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When	considering	the	epidemiology	of	suicide,	the	World	Health	Organization	continues	to	address	the	
phenomenon	of	suicide	as	a	worldwide	issue	affecting	a	diverse	array	of	individuals.	Suicide	is	the	
second	greatest	cause	of	premature	death	in	individuals	ages	15-29,	and	the	third	greatest	in	those	ages	
15-44	worldwide.1		
	
On	June	7,	2018,	the	Centers	for	Disease	Control	and	Prevention	(CDC)	issued	a	press	release	stating	
that	suicide	rates	were	rising	across	the	United	States.	According	to	the	CDC,	almost	every	State	saw	a	
rate	increase	of	at	least	6%.	Suicide	is	currently	the	10th	leading	cause	of	death	in	the	U.S.2	

	
Older	adults	are	increasingly	becoming	high-risk	population.	According	to	the	CDC,	in	2015	there	were	
11,193	deaths	attributed	to	suicide	of	individuals	between	the	ages	60	and	85+,	approximately	17%	of	
the	total	population	within	that	age	range.3	

	
Among	sexes,	both	men	and	women	of	most	racial	and	ethnic	groups	have	seen	an	increase	in	suicide	
rates	in	2014.4	American	Indian	and	White	women	are	the	two	leading	groups,	with	an	89%	and	
respectively	60%	increase.	Similarly,	the	largest	rate	increase	among	men	was	found	in	American	Indian	
(38%)	and	White	(28%).6		
	
Adolescence	suicidal	ideation	rate	is	at	approximately	15–25%	with	a	wide	range	of	severity.	Lifetime	
estimates	of	suicide	attempts	among	boys	ranges	from	1.3–3.8%,	and	1.5–10.1%	among	girls.	It	is	
speculated	that	the	number	of	adolescent	suicide	attempts	may	be	underestimated	due	to	treatment	
avoidance	or	inaccurate	documentation.5	

	
Drug	addiction	is	closely	tied	to	suicide.	Approximately	40%	of	patients	seeking	assistance	with	
substance	dependence	have	reported	at	least	one	suicide	attempt.	Addiction	and	suicide	have	been	
found	to	co-occur	with	major	life	stressors,	such	as	marital	discord,	loss	of	employment,	and	financial	
stress.	Such	factors,	in	combination	with	personality	traits	and	major	mental	illnesses	(i.e.,	depression,	
bipolar,	PTSD),	contribute	to	the	fatality	of	suicide.7	

	 	
Those	with	less	education,	less	social	support,	and	fewer	jobs	are	at	higher	risk.	A	number	of	specific	
groups	are	found	to	be	at	increased	risk:	First	responders,	military	service	members,	those	with	a	history	
of	trauma,	individuals	who	are	incarcerated,	those	in	locked	hospital	units,	minorities,	the	homeless,	
and	refugees.	In	addition	to	the	demographics	involved,	there	are	biological,	hereditary,	and	cognitive	
risk	factors.	Suicide	is	therefore	a	global	problem	affecting	individuals	from	a	variety	of	socio-economic,	
cultural,	and	genetic	backgrounds	with	complex	risk	factors.8	

	
	
	
	
	
	



BE	IT	RESOLVED:		
	
That	the	American	Psychiatric	Association	will	develop	a	Suicide	Prevention	Work	Group.	
	
That	the	Suicide	Prevention	Work	Group	will	be	comprised	of	one	designated	council	member	from	each	
of	the	thirteen	counsels	to	reflect	the	various	population	that	a	council	represents.		
	
That	the	role	of	the	Suicide	Prevention	Work	Group	will	be	the	development	of	a	suicide	prevention	
strategic	plan.	In	order	to	develop	this	plan,	the	Suicide	Prevention	Work	Group	can	consult	external	
expertise,	not	limited	to	APA	members,	and	decide	in	what	capacity	such	consultation	should	be	
effectuated.	
	
That	the	Suicide	Prevention	Work	Group	would	take	in	consideration	the	following	when	developing	the	
suicide	prevention	strategic	plan:		
	

1. Identify	and	examine	data	on	issues	related	to	suicide	within	the	population	that	each	council	
represents		

2. Understand	the	barriers	and	incentives	to	suicide	prevention	care	of	council	populations	
3. Consider	suicide	prevention	strategies	targeted	to	the	nuances	of	each	population	that	each	

council	represents		
4. Identify	strategies	to	enhance	existing	and	foster	new	long-term	partnerships	among	both	the	

for-profit	and	non-profit	sectors	
	
That	the	suicide	prevention	strategic	plan	will	be	at	the	behest	of	the	Suicide	Prevention	Work	Group	to	
ensure	flexibility	and	self-management.		
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