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A Global Problem

•800,000 deaths annually from suicide
•One death every 40 seconds
•Suicide is now the second
leading cause of death
among people aged 15-29

Nock et al., 2008
• Nock, M.K., Borget, G., Bromet, E.J., Alonso, J., Angermeyer, M., Beautrais, A., et al.
(2008). Cross-national prevalence and risk factors for suicidal ideation, plans and
attempts. British Journal of Psychiatry,192, 98–105.

• Lifetime prevalence in 17 countries:
• Suicidal ideation: 9.2%
• Suicide plans: 3.1%
• Non-lethal attempts: 2.7%
• Cross-nationally, about 1/3 of those who think about suicide will go on to make an
attempt

Nock et al., 2008
• Consistent cross-national risk factors:
• Female
• Younger
• Less educated
• Unmarried
• Having a mental disorder
• Strongest diagnostic risk factors
• Mood disorder in developed countries
• Impulse control disorders in developing countries

17 Countries

Youth Suicide: The Numbers
• Suicide is a serious public health problem world-wide
• 2nd leading cause of death for 10-to-24-year-olds
• 4th leading cause of death for 5-to-14-year-olds

• 2017 Youth Risk Behavior Survey (high school, US youth): in their lifetime,
• 17.2% of US adolescents reported seriously considering suicide,
• 13.6% had made a plan
• 7.4% had made an attempt
• 2.4% had required medical attention
• Among black youth, suicide attempts increased by 73 percent

Millennium Cohort Study

Millennium Cohort Study

Patalay, P. and Fitzsimons, E. (2020). Mental ill-health at age 17 in the UK: Prevalence of and inequalities in psychological
distress, self-harm and attempted suicide. London: Centre for Longitudinal Studies.

2008 to 2015: Number of Youth Seen in Children’s Hospitals Doubles
• Annual percentage of encounters identified as suicidality or self-harm more than
doubled over the study period (Plemmons et al., 2018)
• Increasing from 0.67 percent in 2008 to 1.79 percent in 2015
• Significant increases in visits were noted in all age groups but were higher among
older children

• Greatest risk in first 3 months after attempt, and approximately 30% of adolescent
suicide attempters reattempt within 1 year (Bridge et al., 2006)

Potential Pandemic Impacts: Young Women

Patalay, P. and Fitzsimons, E. (2020). Mental ill-health at
age 17 in the UK: Prevalence of and inequalities in
psychological distress, self-harm and attempted suicide.
London: Centre for Longitudinal Studies.

Death by Suicide Increasing in Youth
• Suicide rates increased 56% among 10-24 year olds between 2007 and 2017,
according to a new report from National Center for Health Statistics:
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Cognitive style and personality Family patterns

* A sense of personal value
* Confidence in oneself and one’s
own situation and achievements
Suicidal resilience, * Seeking help when difficulties arise
inherited and/or * Seeking advice when important
acquired during
choices must be made
antenatal life,
* Openness to other people’s
upbringing
experiences and solutions
and adult life
* Openness to new knowledge
* Ability to communicate

Cultural and social factors

Time
Environmental factors

* Good relationships
* Good diet
* Adoption of specific cultural
with family members
* Good sleep
values and traditions.
* Support from family * Good relationships with friends,
* Light
* Devoted and
* Physical exercise
workmates, neighbours
consistent parenting * Support from relevant people
* Non-drug, non-smoking
environment
* Non-drug using friends
* Social integration, e.g. through work,
participation in sport, different associations,
church activities, etc.
* A sense of purpose with one’s life
Carli, 2010

Risk Factors for Suicidality
• Current or lifetime psychopathology (mood

• High situational stress

disorders most common)

• Insomnia

• History of previous attempts or self-injurious

• Parental psychiatric conditions

behavior
• Hopelessness
• Impulsivity
• Lack of affect regulation
• Poor problem-solving skills
• Social skills deficits
• Hostility and aggression
• Drug or alcohol abuse

• Family discord,
• Childhood maltreatment history
• History of peer victimization (bullying)
• Availability of lethal agents
• Brent et al. (2000) found that suicide
completion risk is increased if family has a
handgun in the home
• Peer and media influence (“suicide contagion”)
For recent review, see Cha et al., 2018, The Journal of Child Psychology & Psychiatry

www.reportingonsuicide.org

Protective Factors for Suicidality
• Positive relationship with family

• Religious affiliation

• Positive connection between child and • Fair number of reasons for living
school; adult and work

• Future goals

• Academic or work success

• Treatment adherence

• Pro social peer group

LGBTQ Youth
• LGBTQ adolescents report higher rates of suicidal ideation and attempt (Fergusson
et al., 1999; Haas et al., 2010)
• LGB youth seriously contemplate suicide at almost three times the rate of
heterosexual youth (CDC, 2016)
• LGB youth are almost five times as likely to have attempted suicide compared to
heterosexual youth (CDC, 2016)
• In Millennium Cohort Study, over half (55.8%) of LGB+ young people reported selfharming in the last year, compared to 20.5% among those who identify as mainly
heterosexual. Among LGB+ young people, 21.7% reported having attempted suicide,
compared to 5.8% among heterosexuals.

Useful Assessment Tools: Youth
Name of Measure

# of
items

Method

Age Range

Time

Freely
Available

Ask Suicide-Screening Questions (ASQ; Horowitz et al.,
2012)
Beck Scale for Suicide Ideation (BSS; Beck & Steer,
1991)
Columbia-Suicide Severity Rating Scale (C-SSRS; Posner
et al., 2011)

4

Clinician

10-21 y.o.

<5 min

Yes

21

Self

17+

5-10 min

No, paid

5 to 14

Both
available

12 y.o. to adult

<10 min

Yes

Concise Health Risk Tracking (CHRT) Scale (Trivedi et al., 16
2011)

Self

12 y.o. to adult

<5 min

Yes

Harkavy Asnis Suicide Scale (HASS; Harkavy & Asnis,
1989)

21

Self

10 y.o. to adult

<5 min

Yes

Scale for Suicide Ideation (SSI; Beck et al., 1979)

19

Clinician

13 y.o to adult

< 10 min

No

Suicidal Behavior Interview (SBI; Reynolds, 1990)

20

Clinician

12 to adult

varies

No

Suicidal Behaviors Questionnaire-Revised (SBQ-R;
Osman et al., 2001)

4

Self

13-18 y.o.

<5 min

Yes

Suicidal Ideation Questionnaire (SIQ; Reynolds, 1998)

30

Self

14-18 y.o.

< 10 min

No, paid

Suicidal Ideation Questionnaire - Junior (SIQ-JR;
Reynolds, 1987)

15

Self

12-14 y.o.

< 10 min

No, paid

Suicide Probability Scale (SPS; Cull & Gill, 1988)

36

Clinician

14 y.o. to adult

10-15 min

No, paid

Risk factors vs. warning signs
• Verbal signs
• Direct or indirect expression of suicidal thoughts
• Death wishes
• Concern for other suicidal persons
• Situational signs
• All kinds of loss
• Death
• Financial
• Relationships
• Fear of punishment

Behavioral Signs
• Depression, hopelessness and irritability
• Changes in behavior (eating, sleeping, attention to personal appearance)
• Changes from extreme depression to being ‘at peace’
• Loss of energy and a general feeling of apathy
• Loss of interest in usual activities
• Withdrawal from friends and family
• Increase of inwardness
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