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And that is happening every 17 minutes. In the United States,

more people die by suicide than by homicide or from HIV/AIDS.

Research has shown that 90% of people who die by suicide have a

diagnosable mental illness and/or substance abuse disorder. So, is

there a public interest in private tragedy? You bet there is.
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b e c o m e  a  p u b l i c  h e a l t h  i s s u e ?

E V E R Y  T I M E  T H E R E  I S  A  S U I C I D E.

OPENING MINDS.    CHANGING POL ICY.    SAV ING L IVES .

1025 VERMONT AVE., NW  • SUITE 1066  • WASHINGTON, DC  20005  • P (202) 449-3600  • F (202) 449-3601  • WWW.SPANUSA.ORG



Powerful insights driving suicide prevention forwardTM

Senior Editor
Denise Pazur

Art Director
Cathryn Landgraf

Circulation and 
Customer Service Manager

Darlene Meyer

Advertising Sales Manager
Tessa Kubsch

Circulation Director
Hervey Evans

Circulation and Production 
Assistant

Tammy Butzen

Web Director
Erika Hutchings

Copy Editor
Ann Bernard

Editorial Offices
629 North 8th Street, Suite 203

Sheboygan, Wisconsin  53081-4502
Phone 920-457-4033

Fax 920-457-4011
advancingsp.com

Advancing Suicide PreventionTM

(ISSN 1554-4508) is published 
bimonthly in January, March, May, 
July, September and November by 

PDV Communications Inc. 

POSTMASTER: See page 33 

Advancing Suicide Prevention and 
Powerful insights driving suicide 

prevention forward are service marks 
of PDV Communications Inc. 

All rights reserved. 

© 2005 PDV Communications Inc.
No part of this publication may be 

reproduced or transmitted in any form or
by any means, electronic or mechanical,
including photocopy, recording, or any

information storage and retrieval system,
without prior written consent of publisher.

May/June 2005
Volume I   Issue 1

Printed in the U.S.A.

1

A provocative new health policy magazine, Advancing Suicide Prevention
is for anyone whose work impacts the lives of suicidal individuals. 

Six times a year we deliver insightful content on compelling topics at
the forefront of suicide prevention. We draw on
potent and powerful voices in diverse fields to keep
you aware of issues you need to know about – and
how to best apply them to your work. Our goal? To
strengthen your impact in suicide prevention. 

What are the best prevention practices that have
been borne out by research? You’ll find them here.
Who are the people launching innovative and 

evidence-based programs you can emulate?
They’ll be reported in Advancing Suicide
Prevention. What are the implications of political,
societal and cultural forces shaping suicide 
prevention efforts today? Look for these in 
our pages.

We look to strike a balance between the 
practical and intellectual. To hold to no single
position or ideology and to champion the 
interests of no one constituency. Instead, we 
broker conversations, ask tough questions and
share rigorous research. Our editorial staff 
is guided by an advisory board of leading 

professionals representing constituencies that comprise our readership.
Why a magazine about suicide prevention? Because this arena demands

it. In the past five years, a flurry of attention has been given to suicide on
national and international levels. Prominent and far-reaching projects
undertaken by the World Health Organization, Office of the U.S. Surgeon
General, and Institute of Medicine of the National Academies, among others,
have focused on reducing nearly one million suicides estimated to occur
globally each year. And the field has responded with new efforts and new
understanding being applied to suicide prevention. This strategic health
policy magazine reflects those efforts. 

Our mission at ASP is simple: To foster exchange of views from diverse
perspectives and for diverse audiences, so as to drive suicide prevention
forward. Our name – Advancing Suicide Prevention – says it all. 

Denise Pazur
SENIOR EDITOR

Welcome to Advancing Suicide Prevention

Our mission is simple:

To foster exchange of

views from diverse 

perspectives and for

diverse audiences, 

so as to drive suicide

prevention forward.

Our name – Advancing

Suicide Prevention –

says it all. 
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A Special Message from Dr. David Satcher

Preventing suicide means recognizing it as 
a preventable public health problem.

Suicide exacts an enormous toll from the
American people. Our nation loses 30,000 lives to
this tragedy each year – about 50 percent more than
the number of homicides. 

Moreover, another 650,000 people receive 
emergency care annually after attempting suicide.
Devastating trauma, loss and suffering are multiplied
in family members and friends who struggle to make
sense of why someone would want to take their life.
This struggle is reflected in physical, psychological,
family, workplace and community well-being adversely
impacted by each attempted or completed suicide.
Because of this, suicide – the events leading up to
it and its aftermath – has serious and far-reaching
public health implications.

If we are to reduce suicide in our country, we
must first recognize its connection to mental illness.
Second, we must effectively diagnose and treat
mental illness. Finally, we must provide supportive
community environments devoid of stigma and
barriers that can give hope and help to at-risk 
individuals. Only then can we expect to reduce 
the number of lives lost to suicide.

The public health approach to suicide prevention
is highlighted in this inaugural issue of Advancing
Suicide Prevention and in the 2001 National Strategy
for Suicide Prevention issued during my term as
U.S. Surgeon General. This approach integrates 
suicide prevention into all facets of our society
including schools, workplaces, clinics, medical
offices, correctional and detention centers, eldercare
facilities, faith-based institutions and community
centers. It emphasizes educating broad publics that
suicide is indeed preventable. Because its effects are
societal in scope and tragic in their consequences,
suicide prevention is everyone’s business. 

David Satcher, MD, PhD
Interim President

Morehouse School of Medicine
16th U.S. Surgeon General

Suicide is a public
health problem in that it
not only impacts the
30,000 people who take
their own lives every
year, but the 650,000
more who attempt 
suicide. In addition, 
the large number of
survivors left behind
are confused and 
distraught in the wake
of both attempted and
completed suicides. 
Our communities 
and our country are
adversely impacted 
by all the problems
associated with 
suicide – medical, 
economic and societal.
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Screening takes place in schools, community
centers, homeless shelters, foster care, 
doctors’ offices, and other youth-focused 
organizations and settings.

�rough the generosity of private donors,
TeenScreen provides free consultation, 
materials, training and support to select 
program partners. TeenScreen does not receive 
funding from the pharmaceutical industry.

If we can help you offer families in your
community the chance for confidential youth 
mental health screenings, please call us at 
866-TEENSCREEN or visit us at
www.TeenScreen.org.

300 COMMUNITIES IN 44 STATES
ARE WORKING TO PREVENT SUICIDE 

WITH TEENSCREEN

Can we help you start or 
expand your program? 
�e Columbia University TeenScreen Program 
is an evidence-based youth suicide prevention 
program that partners with government 
agencies, mental health organizations and 
school districts to establish voluntary mental 
health screening programs for teens. 

�e program uses questionnaires developed 
and tested for more than a decade that screen 
for the leading risk factors of suicide—including 
depression, substance abuse and previous 
suicide attempts.

Parents of students identified as at possible risk 
are notified and offered assistance in connecting 
with local mental health services. 
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the future of health care
is here today.

6935 North Clifton Road
Frederick, MD  21702
301.371.8495
www.itelehealthinc.com   
info@itelehealthinc.com

A leading national telemedicine consulting firm, iTelehealth brings health expertise, care and 

empowerment data to those who need it. At any time, day or night. In any place, hospital, home or clinic. And for

any person – patient, provider, family or community worker. Telehealth means better health care through improved

access, quality, timeliness, customization and cost. Bring our strategic services to your institution, agency or 

community to improve the efficiency and effectiveness of your health care systems.  

Defining the future of health care via telehealth

A Premier iTelehealth Initiative 
www.preventingsuicide.com

Funded by the National Institute of Mental Health 
In collaboration with National Library of Medicine, 
SPRC, University of Rochester, American Association 
of Suicidology and others

Authoritative  • Clinically Validated  • Multilingual

For information on adapting or acquiring the Preventing Suicide
Network for your organization’s use and growth, contact iTelehealth.



Helping professionals prevent suicide.

“Physicians, risk managers, directors
of nursing, and other clinical and
administrative leaders can benefit from
shared knowledge about prevention
strategies. That is why we welcome 
all efforts like this magazine to educate
professionals.”

MARK COVALL
Executive Director, NAPHS 
National Association of Psychiatric Health Systems

“I think you’re
bridging and
bringing together
some disparate
issues that can
only benefit 
the field.”

BOB GLOVER, PhD
Executive Director, NASMHPD 
National Association of State
Mental Health Program
Directors 

Over 20,000 leaders and decision makers in policy development, health care, social services,

justice, education, risk management, violence prevention and human resources look to 

Advancing Suicide PreventionTM to keep them aware of key issues they need to know about.

Because suicide is not only preventable. But it has tragic and long-lasting effects for families,

communities and our country. Subscribe to Advancing Suicide Prevention. Visit us at 

advancingsp.com. And help create a stronger society for us all. 

“Our members, especially
those involved in school-

wide prevention programs,
will really benefit from

this information.”

SUSAN GORIN, CAE
Executive Director, NASP

National Association of School Psychologists

Powerful insights driving suicide prevention forwardTM
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INSIGHT

Male Frailty
If you’re male, you’re at higher risk for suicide. That’s a fact.

Equality of the sexes doesn’t exist when it comes to suicide. That’s because men are four times more likely to die
by suicide than women. So say the stats. And suicide prevention is responding – finally. 

What is it about being a woman that protects
against suicide? Researchers, including Silvia
Canetto at Colorado State and David Lester at
Richard Stockton College, have shown that women
in certain cultures may be helped more by suicide
prevention centers, seem more willing to seek 
psychiatric treatment, respond better to suicide 
educational programs and are more likely to respond
to restricted access to lethal methods for suicide. 

NIMH, the National Institute of Mental Health,
is backing efforts to learn more about why being
male is more lethal when it comes to suicide with
both research funding and the public awareness
campaign it launched in 2003 – Real Men, Real
Depression. And the University of Rochester 
identified “men in their middle years” as a critical
population and partnered with the National
Institutes of Health, Centers for Disease Control
and Prevention and corporate sponsors to hold an
invitation-only conference in 2003. The goal? 
To develop agreement about what research efforts
should be undertaken to reduce suicide rates among
middle-aged males. 

“It’s something we were not adequately 
addressing,” says Lloyd Potter of the renewed

emphasis on men in their middle years of life. Potter, director of the federally funded Suicide Prevention Resource
Center in Newton, Mass., suggests engaging work environments as appropriate prevention partners. “We need to
create workplace policies that are more embracing to allow people to seek help to deal with mental health issues.”

LEARNING MORE
For more about suicide and the risks associated with men, visit rochesterpreventsuicide.org

note worthy 
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“The greatest burdens of suicide, in 
terms of potential years of life lost or
potential earnings lost, occur among 
men between 25 and 54 years old … Yet
(these) individuals … generally have 
received the least attention ….”

Final report from University of Rochester “Men in Their Middle Years” 

2003 scientific consensus conference
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TREND

Bringing bench to bedside
Speeding up science to service to save lives

9

Ten to twenty years – the time it can take to transfer

research findings to practice – is  too long to wait. So

say scores of Americans, and federal agencies serving

them. These include SAMHSA (Substance Abuse and

Mental Health Services Administration) and NIMH

(National Institute of Mental Health), which are 

reorganizing to accelerate application of scientific

breakthroughs in the field. “We are focused on putting

the knowledge to work because knowledge without

application loses its value, and service without 

evidence-based reasoning is not solid service,” 

noted SAMHSA Administrator Charles Curie at 

a 2004 hearing before the House Appropriations

Subcommittee. 

NIMH Director Thomas R. Insel, MD concurs.

“We must seek ways to ... push the limits of scientific

discovery to maximize our impact on public health,”

said Insel in a recent staff update. Translating basic 

science discoveries into diagnostic tests and treatments

for patients with mental disorders is receiving renewed

emphasis at NIMH following a late-2004 shift in

organizational structure. 
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Peter Meyers doesn’t like to take chances. As executive director of a crisis line in Jackson, Miss., Meyers knows

that establishing trust with callers is central to helping them. And that violating that trust might do more harm

than good. “When we are convinced the caller is at high risk and the threat is immediate, we mandate active

intervention – provided the caller has given identifying information, which often is the

case. We take this as an implied request for intervention. But we focus on listening.” 

Meyers contends that fiscally poor states like his may not have the uniformity of response

by emergency responders to ensure an intervention will be done safely. “... a clumsy 

intervention may include a night in jail, misdemeanor charges and familial rage,” he adds.

“There is no easy answer.” What does he think is needed? Training that is effective, 

evidence-based and across the board, for

one thing. Meyers sees an urgent need for national standards for

interventions and nationwide training of law enforcement – both

possible, he feels, only with a federal mandate and federal funding.

DIALOGUE

Forced entry
When should hotline workers actively intervene in a suicidal crisis? 

SUPPORTING SURVIVORS, PROMOTING PREVENTION
The First National Conference for Survivors of Suicide Attempts and Healthcare Professionals

Memphis Downtown Marriott October 19-21, 2005 

Plenary presentations will feature attempt survivors and professionals in equal numbers including among
others Annette Beautrais, Virginia Trotter Betts, Susan Rose Blauner, DeQuincy Lezine, David M. Satcher,
Ken Tullis, Terry Wise.

Workshops for each group will formulate recommendations for refining and implementing the National
Strategy for Suicide Prevention.

Leadership Grant: Lakeside Behavioral Health System of Memphis 
Volunteer Leadership: Suicide Prevention Action Network USA and Tennessee Suicide Prevention Network
Cosponsor: The American Association of Suicidology is an approved provider of continuing education credits.

For more information e-mail: jamestclemons@aol.com
fax: 240-632-0336 or write: OASSIS 101 King Farm Blvd., #D-401 Rockville, MD 20850 

National Honorary Chairperson, Judy Collins
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YOUR TURN
Email us at yourturn@advancingsp.com

and tell us what you think.



HURDLE

Beyond the call of duty?
How much should clinicians do to protect 
suicidal patients – and themselves?

After reading Waking Up: Climbing Through the Darkness, the 

provocative new book by suicide attempter Terry Wise, clinician and

researcher David A. Jobes couldn’t help but wonder how Wise found 

a therapist as skilled as Dr. Cali Joseph (a pseudonym). It’s clear from

Wise’s account that Dr. Joseph’s commitment, trust and ability to 

tolerate risks contributed

to saving her life. And

that the clinician’s 

empathy, accessibility 

and tenacity were key in

helping Wise “climb through the darkness” and recover from

depression and suicidal thoughts that had plagued her for years.

“It’s a real problem for the field,” says Jobes, a professor 

of psychology at The Catholic University of America in

Washington, D.C. “I train a lot of clinicians, and many of 

them are like deer in the headlights. They have a defensiveness

and wariness of patients who are suicidal.” That caution is understandable, Jobes admits, given the risks 

suicidal people pose – to themselves and to practitioners treating them. 

“There’s the risk that a clinician may lose the patient in spite of their efforts – and then face the increasingly

likely potential of a malpractice lawsuit for having obviously failed to save the patient,” Jobes notes. “Many

clinicians won’t extend themselves the way Dr. Joseph did.” 

Welcome Back, Terry Wise

Widowed at 35, author Terry L. Wise recounts her journey through

grief, substance abuse and a near-fatal suicide attempt in her book

Waking Up: Climbing Through the Darkness. Wise is the 2005 

recipient of the Lilly Welcome Back Award for Destigmatization. 

“The committee was moved by your personal story of depression, survival and recovery

and noted that your work has had a major impact on many others and must be 

commended ... Your accomplishments are truly inspirational,” writes Helen DelleCave

on behalf of Eli Lilly and Company. Wise receives the award in Atlanta on May 21.

Dr. David Jobes with The Catholic University
of America trains clinicians who treat suicidal

patients to make them less wary of interacting with
people who are at risk for self harm.
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YOUR TURN
Is a willingness to take risks vital to

working with suicidal people? And

will more mental health clinicians –

with appropriate training – become

more comfortable with treating

patients in crisis? Email us at 

yourturn@advancingsp.com and 

tell us what you think.
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ASP: Why People Die by Suicide is the title of your latest
book and is based on your new theory. Tell us about that.
TEJ: I believe there are three causes of serious suicidal
behavior. And all have to be present for someone to die by
suicide. The first is perhaps most important: You cannot
die by suicide until you’ve developed the capacity to die by
suicide. Evolution has seen to it that we have a huge stake
in self-preservation. It’s an incredibly strong instinct.

ASP: What do you mean by “developed the capacity” to
die by suicide?
TEJ: Trying suicide makes it less scary. It’s been shown that
the more pain you endure, the more pain-tolerant you
become. And, over time, that can make you fearless of it.
Getting used to pain could involve drug use, prostitution,
repeated painful experiences, but especially past suicidal
behavior. At first it’s unpleasant, scary, painful. But repeated
over time it can become a source of pain release. It’s this
process that sets people on a trajectory toward overcoming
self-preservation.

ASP: What are the other two things you believe need to
be present for someone to take their life?
TEJ: As I said, first you have to have the capacity. Then
you have to have the desire to die by suicide. That desire is
comprised of two elements: one, that you feel like you don’t
belong to a valued family group or community. And, two,
that you perceive yourself to be a burden to the people you
love and care about; that your very existence hurts them.

ASP: These concepts of belonging and burden – are they
new to the field?
TEJ: Belongingness is the least novel. Social isolation and
loneliness as risk factors for suicide are pretty well-known.
The idea of being burdensome is not surprising but rather
new. At least there’s never been a theory that has empha-
sized it.

ASP: Why is that?
TEJ: A lot of people get distracted by (attributing suicidal
behavior to) mood disorders. And that’s understandable. But
just saying mood disorders are the cause is too simplistic; it’s
not precise enough. Some researchers try to find the one
thing that causes people to become suicidal. Beck emphasizes
hopelessness, but that doesn’t explain why the vast majority
of hopeless people don’t kill themselves. 

ASP: What about the first concept – about developing the
capacity to die by suicide?
TEJ: That’s the newest. It’s the part that I think is going to
surprise people. 

ASP: How would your theory be applied in the field? 
TEJ: The idea of being a burden may affect treatment
applications. And the capacity concept may influence risk
assessment of suicidal individuals – to determine if they’re
further along the trajectory toward developing the capacity
to end their life.

ASP: So what’s next on tap for your theory and work?
TEJ: To test it out with very large scientific studies. 

ASP: What keeps you doing this work despite all the
blood, sweat and tears?
TEJ: Tomorrow 80 families in America will go through
what I went through. And the day after that, another 80
families. That’s just in our country; there are 3000 families
worldwide every day that lose a loved one to suicide. I’d
like to put a stop to that.

PIONEERING THINKER
He’s only 39 years old, yet suicide researcher and survivor Thomas E. Joiner, PhD has attained significant success in
a brief 10-year career. He is a recipient of the coveted Guggenheim Fellowship – the only researcher in psychopathology
or suicidology to ever attain this distinction. Dr. Joiner holds the Bright-Burton Chair in Psychology at Florida
State University, realized a decade after Joiner’s own father died by suicide in 1990. His new and novel theory on
why people become suicidal has been met with accolades from the field, and some suggest it could have significant
impact on the current understanding of serious suicidal behavior and its origins. Here Joiner discusses his pioneering
premise, its implications and how this work might contribute to saving lives.

LEARNING MORE
Thomas Joiner’s new book, Why People Die
by Suicide, will be released by Harvard
University Press in mid- to late-2005.
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battlescars
“Imagine being in a war zone, where being hypervigilant is normal.

Where sleep deprivation is normal, being suspicious of others is normal. Also
making judgments regarding life that are so heightened with intensity.”

Fred Gusman, MSW, VA National Center for Post-Traumatic Stress Disorder

Wounded American soldiers, 1991
Border of Saudi Arabia and Iraq

© David Turnley/CORBIS  
Used with permission

The war doesn’t end when the soldier returns home. Exposure to combat
can trigger all sorts of ailments in veterans, many of them less visible but no
less life-threatening than physical injuries.

Anxiety and panic. Mania and major depression. Anger and addiction.
Shame and survivor guilt.

These can lead to familial problems including domestic violence, absence
of family support, child-rearing difficulties, employment and financial 
challenges, physical ailments, homelessness – and suicide.

A research study published in the March 31 issue of The New England
Journal of Medicine suggests that as many as one in four veterans of Iraq and
Afghanistan treated at Veterans Affairs hospitals in recent months exhibited
signs of mental disorders, with post-traumatic stress disorder the most
common diagnosis. And the numbers have been steadily rising. 

The report, authored by two doctors with the Veterans Health
Administration, predicts the future mental health needs of current 
U.S. Army soldiers and Marines to be “great,” especially compared with
other recent wars. Also, the study’s authors, Han K. Kang, PhD and
Kenneth Craig Hymans, MD, found that those veterans exhibited conditions
associated with severe morbidity, prolonged disability and significant 
mortality (suicide). 

These are just some of the costs of the war in Iraq, which has claimed
the lives of more than 1500 American service members, wounded another
11,000 and left a nation very much divided on whether this war was one
worth waging. 
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SUICIDE

ASIST
Applied Suicide Intervention Skills Training

 ASIST prepares caregivers of all kinds to help 

prevent suicide. This two-day, interactive and 

practice-oriented workshop is widely used, 

evaluated and acclaimed. Part of national and 

state strategies worldwide, it has been refi ned 

over 23 years with feedback from more than 

500,000 participants and 3,000 trainers.

” I use ASIST in virtually every crisis situation, 

volunteer and work… Thank you for this life-

changing program.“

~ Dwight Thompson, crisis center volunteer

 Contact LivingWorks Education to fi nd out 

how to bring ASIST to your community:

Phone: (910) 867-8822

E-mail: usa@livingworks.net

Online: www.livingworks.net

advancingsp.com MAY/JUNE 2005    ADVANCING SUICIDE PREVENTION  

THE BROTHER
Frederic Ronald Marshall
“Fred saw intense combat in Chu Chi with many good
buddies’ lives resulting in casualties. He said that he
had to carry dead from battle … I am to this day
unsure that he suffered from post-traumatic stress dis-
order, but that could have been a factor for his later-in-
life drinking problem. Unhappy with his stressful work 
as a computer programmer, his drinking seemed to
accelerate despite family support and encouragement.
One day he must have decided he couldn't tolerate
the pain any longer and shot himself in the head on
March 26, 2002. He was 57 years old.”

Karen Hood on her brother Fred, an Army Pvt. 1st Class, who entered a
tour of duty in Vietnam at the age of 23 and served for two years

THE DAD
Joseph Dennis Fitzpatrick
“My dad took his life when I was three years old; my
sister was only six. I never had a chance to get to
know my father, and for many years it seemed as if my
family was the only one that had to deal with this kind
of sadness. From the stories that I've heard about my
father, it sounds as if he was a changed man after the
war, quiet and reserved. It doesn't sound like he
spoke much about his life, let alone the war. He took
his life when he was only thirty years old, and his life
was only beginning with a family that loved him so
very much. I can't imagine the feelings of fear and
anguish that my dad was feeling the moments before
he pulled the trigger.”

Ian Fitzpatrick on his father Joseph Dennis Fitzpatrick who served in the
Army and took his life in 1978

THE SON
Robert McWain
“His father found him hanging from a tree just outside
their back door. He left behind a family that loved him
but never knew how to help him.”

Dee Dee Mills on her cousin, Army veteran Robert McWain

These are verbatim excerpts of real stories of veterans who took 
their lives as told by family and friends.
Reprinted with permission of suicidewall.com



S
the
Public Health Peril
of Suicide
Claiming nearly one million lives each year globally, suicide is one of the leading
causes of death, according to the World Health Organization. 

Americans treated in emergency
rooms each year after trying to harm
themselves (National Strategy for
Suicide Prevention, 2001)

High school students who stated on
self surveys that they have seriously
considered attempting suicide 
during the preceding 12 months
(Borders-Killian, 2001)

Annual economic cost of untreated mental
illness in the United States (Bazelon
Center for Mental Health Law, 1999)

Americans who take their own
life every day, or one every 17
minutes ((National Strategy for
Suicide Prevention, 2001)

650,000 20.5% $100 billion 86

uicide. 

Just say the word, and conversation halts. 

It’s perhaps the last taboo. It’s also sudden. Tragic. Violent. But preventable?
Yes, say scores of experts spanning health, social and public sectors, among them the

American Medical Association, National Association of Social Workers, Institute of

Medicine and the American Public Health Association.

Even the former U.S. Surgeon General, the country’s chief health educator, has declared

unequivocally that many suicides can be prevented. And that in claiming 31,655 lives in

2002 (the most recent year data is available), suicide is a leading threat to public health

and well-being in our country.

But how can someone be thwarted from taking their life if they are determined to

do so? Isn’t suicide a personal choice, a reflection of perhaps the supreme personal right –

the right to determine when to die? 

Not the case, according to former Surgeon General David Satcher, MD, PhD. 

And he has plenty of support.

“Even in the public health model, you have to recognize that suicide is the very sad

aftermath of a psychiatric disorder – according to 90 percent of psychological autopsies,”

says Madelyn Gould, professor of psychiatry and public health at Columbia University. 

By the numbers
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What can be done about suicide begins, perhaps, by acknowledging the vast toll

it exacts on individuals and society. That toll is relentless and far-reaching, including

loss and suffering from both completed suicides plus suicidal behaviors and attempts.

“For every suicide death there are scores of family and friends whose lives are 

devastated emotionally, socially and economically,” notes Catherine Le Galés-Camus

with the World Health Organization, adding that more people die by suicide than

from all homicides and wars combined. “Suicide is a tragic global health problem.”

But acknowledging suicide as a threat to public health is only the first step

toward curbing its effects. Also vital are a knowledge base, the public and political

will to support change and generate resources and a social strategy to accomplish

this change. These elements are cornerstones of the National Strategy for Suicide
Prevention (NSSP). Released in 2001 by the U.S. Department of Health and

Human Services, the NSSP summons partners across many sectors of society –

public and private, for profit and nonprofit. The goal? To build and sustain a true

national effort to prevent suicide – one that is grounded at the local level.

Not my problem
Attempted suicide, completed suicide and their aftermath are not just personal

problems or family problems or community problems. They are societal problems.

How? Because someone’s suicide attempt or completion leaves us all a bit shaken,

somewhat vulnerable. But viewing suicide as everybody’s problem is not widely

accepted or even talked about. 

“Suicide is a very difficult topic … people are at a loss for what to say and 

do,” says Ileana Arias, PhD, acting director of the National Center for Injury

Prevention and Conrol at the CDC. “It’s not a polite thing. It makes people 

very uncomfortable.”

Researcher Eric Caine agrees. Caine is codirector of the Center for the Study

and Prevention of Suicide at the University of Rochester Medical Center.

“There’s a stigma, a feeling that ‘it’s not my problem. It’s very unfortunate that

suicide happened to a friend’s uncle, but how does that affect me?’ ” says Caine of

the sense of separateness many of us feel when considering the death of someone

by suicide. Not only is that separateness untrue, it feeds a stigma and blocks 

suicide from being adequately dealt with.

“There’s a sense of fatalism about ‘life is what it is,’ ” continues Caine. Yet

when it comes to suicide and its prevention, nothing could be further from 

the truth. 

An issue
whose
time has
come

1996
WHO (World Health Organization)
urges member nations to address 
suicide prevention 

1997
U.S. Senate responds with 
unanimous passage of Senate 
Resolution #84 declaring suicide 
a national problem

1998
U.S. House of Representatives 
concurs with Senate with passage 
of House Resolution #212 declaring
suicide prevention a national priority

1999
U.S. Surgeon General David Satcher
issues a first-ever Call to Action to
Prevent Suicide

2001
America’s first National Strategy 
for Suicide Prevention is issued 
as a comprehensive and integrated
approach to reducing loss and 
suffering from suicide and suicidal
behaviors across the life course

2003
Suicide and its prevention are a top
priority as Goal 1.1 of the final
report from the President’s New
Freedom Commission on Mental
Health
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A bigger issue
Perhaps fundamental to

preventing suicide is not

the issue of suicide itself,

but all the contributors

that can lead to suicide. 

It’s about helping a person

before they reach the edge

of the cliff when they’re

miserable, have lost so

much and think that life is

not worth living.

“It’s about getting to

the high school student

who’s having problems

before they drop out,” 

Caine suggests. “It’s about

getting to the parent

before substance abuse

erodes their quality of life 

or before they resort to domestic violence. It’s about

getting to the elderly person with untreated pain, loss of

function and social isolation before they consider suicide.”

If life’s problems and pressures could form a

pyramid, suicide would be at the top of that pyramid.

It’s an analogy used often when considering how 

suicide can be prevented.

“The public health approach (to suicide prevention)

says, ‘Let’s get to the base of the pyramid,’ ” notes

Caine. “We’re not here just to deal with suicide. The

question really is – as a society are we ready to deal

with the challenges associated with school dropouts,

alcoholism, domestic violence? Many people recognize

these as problems, but they don’t hook them up

together. Suicide prevention opens the door to under-

standing all of these common risk factors.”

Focusing on 
everybody
Paying attention to not only

people at high risk but to

those at lesser risk – and

intervening before these

individuals move to high-

risk status. It’s a cornerstone

of preventive medicine –

and of a public health

approach to suicide 

prevention.

But does it work? 

Can lowering rates of

school absenteeism, 

alcoholism, domestic 

violence and other issues

also lower rates of suicide?

Yes, say researchers who

have studied a landmark

community-based suicide prevention program, one that

showed a striking 33 percent reduction in risk for suicide

over a 6-year period. Developed and implemented by

the United States Air Force, this program is the first ever

to suggest that suicide is a preventable public health

problem. And not only did suicides decline, but severe

family violence decreased 54 percent, homicides dropped

51 percent and accidental deaths declined 18 percent. 

“This is maybe the thing that astounded me the

most – the decline in family violence, in accidents,

homicides. The spillover effect,” says Charles H. “Chip”

Roadman II, MD, CNA, former surgeon general of

the Air Force and one of the architects of the ground-

breaking USAF suicide prevention program. “We

began to change the culture. And it was not what we

set out to do.”

Preventing suicide is about helping
a person before they reach the edge
of the cliff when they’re miserable,
have lost so much and think that
life is not worth living.
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Cultural shifts are not easy to achieve – not within

a closed community like the Air Force and certainly

not in much more diverse civilian communities. Yet

the concept of suicide as a community concern, a 

public health problem and not an isolated personal

choice, is fundamental to its prevention.

Barriers are formidable
How prepared are communities throughout the United

States to address suicide as a preventable public health

problem? Not very, according to a recent assessment by

a pivotal U.S. presidential commission.

“... the mental health delivery system is fragmented

and in disarray ... lead[ing] to unnecessary and costly

disability, homelessness, school failure and incarceration,”

according to the November 2002 Interim Report from

the President’s New Freedom Commission on Mental Health.

The commission’s final report notes that “in many

communities, access to quality care is poor, resulting

in wasted resources and lost opportunities for recovery.

More individuals could recover from even the most

serious mental illnesses if they had access in their 

communities to treatment and supports that are 

tailored to their needs.”

What are some of the barriers to effective community

delivery of mental health services? Stigma that surrounds

mental illnesses. Treatment limitations and financial

requirements placed on mental health benefits in private

health insurance. And a sorely fragmented mental health

service delivery system.

Given these and other obstacles, communities face

daunting challenges in developing suicide prevention

programs, and then implementing, evaluating and 

creating positive outcomes for these. And yet 

communities are uniquely suited to meet local needs

more effectively than a centralized “one-size-fits-all”

dogma implemented at the state or national level.

As with the Air Force program, when it comes 

to suicide prevention, leadership is key – at the 

community, county, state and national levels. Unless

top leadership fully endorses, advocates, authorizes 

and mandates that suicide prevention will be a priority,

prevention efforts will have limited success.
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Transforming mental health 

A system-wide transformation
A. Kathryn Power has a big job. 

As director of the Center for Mental Health

Services, a component of SAMHSA, an agency within

the U.S. Department of Health and Human Services,

Power, MEd leads the charge at the federal level in

transforming mental health care in America called for

by the President’s New Freedom Commission on Mental
Health – and, in doing so, advancing the National
Strategy for Suicide Prevention. 

“We see suicide prevention as an element of this

transformation,” notes Power. “We believe that suicide

is a very serious public health challenge, one that hasn’t

received the attention it deserves.”

That level of attention is changing, in part with 

the inclusion of $11.5 million for suicide prevention

in the fiscal year 2006 federal budget. Much of that is

in response to 2004 Congressional passage of the

Garrett Lee Smith Memorial Act calling for suicide

prevention funding for youth and college student 

populations. And advocates are taking notice.

“For the first time ever there are budget numbers

going to the Hill for suicide prevention,” says Jerry Reed,

MSW, Executive Director of SPAN USA, a national

grassroots advocacy organization. “Funding at SAMHSA

went from $6 million to $16.5 million in one year.

That’s great news. Is it adequate given the impact of

suicide in our country? In a word, no. But it’s a start.” 

Broad and sweeping societal changes sparked by civil

rights struggles of the 1960s and the more recent Internet

revolution may hold clues for transforming America’s

mental health delivery system. Charged with carrying 

out this critical transformation, federal administrator 

A. Kathryn Power and her colleagues are examining 

transformation in these and other arenas to consider 

how best to fundamentally alter and improve delivery 

of mental health services in America.

Young women at civil rights rally, ca. 1960s
© Flip Schulke/CORBIS     Used with permission



National leaders 
share their 
views

WHAT’S LACKING 
IN FURTHERING SUICIDE 
PREVENTION INITIATIVES

THE PUBLIC HEALTH APPROACH 
TO PREVENTING SUICIDE

CRITICAL COMPONENTS
OF EFFECTIVE SUICIDE 
PREVENTION

THE PRIORITY 
FOR SUICIDE PREVENTION

SUBSTANCE ABUSE AND 
MENTAL HEALTH SERVICES 

ADMINISTRATION
A. Kathryn Power, MEd

Director, Center for 
Mental Health Services

“I’m responsible for 
making sure the NSSP gets 

legs over the next year.”

AMERICAN PUBLIC HEALTH 
ASSOCIATION

Georges Benjamin, MD
Executive Director

“Our members will do 
everything we can to try 

to address this.”

What’s terribly important is that
people don’t know how to talk
about suicide. The stigma of
seeking care is a tremendous
barrier … we need to teach 
people how to step forward 
and articulate and talk about it
more openly.

The real challenge is this 
perception that suicide 
is not a problem – for 
funders, policymakers and
others. They think that 
it’s not preventable. That’s
just wrong.

It’s true that there’s a deep gap
in both the public health and
mental health arenas. What
we’re trying to do is to commu-
nicate the crisis in public health
with the mental health system. 
It belongs to both.

One of the first persons to 
identify potential for suicide are
those people closest to the 
person in crisis. Public health
plays a real important role here
in letting people know where
they can go if they’re troubled. 

We need to continue to build
the case that no one cannot 
get services and support they
need if they are contemplating 
suicide.

Ensuring access to care. Mental
health parity; it deserves to be
on par with somatic services.
Getting everybody into some
support system and not having
trouble getting to a provider. 

The resources are going 
to continue to grow.

Mental health overall is under-
funded. The capacity to identify
individuals is not there … the
tipping point has not occurred.
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SUICIDE AS A 
PREVENTABLE 
PUBLIC HEALTH
PROBLEM
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We need a concerted effort by
the government to define and
implement the NSSP (National
Strategy for Suicide Prevention).
Carrying out a little piece of it
isn’t going to solve the suicide
problem. 

What was great about the
Air Force program is that
“the buck stops with us.”
They not only identified
the problem, they provided
the care.

Public acceptance of the 
problem or challenge ... (and)
guidance and cohesion for what
states should do to prevent 
suicide across the life course.

The priority is in programs at 
the community level with 
collaboration that involves all
areas that deal with common risks.

NATIONAL INSTITUTE OF 
MENTAL HEALTH

Jane Pearson, PhD
Chair, NIMH Suicide Research

Consortium

“There are such benefits 
to early prevention across 

the life course.”

CENTERS FOR DISEASE 
CONTROL AND PREVENTION

Ileana Arias, PhD
Acting Director, National Center 
for Injury Prevention and Control

“There is an incredible 
human and social cost 

associated with suicide.”

UNIVERSITY OF ROCHESTER 
MEDICAL CENTER

Eric Caine, MD
Chair, Department of Psychiatry

“The challenge for us 
is to develop thoughtful 

interventions.”

The argument isn’t understood
regarding the cost of suicide –
economic, societal and personal.
Also the effects of suicide
attempts; if you add that in, it’s
a huge picture in terms of cost. 

The public health approach
considers how populations are
affected. There are very different
groups at risk – older white men
versus Native American boys.
And there are very different 
prevention strategies for each.

Understanding people’s 
attitudes. This is a little 
different than just stigma.
It’s about how we think
about suicide given our 
cultural place.

Emphasis on suicide prevention
at NIMH is reflected in dollars
for research that continue to grow.

We need the resources and 
the partnerships with other
agencies. We need to define
what are the pieces that need
to come together – all those
who need to play a role … we
need to empower our partners.

Suicide is explainable and 
preventable. It’s about 
getting information out to
loved ones before a person
takes their life.

Besides research we also offer
support of state programs.
Suicide prevention has to 
happen at the local level. It
can’t occur at the federal level. 

There are competing demands
for resources. Relative 
importance is tied to frequency
of (completed) suicide.
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States seeking services

Moving from planning to action in suicide prevention
is no easy task. Yet Mike Hogan would like to pick up
the pace. 

“We’re stuck. It’s like we’re in a car and we’re going
35 miles per hour,” says Dr. Hogan, director, Ohio
Department of Mental Health Services. “We can’t 
get there until we accelerate. And we can’t
accelerate without developing the leadership
resources that our local coalitions need.”

Dr. Hogan is in a good position to speak
to what would help states move suicide 
prevention forward. He’s former president 
of NASMHPD (National Association of State
Mental Health Program Directors), and 
more recently he chaired a major federal 
initiative, the President’s New Freedom
Commission on Mental Health. The
2003 final report of this exhaustive 
2-year effort emphasized the need to
transform the nation's mental health 
system, starting with suicide prevention
and decreasing stigma around mental illness.

“We need a robust point of leadership within each
state to advance the agenda, marshal coalitions and 
galvanize attention from all sectors that need to be
involved. It can’t be someone buried in state bureaucracy,”
says Dr. Hogan. “Nor can we have a single strategy aimed
at kids, the elderly or men and depression. Screening kids
is great. But it’s a little blip on the overall effort. We have
to have a relatively broad long-term approach.”

Tipping his hat to federal support from the executive,
legislative and judicial branches, Dr. Hogan also sees 
significant challenges ahead.

“The good news at the federal level started with 
Dr. Satcher’s leadership. That put the issue on the radar
screen, and now with Senator (Gordon) Smith’s lead,” 
he notes, referring to the Garret Lee Smith Memorial Act,
named in memory of the 21-year-old son of Sen. Smith
(R-Ore.) who took his life in 2003, and signed into law 

by President Bush in October 2004. “Now the
national priority has been firmly established.
What is problematic is that the efforts to
carry out this priority are limited and 
relatively unfocused.” Dr. Hogan’s home state
of Ohio is a good case in point.

“We’ve got a more comprehensive effort
in Ohio than many other states,” notes 
Dr. Hogan, adding that suicide coalitions are

in place in 39 of 88 counties. “We have
terrific local coalitions. And we have a
very dedicated state-level team. But this
won’t advance the issue fast enough.
Looking overall at the state of Ohio, 
my conclusion is that the effort is under-

powered and doesn’t have enough prominence.”
What’s needed to pick up the pace of suicide 

prevention is, in Dr. Hogan’s opinion, more substance
and visibility outside of government but yet connected to
government. How? Through a new entity with responsibility,
resources and authority.

“To grab attention and move forward, we’re working
to create a prominent and visible leadership entity that
we are calling the Ohio Suicide Prevention Foundation,”
says Dr. Hogan. “It might be housed in a nonprofit, 
university or hospital. But it would have enough resources
to accelerate our efforts and provide public leadership.”

We need guidance on
how to move beyond
startup. And how to
sustain efforts for the
long haul.

We need broader and better informed consensus on what a comprehensive suicide prevention
strategy looks like, with some sense of priorities. We have enough self-analysis and not enough
action. We need to take action and to evaluate it.
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note worthy 
LATEST RESEARCH FROM THE FIELD 

Questions and Answers
Youth suicide prevention researchers
used to say to worried school 
administrators and their institutional
review boards, “Well, we don’t know
of any risks posed by asking about
asking the students about suicidal
thoughts or ideas.” 

That was a way of saying that there
wasn’t any research addressing the
issue, and that the field was “blind”
to evidence about possible effects.
This important study demonstrates no
untoward effects of suicide screening
emerging with two days of screening
among the students of a number of
New York City suburban high schools.
This finding will assist review boards
and researchers to consider more
fully the risks and benefits of various
school-based suicide prevention
efforts that include questioning 
students about their own suicidality.

Evaluating Iatrogenic Risk of Youth Suicide
Screening Programs A Randomized Controlled
Trial, Madelyn S. Gould, PhD, MPH; Frank A.
Marrocco, PhD; Marjorie Kleinman, MS; John
Graham Thomas, BS; Katherine Mostkoff, CSW;
Jean Cote, CSW; Mark Davies, MPH JAMA.
2005;293:1635-1643. 

SUICIDALITY: The potential for suicide. 
A screening tool that measures potential
suicidality measures the risk factors that
an individual may or may not have in
relation to suicide. The tools are intended
for use by trained mental health clinicians.

Intent to End Psychache
The CDC has begun an effort to
develop more uniform approaches to
assessing suicidality in health care
settings such as emergency depart-
ments. This is no small matter since
the measurement of suicidality by 

public health entities and the research
community varies considerably, 
making national surveillance a 
significant challenge.

This Oxford study of over 4000
patients examines the merit of 
assessing intent as a part of suicidality
assessment of patients presenting to a
health care setting for self-harm, and
finds that intent was indeed predictive
of subsequent suicide, particularly
among female patients.

Harriss L., Hawton K., Zahl D. Value of measuring
suicidal intent in the assessment of people attend-
ing hospital following self-poisoning or self-
injury.Br J Psychiatry. 2005 Jan;186:60-6.

SURVEILLANCE: Observing, monitoring
and gathering data about suicide to shed
light on individual risk factors and 
community-wide trends. Surveillance
provides families, health professionals,
law enforcement, policymakers and 
others with sound information needed 
to develop prevention plans that work.

Adolescent Exposure
There are few population estimates
of the exposure of adolescents to 
suicidal behavior among family 
members. A national survey of 
adolescents, reported in the April
2005 Journal of Adolescent Health,
showed that in the year prior to the
survey, 3.9 percent of adolescents 
experienced a family member’s 
suicide attempt and 1.2 percent 
experienced a family member’s
death by suicide. 

Adolescents who had experienced
the suicide attempt of a family 
member were more likely than 
those with no exposure to report the
following: cigarette and marijuana
use, alcohol misuse, suicidal ideation
and attempts, fighting and inflicting
injuries, decreased life expectancy,
emotional distress, and decreased
adolescent reports of parent-child 
and family connectedness.

Adolescents who had 
experienced a family member’s 
death by suicide were more likely 
to report marijuana use and alcohol
misuse, suicidal ideation and
attempts, inflicting severe injuries 
and emotional distress. 

While it cannot be concluded
that the suicidal behavior in the 
family member “causes” these risk
behaviors, clinicians may better
understand adolescent risk status 
by ascertaining suicidal behavior 
in family history. Adolescents with
this family history might also benefit
from preventive intervention efforts. 

Cerel J, Roberts TA. Suicidal behavior in the family
and adolescent risk behavior.  J Adolesc Health. 
2005 Apr;36(4):352.
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Chip Roadman remembers well the day he got the call about suicide from his superior officer, a Four-Star

General who was vice Chief of Staff for the U.S. Air Force, Thomas Moorman was second in command over

350,000 active-duty Air Force personnel worldwide. And he was troubled by rising suicide rates within his ranks.

So Moorman asked Roadman, then Surgeon General of the Air Force, to respond. And respond he did, marshaling

a robust military and civilian team to study the problem – recommending a prevention strategy.

What grew out of that effort was a

landmark community-based program that

broke new ground – the first of its kind to

show that suicide is a preventable public

health problem. And that with supportive

leadership, an engaged community, early

intervention and promotion of help-seeking

behavior, incidence of suicide can indeed

be reduced. 

Even more remarkable, family 

violence, accidents and homicides all

declined as well.

“I have to admit I didn’t imagine it,”

says Roadman of the reduction in violence-

related behaviors as added benefits of the

suicide prevention program. “This was one

of those ah-ha events that occur in your

life. The spillover effects were there but we

hadn’t thought through the connections.”

cultural shift
Community support, an engaged
leadership, early intervention are
vital to reducing suicide rates

The community-based approach to suicide prevention modeled by the 
U.S. Air Force is reflected in local programs across the country. These include
college initiatives, which received a recent boost in October 2004 with the 
signing of S. 2634, the Garrett Lee Smith Memorial Act. Named for the late
son of Sen. Gordon Smith (R-Ore.), the bill authorizes $82 million for youth
suicide prevention programs at college campus mental health centers. Here
President George W. Bush signs the bill last October with Sen. Smith, his wife
Sharon and their son and daughter, among others, looking on.
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To learn about the many training and consultation opportunities available, please visit our web site: www.brcic.org

BATON ROUGE CRISIS INTERVENTION CENTER
Customized Community Presentations on Suicide Prevention, Intervention, and Postvention • Training in How

to Coordinate and Sustain a Survivors Support Program • Training and Consultation in Developing an Active Postvention Response 
to Suicide in Your Community (The LOSS Team) • Training in Children’s Bereavement
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Madelyn Gould, PhD, professor of psychiatry

at Columbia University, sees the Air Force program

as one that addresses the many strategies needed

to reduce suicide. “Social support is clearly a very

important issue. The Air Force model has a buddy

system – not just giving meds, but support to help

people cope,” says Gould.

A. Kathryn Power at SAMHSA couldn’t agree

more. “It belongs to both,” says Power of the place for suicide prevention in both the public health and mental

health arenas. “We need to show that expressing concern and care for the individual is part of the human 

condition. That if someone – a colleague, friend, family member – is in distress, that my response as a human

being is to offer support.” “We’re talking about a holistic health

approach, one that doesn’t bifurcate mental health from public

health status. The more we can integrate public health with

mental health, and not get into a debate about who owns this,

the better off we’ll be.”

“Suicide prevention is about a
‘buddy care’ issue. It’s about 

having someone there to watch 
out for their buddy as they

slowly destabilize, and identify
supports needed to intervene.”

Charles H. “Chip” Roadman II, MD, CNA

LEARNING MORE
Visit bmj.com to search for University of 
Rochester study of U.S. Air Force program 
or email kerry_knox@urmc.rochester.edu
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Research, Treatment, and
Postvention Since 1968

SAVE $25 with this Special Membership Discount Offer and Receive:

 * Suicide and Life-Threatening Behavior - our now bimonthly peer-reviewed journal of 
current research, case studies, and applied prevention articles.

 *  Two quarterly newsletters: Newslink and Surviving Suicide.
 * Annual statistical updates.
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note worthy 

Dispersing stigma
American folk singer Judy Collins is dispelling the stigma of suicide through song, speaking engagements and inscribing
the story of her only son’s self-inflicted death. Her 2003 book Sanity and Grace: A Journey of Suicide, Survival and
Strength shines a spotlight on her son Clark Taylor’s death in January 1992 at age 33. A recovering alcoholic, Clark left
behind a wife and young son of his own.

“His death has been a catalyst,” Collins said recently at a March 2005 youth suicide prevention conference in North
Carolina. “It has been about breaking open the secrets that have been in this family.”

In recent years Collins, whose first album A Maid of Constant Sorrow
was released in 1961, has been a tireless crusader for survivors of suicide loss.
Collins is also open about her own battles with depression and addiction and
a suicide attempt at age 14. Referring to Sanity and Grace as her “most
important and authentic work,” Collins recalls how in the days following her
son’s death, she contemplated halting her work and cancelling stage perfor-
mances. Today she not only continues to perform but to speak openly about
her journey to finding hope, clarity and renewed purpose after losing her son.

In 1967 Judy Collins was a 26-year-old folk singer who, like 
others of her generation, was drawn to social activism. Today the 
Grammy Award-winning artist is also a strong advocate for suicide 

prevention following the death of her only son Clark Taylor in 1992.
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CALENDAR

Regional Planning Conferences
Suicide Prevention Resource Center

National experts gather with state suicide 
prevention planners and advocates to move
suicide prevention planning, implementation
and evaluation forward at the state level.

May 18 – 20
Pittsburgh
For Public Health Service Regions 3 and 5

June 6 – 8 
Meriden, Conn.
For Public Health Service Regions 1 and 2
sprc.org

LivingWorks Applied Suicide
Intervention Skills Training (ASIST)
for Trainers
LivingWorks Education

Lackland Air Force Base in Texas hosts an ASIST
course to qualify participants to conduct two-
day ASIST Workshop. Course is open to all.

June 13 – 17
San Antonio
livingworks.net

Justice for All
National Mental Health Association 

Collaborate with advocacy experts and leaders
in advancing the struggle for justice in America’s
mental health system.

June 9 – 11
Washington, D.C.
nmha.org

Towards Violence Prevention
PREVENT

Team-based two-day training workshops for 
all who work in violence prevention (suicide
prevention, domestic violence, sexual assault,
youth violence, child maltreatment).

June 21 – 23 
Chapel Hill

August 29 – 31
San Diego

Research and Training Center 
on Family Support and Children’s
Mental Health
Academy Health

Annual research meeting of Academy Health to
promote interaction across the health research
and policy arenas by bringing together diverse
audiences to share perspective and strengthen
working relationships.

June 26 – 28
Boston
academyhealth.org

Out of the Darkness Overnight
American Foundation for 
Suicide Prevention 

A national dusk-to-dawn 20-mile walk in 
and around Chicago lakefront to help raise
awareness and end stigma surrounding mental 
illness and suicide. Regional walks in fall 2004
raised over $830,000 for suicide prevention
research, education and support.

July 16 – 17
Chicago
afsp.org

10th Anniversary 
National Awareness Event
Suicide Prevention Action Network
(SPAN USA)

Includes a memorial, awareness event, 
advocacy training and visits to Capitol Hill to
educate Congress about suicide prevention.

September 8 – 10
Arlington, Virginia
spanusa.org

Scaling the Summit: Suicidal
Behavior in Diverse Cultures
International Association for 
Suicide Prevention (IASP)

Ongoing work in suicidology from across 
the world including interdisciplinary suicide
prevention in diverse cultures.

September 13 – 16
Durban, South Africa
med.uio.no/iasp/

AACAP/CACAP Joint Annual Meeting
American Academy of Child and
Adolescent Psychiatry (AACAP)
Council of the Academy of Child and
Adolescent Psychiatry (CACAP)

The world’s largest gathering of child and 
adolescent psychiatrists.

October 18 – 23
Toronto
aacap.org

CASP Annual Conference
Canadian Association for 
Suicide Prevention

October 17 – 19
Ottawa, Ontario

thesupportnetwork.com/
CASP/conferences.html

First National Conference for
Survivors of Suicide Attempts 
and Health Care Professionals
OASSIS (Organization for 
Attempters and Survivors of 
Suicide in Interfaith Services) 
SPAN USA (Suicide Prevention 
Action Network)
AAS (American Association of
Suicidology)

October 19 – 21
Memphis
oassis.org

October 26 – 28
Washington, D.C.
prevent.unc.edu
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bereavement counseling. The magazine is owned
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publication may be reproduced or transmitted
in any form or by any means, electronic or
mechanical, including photocopy, recording, or
any information storage and retrieval system,
without prior written consent of the publisher.
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Fatal connection
Firearms and 
completed suicide
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Suicide in Rural Areas
The highest rates of suicide in

America are in rural areas.

Isolation, lack of mental health

services and access to firearms are

all contributors. Don’t miss this

special issue that examines the

progress, the challenges and the

hope of curbing suicide among

rural populations. 

also in this issue:

n Creativity and Suicide
Are they linked?

n Fatal Connection
Firearms and completed suicide
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note worthy 

There was a time when we thought only adults could have mental disorders. Now we know better.

Children can show severe difficulties with emotions, concentration, behavior or their ability to get along

with others. And these may suggest risk for mental illness that could reveal itself at a later time, perhaps

as early as preteen years. Youngsters like this are the face of our future. Each one of them presents a

unique and compelling opportunity to shape a better tomorrow for that one child – and for our society. 





“I lost interest in doing things
with the kids…going to the

movies, things that families do.”
– Rene Ruballo Police Officer

National Institutes of Health

Real Men. Real Depression.
“They would ask their mother, ‘Why
is Daddy not getting up?’ They
didn’t do anything to me. I just didn’t
want to do anything. I’m thinking
there’s got to be something wrong
because I’m waking up and going,
but I feel like nothing matters.”
Depression is a real disease that
can be successfully treated. For
information, call 1-866-227-6464,
visit www.nimh.nih.gov, or contact
a health care provider.

It takes courage to ask
for help. Rene did.


