, motivational
interviewing techniques to approach adolescents, and
how to refer adolescents to mental health support.
Applied Suicide Intervention Skills Training (ASIST) is a
2‐day training for adults in three phases: connecting
with suicide (i.e., asking about suicide); understanding
choices (i.e., asking about reasons for dying, ambiva-
lence about dying, reasons for living); and assisting life
(i.e., developing a safety plan).

Gatekeeper programs have been shown to build
awareness of suicide, knowledge, and self‐efficacy to
intervene with suicidal adolescents, but they have not
consistently led to changes in adults′ behaviors or
referrals, or adolescents′ suicidal thoughts and behav-
iors (Mo et al., 2018). For example, a randomized
controlled trial of QPR in 32 Georgia middle and high
schools found moderate to large positive effects on
knowledge and efficacy, but no impact on identification
of suicidal students or referrals (Wyman et al., 2008).
QPR increased teachers′ asking about suicide, but
only among teachers who were already having
conversations with adolescents about suicide prior
to the training (Wyman et al., 2008). A quasi‐
experimental study of ASIST with approximately 150
K‐12 school staff found that the program increased
knowledge about suicide and skills, as well as comfort
and confidence responding to adolescents at risk of
suicide (Shannonhouse et al., 2017). However, the
study did not examine effects on adults′ actual
behavior, referrals, or adolescents′ suicidal thoughts
and attempts. A pre/post study of 781 K‐12 teachers
who completed the Kognito gatekeeper training found
improvements in self‐efficacy and likelihood of inter-
vening with at‐risk adolescents, but no effect on
referrals (Robinson‐Link et al., 2020).
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Given limited evidence that gatekeeper programs
increase referrals and reduce suicidal thoughts and
behaviors, these programs may be most effective when
combined with programs involving adolescents directly
(Mo et al., 2018; Wyman et al., 2008). Indeed, one
program that has been shown to reduce adolescents′
suicidal thoughts and behavior, Signs of Suicide (SOS),
combines adult gatekeeper training with screening and
youth‐focused training (see longer discussion below;
Aseltine & DeMartino, 2004; Schilling et al., 2016).
Further evidence comes from quasi‐experimental
studies documenting reductions in suicide rates in
counties implementing GLSMA programs, which com-
monly included gatekeeper trainings as one component
strategy (Godoy Garraza et al., 2019; Walrath et al.,
2015). Research has not examined gatekeeper pro-
grams across settings or subgroups, and questions
remain about the cultural relevance for some groups
(e.g., Indigenous populations; Wexler et al., 2015).

Training peer gatekeepers and changing
norms

Student‐facing school‐based suicide prevention mod-
els build from developmental research on peer
influence in adolescence (Nelson et al., 2005;
Steinberg, 2015) and peers′ role as trusted confi-
dantes and as key sources of norm‐setting (Kallgren
et al., 2000; Lapinski & Rimal, 2005). Adolescents are
often the first to learn of a peer′s suicidal thinking
(Klimes‐Dougan et al., 2013; Ross, 1985), and thus
are “first lines of defense” in connecting adolescents
to care and preventing suicide deaths.

Between 2000 and 2020, “skill‐based” programs
emerged in schools that teach adolescents how to
recognize warning signs, talk to a peer about mental
health and help‐seeking, and tell a responsible adult.
SOS (Aseltine & DeMartino, 2004; Aseltine et al., 2007;
Schilling et al., 2016) offers awareness training for staff
and students using school‐based mental health profes-
sionals and health teachers trained by program
experts, combined with screening for suicide and
depression, and trains students to seek adult help for
themselves or a friend. SOS (Aseltine et al., 2007;
Aseltine & DeMartino, 2004; Schilling et al., 2016)
increases knowledge, changes attitudes about suicide,
and reduces suicide attempts at 3 months, but has no
effect on suicidal ideation or help‐seeking for oneself or
a friend (and there is no study of longer‐term follow‐up
on attempts). Youth Aware of Mental Health (YAM;
Wasserman et al., 2015) trains 14–16‐year‐old stu-
dents with role‐play and interactive lectures about how
to handle conflict; address feelings, stress, and crisis;
and manage depression and suicidal thoughts
(Wasserman et al., 2010). YAM was shown to reduce
suicide attempts and severe suicidal ideation at 12 but

not 3 months follow‐up across 10 European countries
(Wasserman et al., 2015). The program has demon-
strated initial feasibility and acceptability in the United
States (Lindow et al., 2020) and shows promise in
changing student help‐seeking behaviors, mental
health literacy, mental health stigma, anxiety, and
depressive symptoms in a pre‐post study in Montana
and Texas (Lindow et al., 2020; Trivedi et al., 2022).
Other programs improve knowledge and awareness
about suicide, with some also improving adolescents'
comfort and ability in intervening with a suicidal peer
(Hart et al., 2020; Katz et al., 2013; Singer et al., 2019;
Surgenor et al., 2016). But, some programs remain
untested (Singer et al., 2019), impacts on helping skills
and suicide attempts are rare, and information on
impacts on racial/ethnic and LGBTQ+ youth is
nonexistent.

Given the role peer networks play in shaping
health behaviors, there has been an interest in “social
network interventions” that utilize peer networks to
change norms (Hunter et al., 2019; Shelton et al.,
2019; Valente, 2012; Valente et al., 2015). Norms
may facilitate or discourage help‐seeking behaviors
(Kallgren et al., 2000; Lapinski & Rimal, 2005). Social
network interventions focusing on shifting norms have
shown promise in improving social‐emotional and
health outcomes for young adults and adolescents
(Amirkhanian et al., 2003; Kelly, 2004; Paluck et al.,
2016), and is an area in which we recommend
program development.

The most promising programs that leverage social
networks to change norms are Sources of Strength
(SoS; Wyman et al., 2010) and Directing Change
(Ghirardelli & Bye, 2016; Morris‐Perez & Abenavoli,
2022), albeit only SoS has substantial evidence of
efficacy to date. SoS trains adult advisors and peer
leaders to promote coping and connectedness via
student‐designed messaging activities. SoS has been
found to improve (a) peer leaders′ suicide perceptions,
expectations that adults would help suicidal peers,
and support for suicidal peers, and (b) all students′
help for suicidal peers and their own help‐seeking
(Wyman et al., 2010). In Directing Change, students
create 30‐ or 60‐second films on mental health/suicide
prevention. Directing Change is implemented through
a statewide film contest for California youth, as well as
a school‐based “mini‐grant” program where classes or
clubs create films and host a screening event for the
school community. In a matched‐comparison study,
the statewide film contest increased knowledge and
skills and changed attitudes and behaviors related to
mental health and suicide (Ghirardelli & Bye, 2016).
A cluster randomized controlled trial to evaluate the
mini‐grant program is ongoing (Morris‐Perez &
Abenavoli, 2022) and will test impacts on Latino/a/x/e
and LGBTQ+ youth for whom information is lacking about
youth‐focused prevention.
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Given the strength of the evidence, we recommend
funding and implementation of efficacious youth‐
focused programs, in tandem with school staff training
programs. We also recommend program development
and research of such programs on minoritized racial/
ethnic and LGBTQ+ youth.

Strategies to prevent suicide by lessening
harms and preventing future risk

Reporting and messaging about suicide
safely and for prevention

Extensive research has identified iatrogenic effects of
media reporting about suicide, with a meta‐analysis of
such studies showing a modest increase in suicide
rates following the reporting of celebrity deaths
(Niederkrotenthaler et al., 2020). Effects are strongest
among people with identities akin to the person who
died by suicide, and it is not clear if effects are youth‐
specific. There is also some data on increasing
suicides following fictional portrayals using interrupted
time series designs (e.g., 13 Reasons Why; Bridge
et al., 2019; Niederkrotenthaler et al., 2019). These
observations led to guidelines for suicide reporting to
avoid the so‐called “Werther”11 effect. The US guide-
lines, initially released a decade ago (National Action
Alliance for Suicide Prevention, 2022) and similarly put
forth by the World Health Organization & International
Association for Suicide Prevention (2017), make
concrete recommendations regarding suicide report-
ing, including (a) not using the term “committed;” (b) not
detailing suicide methods; (c) not sensationalizing
events around suicides; and (d) not placing suicide
stories prominently. While U.S. data is scarce, these
guidelines have led to more responsible reporting of
suicides internationally and, in Austria, have resulted in
reduced suicides (Niederkrotenthaler & Sonneck,
2007). In Australia, #chatsafe was co‐developed with
youth (Robinson et al., 2018), offering social media
guidelines about how to share suicidal thoughts,
communicate with someone struggling, and develop
and share memorial websites.

Less attention has been paid to the benefits of
media reporting when combined with messages
of successful coping (the “Papageno”12 effect;
Niederkrotenthaler et al., 2010). Randomized trials
demonstrate that exposure to positive coping mes-
sages through films and media can reduce suicidal
ideation and increase protective factors (Arendt
et al., 2016; Till et al., 2015, 2017). Media stories
of hope and recovery pooled across randomized
studies have been found to causally reduce suicidal
ideation for individuals at risk, but not increase help‐
seeking intentions (Niederkrotenthaler et al., 2022).
Studies of youth are less common, but in a

randomized classroom design in schools implement-
ing Sources of Strength, positive‐themed communi-
cations by peer leaders about their own healthy
coping improved classroom‐wide help‐seeking,
rejecting codes of silence, and perceptions the
school has adults to help suicidal students (Petrova
et al., 2015). These findings are consistent with
recommendations to include “positive, action‐
oriented messages” in media messaging (National
Action Alliance for Suicide Prevention, 2022).
Guidelines also recommend the inclusion of infor-
mation about crisis resources.

Intervening after a suicide (postvention)

For every suicide death, approximately 135 people are
exposed (Cerel et al., 2019). To address the needs of
these “suicide loss survivors,” national guidelines for
postvention were developed by the Survivors of Suicide
Task Force (2015), and put forth by the National Action
Alliance in 2015. These were developed out of expert
consensus by field leaders and provide guidance for
responding to individuals after a suicide death, given the
risks associated with losing someone to suicide (Jordan
& McIntosh, 2011; Pittman et al., 2014). For adoles-
cents, there has been a particular concern of “clustering”
of suicides through “social transmission” (Abrutyn &
Mueller, 2014; Gould et al., 1989; Randall et al., 2015),
when a greater than expected number of suicides occur
in a closed community. As a result, guidelines in schools
for “postvention best practices” were created by AFSP
and the Suicide Prevention Resource Center (AFSP and
SPRC, 2018), offering recommendations for communi-
cating and supporting students who lose a fellow student
to suicide, including how to speak with students and
handle memorials. While based on extensive practice
experience, guidelines are based on very few studies
(Williams et al., 2022) and focus on “crisis” intervention
rather than longer‐term grief support. Research is
needed to strengthen these guidelines and extend them
to longer‐term postvention; program development in this
area is also needed.

Data infrastructure

Publicly available, suicide‐related surveillance data are
collected from two sources: (a) the CDC Web‐based
Injury Statistics Query and Reporting System (WIS-
QARS) for annual fatality data, often with 1–2‐year
delays (CDC, 2023a); and (b) the Youth Risk Behavior
Surveillance System (YRBSS) for nationally represent-
ative information on suicidal thoughts, plans, and
attempts self‐reported by high‐school aged adoles-
cents biannually (CDC, 2023b). See Appendix A for a
descriptive analysis of these data.
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Suicide‐related mortality data is affected by the lack
of universal burden of proof standards that result in
underreporting. Underreporting of suicide deaths can
occur due to the lack of consistency in statewide: (a)
burden of proof standards and definitions of suicide; (b)
training of death scene investigators, coroners, and
medical examiners; and (c) resource and infrastructure
constraints in the completion of autopsies and review of
available evidence (Stone et al., 2017). Underreporting
is especially an issue for minoritized individuals
(Rockett, 2010; Rockett et al., 2010) and LGBTQ+
identity is not routinely recorded (see Appendix A).
Needed are national standards for burden of proof and
training of the workforce to reduce variation across
geography and to address bias in the underreporting of
suicide deaths among racial/ethnic and LGBTQ+
minoritized groups.

To date, analyses of youth suicide trends have
focused on individual‐level characteristics (e.g., race/
ethnicity) with less attention to the context and policy
landscapes in which youth develop. Approaches which
bring together real‐time publicly‐available administra-
tive data at national, state, and district levels to better
identify trends in adolescent suicidality, place‐based
factors that contribute to these trends, and policy levers
for altering them have the potential to offer new
solutions for adolescent suicide prevention.

Recommendations for policymakers,
practitioners, program developers, and
researchers

We offer recommendations for: (a) policymakers and
practitioners, (b) program developers, and (c) re-
searchers. We note that reducing adolescent suicide
at the population level will likely require a layering of the
strategies below.

For policymakers and practitioners

Given the strength of the research evidence, we
recommend the following for federal, state, and local
policymakers and practitioners:

• We recommend that state‐level policymakers restrict
access to firearms via regulations and safe storage;
public health officials implement firearm safe storage
programs and build barriers on buildings/bridges;
public health officials and health care providers
distribute lockboxes for medications; and the Con-
sumer Product Safety commission enact regulations
that restrict the size of bottles for lethal over‐the‐
counter medications. Research has demonstrated
the power of restricting access to the methods by
which someone can attempt suicide. Restricting

licensing of firearms and firearm seizure laws have
been shown to reduce suicide rates (Kivisto &
Phalen, 2018; Loftin et al., 1991; Reisch et al., 2013);
safe storage of firearms may be similarly effective
(although research is limited). Barriers and netting on
buildings and bridges reduce deaths by suicide in
places that are known for suicide attempts, despite
modest substitution effects (Pirkis et al., 2013).
Reducing pill packaging for lethal analgesic medica-
tions has been shown to be effective in the U.K.
(Hawton et al., 2004) and likely would be similarly
effective in the U.S.

• We recommend that state‐level policymakers protect
and implement strategies that treat LGBTQ+ youth
equally and affirm LGBTQ+ identities (e.g., maintain
same‐sex marriage laws, protect affirming school
environments/safe spaces for LGBTQ+ youth); state
policymakers and school district/school leaders fight
anti‐LGBTQ+ legislation, policy, and practices that
limit access to medical care, sports, representation
in classroom conversations; and school leaders
support LGBTQ+ affirming spaces (e.g., GSAs).
Research has shown that LGBTQ+ accepting polic-
ies reduce adolescent suicide rates (Hatzenbuehler
et al., 2014; Hatzenbuehler & Keyes, 2013; Meyer
et al., 2019; Raifman et al., 2017); these efforts
should be protected and implemented across states
and the federal government. Bills targeting access to
gender‐affirming care and participation in sports
have been introduced and, in some cases, passed,
as have curricular bans limiting conversations and
books about sexual orientation and gender identity
(GLAAD, 2023), contributing to structural stigma
(Hatzenbuehler, 2016, 2018) and, in turn, suicide
risk among LGBTQ+ adolescents.

• We recommend that The Joint Commission update
its recommendations to include universal suicide risk
screening for adolescents; the Centers for Medicare
& Medicaid Services (CMS) at the Department of
Health and Human Services require screening for
suicide risk in pediatrics and emergency depart-
ments as part of routine care; and health care
providers implement such screening practices. The
AAP recommends that pediatricians screen for
suicidal ideation and planning for adolescents
beginning at age 12 (AAP/AFSP Blueprint, n.d.; the
AAP Bright Futures Periodicity Schedule for Preven-
tive Care, 2022; Foy et al., 2019). Screening
adolescents for suicide risk directly (and not simply
for mental illness) identifies youth who would other-
wise not be identified (Kemper et al., 2021; Lanzillo
et al., 2017). There are a number of brief tools for
screening for suicide risk and suicide risk screening
in medical settings has been found to be acceptable
by parents and youth alike (Ballard et al., 2012;
Bradley‐Ewing et al., 2022; Horowitz et al., 2022).
Adolescents who screen positive can be referred for
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evaluation and, if warranted, connected to mental
health care (thus, clinical care pathways should be
articulated as part of risk screening implementation;
AAP/AFSP Blueprint, nd).

• We recommend that the federal government
increase funding for the Garrett Lee Smith Memorial
Grants that provide funding to communities for
suicide prevention activities in youth‐serving organi-
zations and the Suicide Training and Awareness
Nationally Delivered for Universal Prevention
(STANDUP) Act of 2021 that offers suicide preven-
tion funding to schools to implement effective
programs. We also recommend that public health
and school district leaders apply for such funding and
implement evidence‐based practices. The Garrett
Lee Smith grants have been shown to be effective in
reducing suicide rates by providing resources for a
range of youth suicide prevention activities in
communities (Godoy Garraza et al., 2015, 2019;
Walrath et al., 2015). Increasing investment in these
grants and in STANDUP funding (given efficacious
school‐based youth‐focused programs) is likely to
result in reduced suicide rates.

• We recommend that state and local policymakers
fund and monitor school district‐ and school‐level
implementation of state‐wide suicide prevention laws
and that school district/school leaders ensure imple-
mentation of such laws. The majority of states have
laws that require districts and/or schools to adopt
policies mandating that some or all school staff
members receive suicide prevention training
(AFSP, 2020; The Trevor Project, personal commu-
nication, January 17, 2023). Even so, districts and
schools need funding in order to effectively imple-
ment these policies. Given that many principals are
unaware of suicide prevention policies on the books
(Lieberman & Poland, 2017; Smith‐Millman &
Flaspohler, 2019), policymakers need to fund these
laws, communicate about them, and monitor their
implementation. School leaders need to ensure their
implementation.

• We recommend that the state and federal Depart-
ments of Education fund and encourage implemen-
tation of evidence‐based school youth‐focused pro-
grams, in tandem with school staff training programs,
and that school district/school leaders implement
such programs. Most commonly, schools train staff in
suicide prevention, a strategy shown to be effective
at increasing adult knowledge but insufficient for
changing adolescent help‐seeking (Mo et al., 2018).
Training youth in schools is effective, when aimed at
recognizing signs and helping friends seek support
(Schilling et al., 2016; Wasserman et al., 2015).
Effective programs also leverage friend networks
(Wyman et al., 2010). State and federal Departments
of Education should increase funding and encourage

implementation of these youth‐focused suicide pre-
vention programs in order to reduce adolescent
suicide rates; school leaders should implement these
strategies.

• We recommend that the National Committee on
Vital and Health Statistics (NCVHS) create national
standards for suicide death classifications and
require workforce training to reduce variation across
place and persons that can lead to underreporting
for minoritized racial/ethnic and LGBTQ+ groups.
We also recommend that public health officials
ensure that coroners and medical examiners
receive such training. Suicide‐related mortality data
is affected by lack of universal burden of proof
standards (Stone et al., 2017) and LGBTQ+ identity
is not routinely recorded. The standardization of
suicide death reporting and workforce training that
reduces bias in the reporting of suicide deaths
would allow for a greater understanding of adoles-
cent suicide fatalities.

For program developers

Given gaps in programming, we recommend that those
who develop programs:

• Engage peer leaders to spread messages of help‐
seeking as normative in schools, in youth‐serving
organizations, and on social media. By acknowledg-
ing the power of peer influence (Nelson et al., 2005;
Steinberg, 2015), program developers can extend the
reach of suicide prevention programs and messages.
Peer leaders can model help‐seeking as normative.

• Develop programs that address unique needs of
groups at high risk (e.g., Indigenous, multi‐racial,
LGBTQ+, and rural adolescents). Also develop
programs for racial/ethnic minority youth for whom
there is limited programming. There is very limited
research to guide practice for groups at high risk (e.g.,
Indigenous, multi‐racial, LGBTQ+, and rural adoles-
cents) and for racial/ethnic minority adolescents (for
whom rates are rising and there is a relative dearth of
programming; Miranda & Jeglic, 2022). Activities in
which students can find solidarity in sharing experi-
ences of hardship and oppression may prove fruitful
(Wexler et al., 2009), but are not yet well tested.

• Develop programs that support adolescent needs for
identity, meaning‐making, belonging/connectedness,
and hope for the future. Existing youth‐focused
strategies focus on recognizing suicidal signs and
connecting youth to care, without attention to adoles-
cent needs for identity, hope, meaning‐making, and
“finding a life worth living.” These are key tasks of
adolescence (Erikson, 1968). After school activities
and affinity groups can nurture a sense of identity and
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belonging that can be protective in mitigating stigma
and increasing help‐seeking (Areba et al., 2021; Day
et al., 2019; Whitaker et al., 2016).

• Involve youth directly in the design of programs,
amplifying youth voices and giving youth opportunities
to take (positive) risks. Youth‐driven programs draw
naturally from adolescent experiences navigating iden-
tity, authority, or resistance (Ginwright & Cammarota,
2006). Exemplified in a few promising programs
(Ghirardelli & Bye, 2016; Robinson, Hill et al., 2018;
Wyman et al., 2010), such programs offer youth
autonomy in the design and content of prevention
activities. More such programming is needed.

• Develop postvention strategies that support the long‐
term resilience of adolescents who have experienced
the loss of a peer or family member to suicide. The
AFSP and the Suicide Prevention Resource Center
have developed postvention best practices to sup-
port students who have lost a fellow student to
suicide (AFSP and SPRC, 2018). Program develop-
ers can build on these guidelines to create programs
that also provide longer‐term grief support.

For researchers

Given gaps in research evidence, we recommend
greater federal funding for research in adolescent
suicide, and that researchers:

• Conduct experimental and quasi‐experimental
research on the impact of economic policies to
reduce poverty on adolescent suicide death and
attempt rates. Research has shown that strengthen-
ing financial security through strategies like the
Earned Income Tax Credit and the minimum wage
reduce overall (adult) suicide rates (Dow et al., 2020;
Flavin & Radcligg, 2009), but these have not been
tested for adolescents. Evidence for adolescence is
descriptive and mixed (Benny et al., 2023; Braudt
et al., 2019; Farrell et al., 2019)

• Conduct research on inclusive policies and practices
(i.e., diversity, equity, inclusion, and belonging initia-
tives) for minoritized racial/ethnic groups (Black, Latino/
a/x/e, Indigenous, and Asian/Pacific Islander adoles-
cents). While research has shown that LGBTQ+
accepting policies reduce suicide rates among young
people (Hatzenbuehler et al., 2014; Hatzenbuehler &
Keyes, 2013; Meyer et al., 2019; Raifman et al., 2017),
we do not know the same about inclusive policies (e.g.,
diversity, equity, inclusion and belonging initiatives) for
racial/ethnic minority adolescents (Lindsey, personal
communication, August 3, 2023).

• Conduct experimental and quasi‐experimental stud-
ies on the impact of increasing mental health care on
adolescent suicide rates. Barriers to mental health
care (Clement et al., 2015; Gulliver et al., 2010) are

extensive, and there is widespread support for
increasing access to care and culturally‐competent
care, specifically (AAP/AFSP Blueprint, n.d.). Yet,
research on the causal impact of care access on
adolescent suicide rates is limited; experimental and
quasi‐experimental studies can provide information
about which aspects of care access make the
greatest difference for adolescent suicide rates.

• Conduct quasi‐experimental studies on the roll‐out of
crisis services across states. Study differences in
implementation across states and localities to guide
recommendations for best practices and identify
gaps in program design and delivery. Phone and
text crisis services have been shown to be associ-
ated with reductions in distress among callers who
agree to be surveyed (Gould et al., 2021, 2022; King
et al., 2003), but there is little by way of causal
evidence on the impact of crisis services. Variation in
the timing, extent, and features of crisis services
across states could offer information about key
aspects of crisis services. State‐level variation in
implementation approach, quality, and reach could
guide implementation.

• Test the impact of effective peer gatekeeper pro-
grams on minoritized racial/ethnic and LGBTQ+
adolescents and in a wider set of school and
neighborhood contexts. There are only a few
programs with evidence of efficacy (Schilling
et al., 2016; Wasserman et al., 2015; Wyman
et al., 2010) and these programs have not examined
how impacts differ across racial/ethnic groups or for
LGBTQ+ vs. non‐LGBTQ+ adolescents. It is critical
to understand whether these programs are effective
for these minoritized groups and how these pro-
grams should be adapted to best serve them.

• Study promising postvention efforts to refine existing
guidelines. Postvention guidelines exist (AFSP &
SPRC, 2018), but these are grounded in practice
experience rather than empirical evidence. Quantita-
tive and qualitative research is needed to test the
short‐ and long‐term impacts of postvention pro-
grams on adolescents.

• Build data systems for real‐time analysis of suicide
fatalities and thoughts and behaviors, and that permit
examination of person, place, and policy character-
istics in tandem. A data system would permit
identification of the places where progress has been
made. State suicide prevention centers could find
communities that “looked like theirs” in terms of
racial/ethnic demographics and geography, to try
new ideas locally. Administrative data across
national, state, and school‐district levels could
allow identification of trends in suicidal behaviors,
place‐based factors like income inequality or school
characteristics that contribute to these trends, and
policy levers for altering them, offering new solutions
for adolescent suicide prevention.
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CONCLUSION

The high rates of suicidal thoughts and attempts among
adolescents are undeniable markers of adolescents′
psychological distress. With the information in this
Social Policy Report, we present policymakers, practi-
tioners, program developers, and researchers with
information about what is known about adolescent
suicide prevention, where gaps exist, and strategies for
forging a path forward in the service of reducing rates
of adolescent suicide (See Box 2 for further resources
on this topic). In short, we offer a strategic vision for
adolescent suicide prevention.
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ENDNOTES
1 The Joint Commission is a not‐for‐profit organization that
accredits and certifies health care organizations and sets
standards for health care. See www.jointcommission.org.

2 To date, youth‐focused programs with the strongest evidence of
efficacy are: Signs of Suicide, Sources of Strength, and Youth

BOX 2 Resources for further information

AAP/AFSP Blueprint (2023). Suicide: Blueprint
for Youth Suicide Prevention. https://www.aap.
org/en/patient-care/blueprint-for-youth-suicide-
prevention/

Ackerman, J. P., & Horowitz, L. M. (2022). Youth
Suicide Prevention and Intervention. Cham,
Switzerland: Springer Nature. https://doi.org/10.
1007/978-3-031-06127-1

American Foundation for Suicide Prevention
(AFSP): A national organization that supports
those affected by suicide, educates the public
about suicide, and funds research on suicide.
www.AFSP.org

American Foundation for Suicide Prevention, &
Suicide Prevention Resource Center. (2018).
After a suicide: A toolkit for schools (2nd ed.).
Waltham, MA: Education Development Center.

Centers for Disease Control and Prevention
(CDC): A national public health organization,
supports states, tribes, territories, and other
organizations in using data and science to
implement effective suicide prevention strate-
gies. www.cdc.gov/suicide

Erbacher, T. A., Singer, J. B., & Poland, S.
(2014). Suicide in schools: A practitioner′s guide
to multi‐level prevention, assessment, interven-
tion, and postvention. New York: Routledge.

Miranda, R., & Jeglic, E. L. (2022). Handbook
of Youth Suicide Prevention. Cham, Switzer-
land: Springer Nature. https://doi.org/10.1007/
978-3-030-82465-5

National Action Alliance: National Action Alliance
for Suicide Prevention offers guidelines for
reporting on suicide. https://theactionalliance.org/
resource/recommendations-reporting-suicide

National Institute of Mental Health (NIMH):
Supports research on adolescent suicide, sui-
cide prevention, and intervention. www.nimh.
nih.gov/health/topics/suicide-prevention

Suicide Prevention Resource Center (SPRC):
The federally supported resource center
devoted to advancing the implementation of
the National Strategy for Suicide Prevention.
States Suicide Prevention Centers submit their
suicide prevention plans to SPRC and program
developers submit programs for “evidence‐
based” practice. www.SPRC.org

Survivors of Suicide Loss Task Force. (2015).
Responding to grief, trauma, and distress after
a suicide: U.S. National Guidelines. National
Action Alliance for Suicide Prevention. https://
www.sprc.org/resources-programs/responding

The Trevor Project A nonprofit whose mission is
to “end suicide among lesbian, gay, bisexual,
transgender, queer, and questioning young peo-
ple.” They provide crisis resources, information,
and conduct research. www.thetrevorproject.org

Zero Suicide: An approach to improve suicide
care within health and behavioral health sys-
tems through a system‐wide, organizational
commitment to safer suicide care. https://
zerosuicide.edc.org/
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Aware of Mental Health. Research on other programs (e.g.,
Directing Change) is ongoing. See section on “Training Peer
Gatekeepers and Changing Norms.”

3 We focus on suicide, rather than a larger set of mental health
conditions and behaviors, recognizing that many of those who die
by suicide have co‐occurring mental health conditions (Arsenault‐
Lapierre et al., 2004).

4 We provide detail on study designs in our review. Given the
difficulty of randomized designs for population‐based strategies,
we base policy and practice recommendations also on compara-
tive difference‐in‐difference/interrupted time series designs that
compare changes in outcomes over time between a group
subject to a policy/practice change and those that are not
(Hallberg et al., 2018; Wing et al., 2018). These designs control
for differences across place, but do not account for policy/practice
changes that occur simultaneously with the studied policy/
practice change.

5 Sometimes referred to as primary prevention or Tier 1, to
support the full population of adolescents, rather than selected
or indicated prevention approaches (secondary or Tier 2 and
tertiary or Tier 3) to support adolescents at risk of suicide, or with
suicidal thoughts or behavior, respectively (Miller et al., 2009;
Singer et al., 2019). As a result, we do not address family‐
focused approaches here that are typically selected or indicated
approaches.

6 This attention has led to a number of mental health treatment
strategies with some evidence of efficacy for youth (e.g., DBT‐A:
McCauley et al., 2018; CBT‐SP: Stanley et al., 2009; SAFETY:
Asarnow et al., 2017; YST‐II: King et al., 2009; for a review see
Busby et al., 2020; Itzhaky et al., 2022; SAMHSA, 2020; Witt
et al., 2021).

7 Focusing on universal prevention is also in line with the
“prevention paradox”, that recognizes that a large number of
people at low risk can later result in more cases of a “disease”
than a small number of people at high risk (Greenberg &
Abenavoli, 2017; Rose, 1992).

8 For other reviews that aggregate effects and/or focus on specific
contexts (schools), see Brann et al., 2021; Krantz et al., 2023;
Robinson et al., 2018; Singer et al., 2019.

9 In our taxonomy, we distinguish between strategies that
“create accepting environments” from those that “create
protective environments” given separate literatures on each.
Also, all school‐based suicide prevention programs are
discussed in a single category of “identify and support young
people at risk,” to facilitate comparisons between them
(although we do discuss the ways in which these programs
also “promote healthy connections” and “teach coping and
problem‐solving skills,” separate categories in CDC, 2022b).
Finally, we supplement the CDC taxonomy with a category on
data infrastructure.

10 Consistent with notions of system‐wide risk and protection (a
“swiss cheese model”) as developed by Reason (1990, 2000) to
study defenses, barriers, and safeguards in “error management”
of organizations (e.g., nuclear aircraft carriers and power plants,
air traffic control centers).

11 The “Werther” effect is named for the finding that a number of
young men of similar age to the protagonist in Goethe′s novel The
Sorrow of Young Goethe took their life following the publication of
the book in 1774.

12 The “Papageno” effect is named after Mozart′s Magic Flute.
13 The YRBSS was established by the CDC to monitor health

behaviors among adolescents nationally that contribute to the

leading causes of morbidity and mortality (Underwood
et al., 2020). The YRBSS monitors adolescent suicidality using
biennial surveys in public and private high schools across the
United States and has results that are representative of students
in grades 9–12 (Underwood et al., 2020).

14 Notably, the YRBSS does not include adolescents who do not
attend school regularly or who drop out (Underwood et al., 2020),
a group that historically faces a range of negative health and
social inequities (Lee et al., 2016), including suicidality (Castellví
et al., 2020).

15 In 2021, homicides increased more so than suicides, making
suicide the third leading cause of death that year.
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APPENDIX A: RATES AND TRENDS IN
SUICIDE FATALITIES, AND SUICIDAL
THOUGHTS AND BEHAVIORS
This appendix details rates and trends in suicide deaths,
and suicidal thoughts and behaviors for adolescents
between the ages of 10 and 19, who represent a priority
population in the prevention of suicidality. Information
comes from two sources: (a) the CDC (2023a) for suicide
fatalities and a) the Youth Risk Behavior Surveillance
System (YRBSS; CDC, 2023b),13 that provides informa-
tion on suicidal thoughts, plans, and attempts, as reported
by youth in schools.14

Deaths by suicide account for one in every four deaths
among adolescents or approximately 2900 deaths in 2021
(CDC, 2023a). For much of the past decade, suicide was
the second leading cause of death for adolescents, with
only deaths due to unintentional injury (e.g., motor vehicle
and poisoning) higher than suicide.15 Among adolescents
who died by suicide, firearms (~48%) and suffocation
(~37%) accounted for approximately eight in every ten
deaths in 2021 (CDC, 2023a). Note that suicide deaths
may be underreported (see Recommendations). Suicidal
thoughts and behaviors are prevalent during adolescence
with approximately one in five adolescents seriously
considering suicide, one in six making a suicide plan,
and 1 in 10 making at least one suicide attempt, in the
past year (CDC, 2023b).

Secular trends
After declines through the 1990s, adolescent suicide
fatality and suicidal thoughts and related behaviors have
since increased (CDC, 2023a, 2023b). For deaths,
the “inflection point” begins in 2007. From 2007 to 2021,
the rate of fatalities due to suicide increased by 80%—
compared to a 22% increase for nonadolescents
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(CDC, 2023a), see Figure A1. Although this rise warrants
attention, especially given adolescence represents a
period of optimal health (CDC, 2023a), there are two
important caveats: First, suicide fatality rates for adults are
two to three times that for adolescents (CDC, 2023a).
Second, the absolute number of adolescent deaths from
suicide is relatively low: ~2900 in 2021 (CDC, 2023a). Like
suicide deaths, suicidal thoughts and behaviors (ideation,
plans, and attempts) among adolescents have been on
the rise, since 2009. In 2021, the percentage of
adolescents reporting at least one suicide attempt in the
past year was at an all‐time high, at 1 in every 10. From
2009 to 2021, adolescent report of suicidal ideation,
making a plan, and at least one attempt in the past year
have had relative increases of 59%, 65%, and 59%,
respectively (CDC, 2023b), see Figure A2.

In the subsequent sections, we provide information
on rates by demographic groups and geography across
the past 5‐10 years, depending on available data.
(Note: although we report data by singular demo-
graphic groups, an intersectional approach would
expand understanding and is warranted in future
analyses; Hughes et al., 2023).

Variation by demographic groups

By age
The greatest increase in the incidence of suicidal
thoughts and behaviors occur during adolescence (Miller
& Prinstein, 2019; Nock et al., 2008), in tandem with the
median onset of mental illness (Solmi et al., 2022).
Fatality rates due to suicide rise until young adulthood
and remain largely stable throughout much of adulthood
(CDC, 2023a) with peaks at middle and older adulthood,
see Figure A3. These data suggest that adolescence is
an important time to intervene in the reduction of
suicidality across the life course.

F IGURE A1 Age‐adjusted suicide fatality rates (per 100,000),
1990–2021. Source: Centers for Disease Control and Prevention
WISQARS (CDC, 2023a). Arrows indicate inflection points in
which suicide fatality rates began to rise for adolescents (2007)
and for adults (2005). Suicide deaths were identified using the
International Classification of Diseases 10th Revision underlying
cause‐of‐death codes U03, X60 ‐ X84, and Y87.0. Age‐adjusted
suicide fatality rates were calculated using the 2000 US standard
population.

F IGURE A2 High‐school‐aged adolescent suicidal thoughts
and behaviors, 1991–2021. Source: Centers for Disease Control
and Prevention Youth Risk Behavior Surveillance System (CDC,
2023b); Centers for Disease Control and Prevention Youth Risk
Behavior Survey (CDC, 2023b). Arrows indicate inflection points
after which suicidal thoughts and behaviors began to increase for
high‐school aged adolescents (2009).

F IGURE A3 Age‐adjusted suicide fatality rate (per 100,000) by age group, 2011–2021. Source: Centers for Disease Control and Prevention
Web‐based Injury Statistics Query and Reporting System (CDC, 2023a). Suicide deaths were identified using the International Classification of
Diseases 10th Revision underlying cause‐of‐death codes U03, X60 ‐ X84, and Y87.0. Age‐adjusted suicide fatality rates were calculated using
the 2000 US standard population.
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By race/ethnicity
Historically, suicide had not been considered a racial/
ethnic equity issue, given higher rates of reported suicide
fatalities for white adolescents annually as compared to
racial/ethnic minority adolescents. The exception is for
Indigenous adolescents who historically have the highest
rates of death due to suicide annually (CDC, 2023a), see
Figure A4. However, the greatest increases in fatality
rates due to suicide in the past decade were among

minoritized racial/ethnic youth, including Black,
Latino/a/x/e, Indigenous, and Asian/Pacific Islander
adolescents, as compared to adolescents overall
(CDC, 2023a). Relatedly, racially/ethnically minori-
tized adolescents accounted for more than 2 in every
5 (42%) deaths due to suicide among all adolescents
in 2020, compared to only 32% in 2007 (CDC, 2023a),
see Figure A5. Taken together, racially/ethnically
minoritized adolescents represent an increasing

F IGURE A4 Adolescent suicide fatality rates (per 100,000), thoughts, and behaviors by race/ethnicity and sex. Source: Centers for Disease
Control and Prevention Web‐based Injury Statistics Query and Reporting System (CDC, 2023a); Centers for Disease Control and Prevention
Youth Risk Behavior Surveillance System (CDC, 2023b). Suicide deaths were identified using the International Classification of Diseases 10th
Revision underlying cause‐of‐death codes U03, X60 ‐ X84, and Y87.0. Age‐adjusted suicide fatality rates were calculated using the 2000 US
standard population.

F IGURE A5 Adolescent population and suicide fatalities by race/ethnicity. Sources: Centers for Disease Control and Prevention Web‐based
Injury Statistics Query and Reporting System (CDC, 2023a); US Census Bureau (2023). Suicide deaths were identified using the International
Classification of Diseases 10th Revision underlying cause‐of‐death codes U03, X60 ‐ X84, and Y87.0.
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proportion of suicide deaths among adolescents
each year, which can be attributed to increasing
suicidal rates and changing population demographics
in the United States (CDC, 2023a; US Census
Bureau, 2022).

For suicide ideation and attempts, rates for White,
Black, Asian, and Latino/a/x/e adolescents are quite
similar, while Indigenous and multi‐racial adolescents
are the most likely to report suicidal ideation [Indige-
nous (I) 25.1%, multiracial (MR): 24.2%, all youth:
18.1%] and at least one suicide attempt in the past year

[I: 17.8%, MR: 12.2%, all youth: 8.5%] from 2011 to
2021, see Figure A4. Black adolescent ideation and
attempt rates have risen in the last 15 years (Lindsey
et al., 2019).

By sex, gender identity, and sexual orientation
Although half (50.8%) of all individuals aged 10–19 are
male, adolescent males accounted for three in every
four deaths (72.6%) due to suicide among all adoles-
cents in 2021 (CDC, 2023a). Interestingly, this sex
inequity is reversed for suicidal thoughts and behaviors
(in part because boys tend to use more lethal means
than girls). On average over the last 5 years, a fifth
(22%) of adolescents who report their sex as female
seriously considered suicide and 1 in 10 (11%) reported
at least one suicide attempt in the past year, higher
than their male counterparts (12% and 6%, respec-
tively). Importantly, response options for sex for both
the YRBSS and CDC WISQARS are restricted to male
and female. A select group of YRBSS states and local
urban school districts piloted an additional question
regarding transgender identity beginning in 2017. The
findings indicate that approximately 44% of adoles-
cents who identify as transgender reported seriously
considering suicide and 35% reported attempting
suicide at least once within the past year, two to three
times the rates of their cisgender counterparts, see
Figure A6 (Johns et al., 2019). As in other federal
surveys, efforts to include more expansive measures of
sexual orientation, gender identity, and sex character-
istics are still needed (National Science and Technol-
ogy Council, 2023).

Lesbian, gay, and bisexual adolescents are at
exceptionally high suicide risk, with rates of suicide
attempts 3–4 times higher than that of heterosexual
adolescents (Kann et al., 2018; Raifman et al., 2020).
An analysis of the National Violent Death Reporting
System documented higher rates of death by suicide

F IGURE A6 High‐school‐aged suicidal thoughts and behaviors
by sexual and gender identity, 2015–2021. Source: Centers for
Disease Control and Prevention Youth Risk Behavior Surveillance
System (CDC, 2023b); Johns et al. (2019). Transgender identity and
experiences of violence victimization, substance use, suicide risk,
and sexual risk behaviors among high school students—19 states
and large urban school districts, 2017. Morbidity and Mortality
Weekly Report, 68(3), 67. *Gender identity data pulled from a
Centers for Disease Control and Prevention Morbidity and Mortality
Weekly Report of pilot data collected from 10 states and nine large
urban school districts in 2017. Pilot data did not include a breakdown
of suicidal ideation and behavior by any other gender categories
(e.g., nonbinary) and aggregated data for all transgender youth
(e.g., transgender males, transgender females, etc.) into one
category: Transgender.

F IGURE A7 Adolescent suicide fatality rates (per 100,000) by urbanicity (i.e., urban vs. rural), 2021. Source: Centers for Disease
Control and Prevention Web‐based Injury Statistics Query and Reporting System (CDC, 2023a). Rural and urban rates were classified based on
the 2013 National Center for Health Statistics (NCHS) urban–rural classification scheme for counties. Suicide deaths were identified using the
International Classification of Diseases 10th Revision underlying cause‐of‐death codes U03, X60 ‐ X84, and Y87.0. Age‐adjusted suicide fatality
rates were calculated using the 2000 US standard population.
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for lesbian, gay, bisexual, and transgender adolescents
(Ream, 2019). Similarly, according to YRBSS data
(CDC, 2023b), one‐third to one‐half of adolescents
who identify as questioning, gay/lesbian, or bisexual
(34%, 39%, 49%, respectively) report seriously consid-
ering suicide in the past year, and nearly 1 in 4 or 5
(16%, 20%, and 26%, for questioning, gay/lesbian, or
bisexual youth, respectively) report attempting suicide
in the past year, dramatically higher than their hetero-
sexual counterparts (14% and 6% for considering and
attempting suicide, respectively). Note that bisexual
adolescents are most likely to report suicidal ideation,
planning, and attempt than any other demographic, see
Figure A6. Notably, YRBSS sexual orientation data has
only been collected since 2015 and is restricted to five
categories: lesbian, gay, bisexual, heterosexual or
questioning, reducing generalizability to the full spec-
trum of LGBTQ+ adolescents.

Variation by geography
By state, suicide rates among adolescents range from 3 to
19 per 100,000 adolescents. In the past decade, the three
states with the highest rates of suicide among adolescents
were Alaska, South Dakota, and Wyoming, while the
three states with the lowest rates of suicide among
adolescents were Rhode Island, New Jersey, New York
(CDC, 2023a). Adolescents in rural areas have higher
suicide fatality rates, as compared with adolescents who
live in urban areas, and this rural/urban pattern is repeated
for most racial/ethnic groups and for both boys and girls
(although especially so for Indigenous adolescents and
boys); see Figure A7 (Fontanella et al., 2015). This
difference in suicide rates among adolescents within rural
areas is associated with increased access to lethal
means, primarily firearms (as we discuss above), and
unmet need for mental health services (Runkle
et al., 2022). However, while the rate of suicide death is
higher for youth who live in rural areas, 8 in every 10
deaths due to suicide among adolescents occur among
adolescents who live in urban areas, because more
adolescents live in urban areas (CDC, 2023a).
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