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Preface
Governor Andrew M. Cuomo initiated The New York State Suicide Prevention Task Force fol-
lowing the announcement in the 2017 State of the State address. It was formed in November of 
2017. 

The Task Force convened a diverse group of experts to review current services and policies, 
identify gaps and promising solutions, and make recommendations to facilitate greater access, 
awareness, collaboration and support of effective suicide prevention activities. The Task Force 
divided its work into three work groups: Youth and Families, Adults, and Data Systems. In rec-
ognition of differential risks within specific populations, the Task Force also focused on three 
higher risk cohorts, and enlisted the participation of culturally competent topic experts in those 
areas: Latina youth, LGBTQ, and veterans. 

The Task Force urges the Governor to launch a New York State initiative – Communities United 
for a Suicide Free New York – to unify activities and jump-start progress to reduce suicides. The 
Task Force recommendations will strengthen local communities’ capacity, with New York State 
support, to provide the most effective suicide prevention practices and build more connected, 
resilient communities. Competent communities are essential to address powerful differences in 
local risk factors and tailor programming to address local needs and populations at risk, includ-
ing supporting families and individuals experiencing specific economic adversities (e.g., upstate 
dairy farmers, displaced city cab drivers). The recommendations of the Task Force span four 
domains: (1) Foundations for Public Health Suicide Prevention Approaches, (2) Health System 
Competencies and Pathways to Care, (3) Surveillance Data Methods/Tools, and (4) Infusion of 
Cultural Competence Throughout Suicide Prevention Activities. The Task Force suggests that 
this initiative be launched to inspire State and local groups and convey the necessity of compre-
hensive, unified prevention activities to make progress toward the aspirational goal of a suicide 
free New York.

Acknowledgements
The work of suicide prevention cannot be fully summarized in a report or encapsulated within a 
single task force. Suicide prevention begins in the hearts and minds of all those touched by its 
effects, and it occurs through coordinated efforts among community members. This task force 
was assembled to strengthen those efforts, specifically by determining how elements of state 
and local government, providers, clinicians, families, and individuals can work together to get 
closer to the aspirational goal of zero suicides.

The Task Force would like to acknowledge formally those that gave their time to this effort, 
whose tireless, daily work promotes suicide prevention. The Task Force recognizes that success 
will only be found when all of us are united, educated, and fully engaged in addressing this crit-
ical issue, with unwavering attentiveness to the unique challenges and disparities that individu-
als experience across our state.
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The Voice of a 
Suicide-Attempt 
Survivor 
by Misha Kessler

“In 2011, as a university student in Washington, D.C., I was in the midst 
of a severe depressive episode. Each new day brought new evidence 
that, in my self-imposed isolation, I was unloved, unwanted, and un-
worthy. In my mind, I was worse than useless, because I was actively 
burdening those around me. Week after week, month after month, as I 
failed to “choose” happiness over sadness, to "choose" strength over 
weakness, I spiraled into hopelessness. 

In my depressed mind, I decided that my only sensible option was to remove myself from 
the equation. In the midst of my suicide attempt, I thought of my friends; my depressed 
mind questioned, “What friends?” I thought of my family; my depressed mind told me I 
would be doing them a favor by freeing them of my presence. 
Too often, this is what the conversation about suicide misses. To an individual who can 
only feel despair– to someone who is convinced that they are unworthy of life– suicide 
is a solution. To someone who has never experienced it, it is unthinkable, but when 
chronic emotional pain becomes all that one feels, options dwindle and desperation 
prevails.
Treatment and crisis intervention is often faced with a challenge of confronting some-
thing that simultaneously may be considered irrational– the individual's misperceptions 
about themselves– and rational– the individual's desperate search for a solution. This re-
quires that mental health professionals seek new ways to directly and humanely engage, 
intervene, and guide individuals onto their unique recovery path. It necessitates the 
creation and expansion of personalized crisis services that meet the individual 'where 
they stand.'
Ultimately, I lived through my attempt because I found myself in an adequate, consistent, 
unified crisis care system– a system that helped transition me from my active crisis, to 
intervention, to recovery, to routine care, with follow-up from caring and communicative 
providers. 
However, I only began my healing once I was financially able to pursue costly services. 
I only grew in my resilience when I found a therapist who valued treatment personaliza-
tion and our treatment alliance. I only thrived once I actively sought- and was graciously 
met with- unceasing empathy from the support networks which orbited my recovery.
We are faced with a moral imperative: If we are to save lives, we must consider the barri-
ers to care which often go unaddressed. We must find new ways to reach out to individ-
uals who desperately seek solutions for their struggles. We must provide the solutions 
that they seek, in ways that address and circumvent those barriers. This is how we will 
reach our goal of Zero Suicide.”
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Executive Summary 
Recent Trends & the Need for Action
Suicides have increased significantly across the United States, including in New York State. In 
June 2017, the Centers for Disease Control released a disturbing report (Stone D, et al. 2018) 
revealing the extent of these trends. In the first 15 years of this century, suicide rates in the U.S. 
population increased by 27.5%.1 Over that period, these increases were seen across all age 
groups and genders (with the exception of men ages 75 or older). New York State was no excep-
tion to the national trend, with state suicide rates increasing 29.1% from 1999 to 2016.2 

Although New York State has one of the lowest per capita rates in the nation, we have one of 
the highest overall losses of life due to our large population, losing approximately 1,700 New 
Yorkers each year to suicide. These trends indicate an urgent need to strengthen and extend 
suicide prevention programming.

Nationally, during a period when many leading causes of early death are decreasing (i.e., can-
cer, heart disease, motor vehicle accidents), suicide rates began increasing in the early 2000s 
and accelerated with the Great Recession of 2008.3  While suicides have increased among 
youth and young adults, the largest increases have occurred among men and women in the 
middle years (i.e., ages 35 – 64), with information from national data sources4 revealing cor-
relations between suicide in middle life and co-occurring financial, familial, and physical health 
challenges. 

Paralleling national trends, suicides among New Yorkers have increased markedly during the 
Great Recession. Suicide rates are higher in regions experiencing long-term challenges that 
adversely affect individuals, families, and communities, for example, job growth stagnation and 
loss of wages. Those effects become apparent when comparing the rates and means of suicide 
deaths between nonmetropolitan and metropolitan areas. Whereas metropolitan regions of New 
York State saw rate increases of 27.9% from 1999 until 2012, slightly decreasing thereafter, non-
metropolitan regions have seen continued rate increases, reaching a high in 2016.5  However, 
the overall burden of suicide in terms of total lives lost remains higher in the population-dense 
New York City metropolitan area.

Further analysis reveals concerning trends regarding sub-populations and at-risk communities. 
For example, suicide rates in 2016 were highest among individuals 50 – 54 years of age (13.0 
per 100,000), yet this age group has received relatively little focus in suicide prevention. Other 
communities including LGBTQ, Latina females, veterans, city cab drivers, and farmers all expe-
rience specific and unique challenges related to suicide and suicidal behavior. Finally, while 
our focus remains on suicide, opiate-related deaths have surged in tandem with suicide deaths 
across New York State since 2000, representing a crisis in loss of life and an imperative to ac-
tion in our communities.

1 From 10.4 per 100,000 to 13.26 per 100,000, age-adjusted. CDC WISQARS 2018
2 From 6.26 to 8.08 per 100,000. CDC WISQARS 2018
3 CDC WISQARS 2018
4 The National Violent Death Reporting System
5 In 2016, suicides in nonmetropolitan regions reached a high of 13.46 per 100,000 population. CDC WISQARS 2018
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Ultimately, these trends demonstrate the fundamental interconnectedness of suicide with 
economic and social challenges, alongside mental health and substance use problems. Mind-
ful of these trends, the Task Force sought to identify opportunities for synergies in prevention 
activities, such as the opportunity to apply lessons-learned from the opiate crisis, as well as the 
inclusion and promotion of perspectives from across New York State’s many varied and diverse 
sub-populations. These opportunities illustrated a need for new strategies and approaches that 
tailor their efforts to account for economic, social, and cultural factors of suicide risk. This report 
affirms the need to engage diverse partners across New York State in our mission to strengthen 
suicide prevention efforts. 

Task Force: Members, Mission, and Process
The Task Force brought together a diverse group of stakeholders to ensure broad representa-
tion across sectors involved in suicide prevention activities. The Task Force members included 
representatives from state and local government, non-profits, providers, advocates, individuals 
with lived experience, and academics. In recognition of powerful social and cultural factors that 
create differential risks within specific populations, the Task Force also focused on three higher 
risk cohorts, and enlisted the participation of culturally competent topic experts in those areas: 
Latina adolescents, LGBTQ, and veterans. This list of subgroups is by no means exhaustive, and 
other sub-populations at elevated risk are worthy of additional focus. 

A profound moment in the work of the Task Force occurred during initial introductions, when it 
became clear that virtually every member, if not all, had been personally impacted by the sui-
cide of a family member or close affiliate. This moment served to underscore the broad impact 
of suicide across our communities (despite relatively low frequency) and forged a shared com-
mitment to the Task Force mission and work. 

The charge to the Task Force was to enhance the efforts of the New York State Suicide Preven-
tion Plan by (a) examining current programs, services, and policies related to suicide prevention 
and identifying gaps; (b) making recommendations to facilitate greater access, awareness, 
collaboration and support of effective suicide prevention activities. 

It became clear that virtually every member of the 
Task Force, if not all, had been personally impacted 
by the suicide of a family member or close affiliate.
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Key Themes in the Task Force 
Recommendations

The recommendations of the Task Force are structured along four domains, which are briefly 
summarized below. 

Domain 1: Strengthen Foundations for Public Health Suicide Prevention Approaches

This is a critical component to drive and support progress in suicide prevention. Systematic 
use of public health prevention approaches has been shown to reduce numerous major health 
problems, such as infectious diseases. Several communities across the state have effectively 
applied elements of public health prevention to address local suicide prevention needs, such as 
monitoring suicide deaths and self-harm using local surveillance data and proactively extend-
ing services to at-risk groups and formulating long-term prevention planning. 

A public health prevention approach also uses strategically-focused interventions to reduce 
defined risk factors while strengthening protective factors. Research has shown that high quality 
prevention programs that reduce risk factors linked to suicidal behavior (e.g., substance use; 
early school problems) also reduce the likelihood of suicidal behavior. More work is needed to 
prepare local communities with resources and expertise to assess their local needs, identify 
and implement research-informed prevention programs.  Several Task Force recommendations 
are designed to jump-start State and community actions to facilitate the implementation of 
comprehensive public health prevention initiatives using established best practices.  The fol-
lowing is a summary of recommendations to be explored further in this report pertaining to the 
strengthening of foundations for a public health suicide prevention approach.

1.	 The State Will Create a Regional Suicide Prevention Framework - Adapt the public 
health  prevention approach to inform core elements of a framework that emphasizes the 
collaboration of local government agencies, with support from the Office of Mental Health 
(OMH) and the Suicide Prevention Center of New York State (SPCNY).  The framework 
would include the following components:

•	 Each region to use local data to identify community-specific prevention needs, create 
workgroups to identify specific needs of sub-populations at risk, and create a coor-
dinated “real-time” outreach system consisting of key partners such as law enforce-
ment, emergency departments, and mobile crisis response.  

•	 Leveraging the new NYS Health Connector Suicide and Self-Harm Dashboard to pilot 
data review, identify trends, target resources, and share examples of a successful 
collaboration-review process. This new resource assembles the most relevant data 
for suicide prevention at one website, broken down by county across New York State

•	 Establishment of a regional advisory group in which local county leaders could en-
gage local partners in building active suicide prevention coalitions. By adopting this 
framework, local communities would have the opportunity to receive a NYS designa-
tion as a Communities United to Prevent Suicide Partner.  

2.	 The Task Force Recommends Strategic Investment in Research-Informed Prevention 
Programs Targeting Risk and Protective Factors - Issues such as the reduction of bully-
ing, cyberbullying, and interpersonal violence are best addressed through programming 
that builds positive climates in schools and other community settings that increase social 
connectedness, help-seeking skills, and emotional regulation. To address the urgent 
need for prevention programs that build adult coping skills and social connectedness, 
the Task Force recommends that the New York State Suicide Prevention Council monitor 
research and new programs to identify candidates for pilot work such as that being per-
formed at New York based universities.
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3.	 The Office of Mental Health (OMH) Will Develop a Suicide Prevention Training to be 
Completed by All State Employees – As one of the mandatory trainings administered 
through the Statewide Learning Management System (SLMS), the training would provide 
information on how to recognize signs of depression and distress as well as how to re-
spond toward the goal of creating safer work places and neighborhoods. As we create a 
stronger public suicide prevention response, a vital component is the community at large.  
Engaging individual community members is our avenue toward truly creating a suicide 
free New York.  The training could be subsequently offered to counties and local commu-
nities to be shared with the wider workforce. 

4.	 The State Should Convene an Inter-Agency Workgroup to Coordinate Broader Preven-
tion Approaches to Address Suicide and Opioid Overdose Deaths – Given the enormous 
amount of premature mortality associated with suicide and opioid overdose deaths, State 
agencies should identify steps to advance synergistic prevention activities.  State and 
Local Government should consider the possibility of “braided” funding as an alternative to 
what has historically been siloed funding to identify more efficient and broader reaching 
prevention approaches.

Domain 2: Build Health System Competencies and Pathways to Care

Supporting health and behavioral healthcare providers in the adoption of a systematic ap-
proach to suicide prevention – sometimes referred to as the Zero Suicide model – across New 
York State communities is key to reducing suicide rates. In addition to promoting access to 
services, support for providers and healthcare systems to effectively identify those at risk and to 
adopt and utilize the most effective treatments can advance suicide prevention efforts. Research 
supports the effectiveness of suicide specific treatments to reduce suicidal behavior, particularly 
among individuals at high risk for suicide. Task Force recommendations focus on strengthening 
pathways to care and building the competence of health care systems, including building on the 
nationally-recognized work led by OMH’s Suicide Prevention Office. The following is a summary 
of recommendations to be explored further in this report pertaining to building health system 
competencies and pathways to care.

“She made me an appointment as quickly as 
she could, had me do a mental health as-
sessment, and was refreshingly blunt with 
me about how serious the situation was.  
Not only was she not trying to handle me 
with kid gloves, she also was determined 
to get me help by offering me options/
ideas and asking which route I’d prefer versus what she 
recommended so we could meet in the middle.”

Ashley Shoemaker, on seeking help from a primary care physician
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5.   The State Should Encourage the Expanded Use of the “Zero Suicide Model” - The OMH 
Suicide Prevention Office with assistance from State agencies, will provide regulatory tech-
nical assistance and support to health and behavioral healthcare providers in the adoption 
of systematic suicide safer care including the delivery of screening, increased detection, 
care pathways and follow-up monitoring for those at elevated risk through technical assis-
tance, training, and implementation support.

6.   Localities Should Integrate Suicide Prevention into Comprehensive Crisis System plan-
ning - As part of a comprehensive system review and service planning process with regions 
and localities to develop and enhance crisis systems now underway by OMH, and modeled 
after the “Crisis Now” approach, OMH will ensure that all county plans address suicide pre-
vention services. 

7.   Localities Should Identify and Share Core Elements of Best Practice Clinical Care for Sui-
cide Specific Services Tailored to Age - Localities will develop components and standards 
for clinical care for key constituent groups, drawing on specific examples of strong local 
programming provided through State technical assistance and support.  

8.   The State Should Include Suicide Prevention as Part of the Governor’s Transformation of 
the State’s Medicaid System to a Value-Based Payment (VBP) Model - VBP contemplates 
a change in reimbursement of health care services from a system that rewards volume to 
a system that rewards quality and improved outcomes. OMH should define what “value” 
means through coordination of expert recommendations and promoting the most effective 
services, ongoing performance measurement, and access.  In addition, New York State 
should use this information to ensure reimbursement of the most critical and effective ser-
vices.

9.   Focus on Increasing and Enhancing Suicide Prevention Core Competencies of All Health-
care and Support Services Workers - To facilitate and increase the capacity of primary care 
settings, home health providers, emergency responders, and crisis workers to conduct evi-
dence-based assessments of mental health problems and suicide risk along with appropri-
ate response and follow-up. Training could be tailored to the needs of various providers and 
the populations served.  Ongoing skill development to manage mild to moderate behavioral 
health needs in practices has the potential to reduce crises and smooth pathways to care.

10.	The State Will Provide Technical Assistance to Localities and develop a framework for 
community integrated programming responding to community specific needs - Technical 
assistance would include guidelines that address both practical and ethical considerations 
in the development of collaboration and communication protocols which are so critical.

Domain 3: Improve Surveillance Methods/Tools and Access to Timely Data

The ability of New York communities to track regional trends in suicide deaths and related be-
haviors (e.g., suicide attempts, overdoses) is critical in implementing a high-quality public health 
prevention approach. For instance, several communities throughout the State have utilized data 
when responding to multiple suicides over a short time period and used that data to identify 
specific high-risk groups for follow-up and longer-term prevention programming. The ability to 
address these clusters underscores the importance of timely data for surveillance and planning. 
Unfortunately, current gaps in data availability are slowing local planning and suicide prevention 
efforts. In response, the Task Force offers a series of recommendations to improve availability and 
use of surveillance data.

Several exemplary suicide prevention activities ongoing in New York State are a product of a 
combined local and State initiatives. Many of these examples illustrate how communities can 
strengthen local prevention services, engage high-risk groups, and create strategic plans essen-
tial to build more connected and resilient communities. One essential role for local communities is 
identifying recent trends in suicide attempts and deaths to optimize services, fill gaps, and put in 
place policies and strategies to prevent future deaths. The following is a summary of recommen-
dations to be explored further in this report pertaining to improving surveillance methods/tools 
and access to timely data.
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11.	 The State and Localities Should Work Together to Improve the Accuracy and Complete-
ness of Core Suicide Surveillance Data Reporting - To be done through providing sup-
port to the Offices of the Medical Examiner and County Coroner for death reporting and 
coordinated continuous Quality Improvement efforts to improve the accuracy and com-
pleteness of New York Violent Death Reporting data.  Implement standards for classifying 
deaths and case investigation methods and reporting for underreported demographic 
data.

12.	The State Should Increase Access to Data that Informs State and Local Suicide Preven-
tion - This combined with supporting a culture of data-informed suicide prevention at the 
local level through the provision of a centralized clearinghouse in the form of an inter-
active “Suicide Dashboard” for the most relevant state and county-level suicide-related 
surveillance data.

13.	The State Should Improve Data Timeliness to Facilitate Both Rapid Emergency Re-
sponse and Long-term Surveillance Efforts - Support the use of a “near real-time data” 
surveillance system for communities and review current work flows for State suicide death 
reporting, including toxicology reporting, to make recommendations on reducing the data 
lag.

14.	The State Should Foster and Support Data Sharing Across the Datasets that are Most 
Relevant to Suicide Prevention - Identify methods to allow sharing and linkage of records 
between agencies for public health surveillance. State agencies should move toward uti-
lizing one universal reporting system for licensed providers to be used for tracking suicide 
attempts and deaths.

Domain 4: Infusion of Cultural Competence Throughout Suicide Prevention Activities

The need for cultural competence was acknowledged throughout the development of the Task 
Force recommendations, but as time passed, it became apparent that cultural competence 
stands on its own as a recommendation. Without consideration of the unique cultural and socie-
tal factors that impact suicidal behavior, we can’t effectively develop the programs and resourc-
es needed to create a suicide free New York.  

Competence to address the needs of New York State’s diverse population is required across 
the full range of suicide prevention activities. In addition to tailoring services to address differ-
ences in race, gender, sexuality, and nationality, it includes competence of State agencies to 
differentiate programming needs of more rural and urban communities; competence within local 
coalitions to engage representatives of their diverse communities; recognition of the methods 
needed to reach each generation; and selection and tailoring of programming to suit needs of 
groups at elevated risk for suicide. As a starting-point, the Task Force conducted additional work 
focused on three sub-group populations: Latina Adolescents, LGBTQ community, and Veterans, 
and generated specific recommendations for each. This summary includes a sampling of those 
recommendations with the full list included later in the report.

15.	 Incorporate the Use of Technology into Program Development and Design - Input from 
diverse populations and generational cohorts indicates that technology can provide op-
portunities to bridge communication gaps and allow individuals to feel more connected.  
Identifying how technology can bridge those gaps, such as the development of mobile 
applications for crisis services as well as therapeutic and support services, should be 
increasingly explored.

16.	The State should incentivize improving the completeness of key demographic data for 
suicide deaths and attempts, including race/ethnicity, veteran, sexual minority status 
in administrative data sets - This information is critical to the goal of reducing disparities.
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“Shortly after my boyfriend died by suicide, I began to experience my own feelings 
of suicidal despair. I felt terribly guilty about those feelings, and the sense of failure 
and shame around my suicidality only served to contribute to my despair and my 
inability to reach out. I told very few people I was feeling this way.

At the time, I didn’t understand that being a survivor of suicide loss puts a person 
at a higher risk for suicide themselves. I just thought there was something wrong 
with me and that I was disappointing all of my friends and family members. 

Around this same time, I joined a private Facebook group for spouses and part-
ners of those who have died by suicide. It’s a large group, with close to 3000 members. I 
began to notice how common it was for us to feel suicidal ourselves. Seeing that helped me 
to understand that it was a symptom of our loss and our grief. Immediately, I identified and 
felt a great deal of empathy and compassion for the others who were suffering this same 
way. I wanted all of them to live through this loss, I wanted all of them to know that their lives 
mattered and they were needed in this world. I know for certain that this is part of how I be-
gan to learn to have empathy and compassion for myself, as well.”

Chelise Stroud, on how social media can be an important tool for those at risk 

Latina Adolescents
Latina adolescents attempt suicide at a significantly higher rate than non-Latina adolescents. In 
a review of data since 1999, it was noted that the risk of completed suicides among Latina ad-
olescents has nearly doubled. A primary prevention approach provides best-practice care and 
support while working to prevent suicide attempts from occurring altogether. Recommendations 
for this population incorporate the central role family and culture play in both risk and protective 
factors. 

17.	 The State Should Support the Development of Community Forums with Key Stakehold-
ers - Local government leaders, school leaders, large employers of Latinos, and local 
clergy should raise awareness of the elevated risk among Latina adolescents. This will 
support the creation of community partnerships aimed at developing a coordinated com-
munity response. The group could emphasize the elevated rates of suicide attempts and 
the growing rates of completed suicides among Latina adolescents as well as increase 
the use of Spanish-language media and the availability of documents in Spanish.

18.	The Increased risk to the Latina adolescent community should be highlighted - To be 
done through inclusion in the updated NYS Suicide Prevention plan as well as Local Men-
tal Health Services Plans.

19.	The State and Localities Should Encourage and Support all primary care providers 
caring for children around the adherence to the latest American Academy of Pediatri-
cian’s Guidelines for Adolescent Depression in Primary Care (GLAD-PC) - This includes 
universal screening for children 12 years old and older, as well as ongoing treatment and 
monitoring.
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“I’ve had multiple experiences where mental health professionals, both of col-
or and not, have shown me their understanding of how my ethnicity and other 
identities inform my experiences. Not having to spend the session educating 
the mental health practitioner about my culture allows me to delve deeper into 
my specific needs at the present moment. Not needing to code-switch or alter 
the language I use to express my feelings makes a difference in how I feel after 
the session and in the long-term. It’s crucial that a consumer feel like they can 
be their true self in therapy because this might be one of the very few places 
where you have that privilege. These experiences were vastly different from 
non-competent care as I was not encouraged to continue treatment with them and felt 
unsupported by a system that can be very daunting and hard to access at times. I think 
humility, sensitivity, or compassionate are preferable to “competency” because demon-
strating that you have a vested interest and making a genuine effort to understand better 
where I am coming from shows that you’re an empathetic individual who wants to make 
sure my treatment is as tailored to my life as possible.”

Dior Vargas, on the importance of Cultural Sensitivity 

LGBTQ Community
Lesbian, gay, bisexual, transgender, and queer/questioning (LGBTQ) individuals have a higher 
rate of suicide ideation and attempts than non-LGBTQ persons. Thus, LGBTQ suicide is a grow-
ing and important public health concern. Given the diversity in subsets that populate the LGBTQ 
community, any actions taken must reflect these diverse cultural needs. Recommendations 
include the application of best practices in the collection and utilization of sexual orientation 
and gender identity (SOGI) data for all deaths throughout the State; promoting culturally compe-
tent services for diverse LGBTQ communities in collaboration with crisis and suicide prevention 
hotlines, schools, and religious and community leaders. 

20.	Increase opportunities for training and technical assistance on cultural competence for 
LGBTQ to include:

•	 Crisis and Suicide Prevention Hotline Services for LGBTQ - Encouraging crisis and sui-
cide prevention hotlines to provide culturally competent services for diverse LGBTQ com-
munities and ensure that programs are following the recommendation to assess suicide 
risk by promoting accreditation as well as train the trainer.

•	 Identify Best-Practices for School Policies and Programming - Encourage local coali-
tions to promote and support practices for schools and other youth - and family - serving 
organizations in addressing bullying; and require that teachers, staff, and administrators 
all complete diversity and inclusion training.

21.	The State Should Support the Development of Trainings for Health Care Systems - 
Health care provider education settings (e.g., physician, social work programs) should 
address strategies to collect Sexual Orientation and Gender Identity (SOGI) data from 
LGBTQ patients across cultures, and methods to create welcoming and affirming envi-
ronments (e.g., affirmed name/pronouns, more inclusive language, all gender restrooms, 
affirming images, recognizing intersecting identities, etc.).

22.	New York State will work with local communities to increase the collection of accurate 
data on LGBTQ suicide - In order to inform planning, intervention, the development of 
prevention strategies, and research accurate data is required.
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23.	The Task Force Recommends that OMH should support a partnership with the Family 
Acceptance Project - This partnership will support the development of family education 
trainings as well as provide a bridge to work with faith communities.

24.	The Task Force Recommends that New York State Pass the Gender Expression Non-Dis-
crimination Act - To create a culture of safety for LGBTQ communities, especially since 
affirming legislation is related to a reduction in suicide attempts among sexual minority 
youth.

Veterans
Suicide rates among Veterans at both the state and national levels are significantly higher when 
compared to non-Veterans. While measuring suicide prevalence among this population can be 
complex given the disparity in demographics (e.g., age, disability status, combat experience), 
common risk factors include chronic pain, mood disorders, and substance abuse. Recommenda-
tions include supporting the NYS Division of Veterans’ Affairs (DVA) in efforts to identify veterans 
who are eligible to receive VA benefits; increasing the presence of mental health support ser-
vices during periods of transition; and increasing the competency of civilian healthcare workers 
to provide treatment to veterans.

25.	All State Agencies Should Support the efforts of NYS Division of Veterans’ Affairs to 
Identify Veterans Eligible to Receive United States Department of Veterans Affairs (VA) 
Benefits - Among the strategies, the State should develop a strategy for state agencies 
to ask all customers the following question: “Have you ever served in the military?” and 
obtain permission to share contact information with the NYS Division of Veterans’ Affairs. 
If permission is not given, agencies should provide a pamphlet encouraging the individual 
in accessing VA eligibility counseling.  The State should develop a data solution to surveil 
state agencies to flag information in state databases and funnel to DVA.

26.	Increase the Collaboration Between New York State Agencies on Workforce Develop-
ment - New York State agencies should collaborate and focus on workforce development 
at transitional events.  In addition, OMH and the State Division of Veterans’ Affairs should 
have an increased presence at Yellow Ribbon and deployment events as the transition 
period from active military to veteran status has been identified as a time of elevated sui-
cide risk.

27.	The State and Localities Should Engage Veterans, families, and the wider community 
in conversations about the development of strategies to both improve the dissemina-
tion of information and resources designed to decrease isolation and better support 
veterans and their families - Through the use of regional coalitions, education provided 
by the Suicide Prevention Office, and the use of a targeted social media campaign, the 
general public can be engaged in the effort to reduce the prevalence of veterans who die 
by suicide.
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Report Recommendations
The recommendations of the Task Force are organized around four domains: A) Strengthen Founda-
tions for Public Suicide Prevention Approaches B) Build Health System Competencies and Pathways 
to Care and C) Improve Surveillance Methods/Tools and Access to Timely Data and D) Infusion of 
Cultural Competence Throughout Suicide Prevention Activities. Recommendations specific to three at-
risk populations — Latina adolescents, LGBTQ, and veterans — are included in the section on cultural 
competence. 

A. Strengthen Foundations for Public Health 			 
Suicide Prevention Approaches
Building stronger foundations to extend public health prevention approaches has potential to jump-
start progress in suicide prevention. Coordinated activities are needed between New York State 
and local communities. State contributions are essential to catalyze activities by providing technical 
assistance, identifying and coordinating resources from different State agencies (e.g., mental health, 
substance abuse), strategic funding, and monitoring overall progress and regional needs for planning. 
Most suicide prevention activities occur at the local level, and local work is essential to identify gaps 
and tailor programming. Local communities have a key role to play in bringing together partners and 
implementing programming.

1.	 The State will identify core elements of a regional suicide prevention framework based 
on the public health prevention approach using surveillance and a range of interventions; 
incorporate them into technical assistance through OMH and The Suicide Prevention Cen-
ter (SPCNY). This will include the formation of regional advisory groups comprised of local 
county leaders throughout the state to identify actionable and sustainable motivators and 
methods to engage partners in building active local suicide prevention coalitions.

a. Local communities should promote suicide prevention by forming key partnerships for 		
regional coordination, data review/surveillance and planning. Key elements should include:

i. Through technical assistance from State agencies, create and support a culture of using 
data at a county level to identify trends in suicide deaths and attempts to inform planning 
and targeting of resources.

ii. Bring in key partners (State government partners, law enforcement, crisis response, 
schools, healthcare, behavioral healthcare, non-profits, media, consumers and/or survi-
vors, families, faith-based organizations) to be involved in the review and planning pro-
cess.

iii. Leverage the new NYS Health Connector Suicide and Self-Harm Dashboard to pilot data 
review and share examples of a successful collaboration-review process. This resource 
assembles the most relevant data for suicide prevention at one website, broken out by 
county across the State. Identify the best local approach for a ‘real-time’ surveillance sys-
tem for suicide deaths/attempts to create a coordinated outreach system.

b. Emphasize the importance of local government agencies such as mental health, health, sub-
stance abuse, and law enforcement as critical to leverage expertise and provide coordinating 
personnel and continuity.

i. Leverage state-wide organizations of local government agencies to build local leadership.

c. Emphasize the engagement of diverse cultural and high-risk groups and a need for the tailor-
ing of programming to local community needs.

d. Provide State guidance to schools on the development of model comprehensive policies for 
suicide prevention, intervention and postvention as a basis for any suicide prevention plan-
ning and programming.
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e.	Operationalize with examples of best 
practices such as Chemung County’s ap-
proach, which emphasizes coordination 
and a range of prevention programming: 
training in risk detection and referral, ex-
tension of clinical services in community 
settings, secondary and primary preven-
tion programs.

f.	 Use local data and knowledge of the 
community to identify local prevention 
needs and matching with research-in-
formed prevention programming.

i.	Encourage collaborations between 
school districts, regional Boards of 
Cooperative Educational Services of 
New York State (BOCES), the Office 
of Alcoholism and Substance Abuse 
Services (OASAS) providers, Aging 
Services and other technical assis-
tance organizations to support pre-
vention programming.

ii.	Create workgroups to identify suicide 
prevention needs of sub-populations 
identified by the community (e.g., 
LGBTQ youth, Latina youth and fami-
lies, veterans).

iii. Link prevention to the placement of 
clinical services in key community 
settings (e.g., schools, primary care 
offices, courts) to reduce barriers to 
care and link to prevention efforts.

iv. Build collaborations with large region-
al youth mental health treatment and 
residential services.

g.	Invite the advisory group to evaluate the 
Suicide Prevention Model/Framework 
with benchmarks. The Task Force recom-
mends the formation of a subcommittee 
of experts and local stakeholders to 
develop criteria and a process for local 
communities to engage in a structured 
planning and resource coordination 
process to receive a NYS designation 
as a partner in Communities United to 
Prevent Suicide.

2.	 The State should make strategic invest-
ments in research-informed prevention 
programs that target risk and protective 
factors for suicidal behavior: (a) so-
cial-isolation/connectedness; (b) problem 
behaviors including substance use and 
antisocial behaviors; (c) coping skills, 
help-seeking.

Williamsville School District: 		
Responding to the Tragedy 			
of a Student Suicide
Williamsville Central School District is a public school district 
in New York that serves the village of Williamsville, as well as 
the towns of Amherst, Cheektowaga, and Clarence.

After the death of a student, Williamsville School District’s 
counselors and staff took action to support a grieving school 
community.   Led by the Assistant Superintendent for Stu-
dent Services, the district started by seeking expert input on 
how best to respond in the immediate aftermath of a student 
suicide—called a postvention response. But it also wanted 
to be more preventive in its approach.  An important step 
was joining the Suicide Prevention Coalition of Erie Coun-
ty and creating a Schools Committee with school leaders.  
The committee prioritized the building of local capacity and 
competency to meet the needs of students and their families 
for suicide prevention, intervention, and postvention.   They 
brought nationally recognized suicide prevention best prac-
tices and evidence based programming to schools, raised 
the level of awareness among school leaders county-wide, 
and developed the infrastructure and partnerships to sustain 
a long-term initiative.   

Since that loss, Williamsville School District provided parent 
resources for awareness and prevention, developed student 
led positive social messaging campaigns, planned for uni-
versal staff awareness training, provided training in suicide 
response to crisis teams, engaged in dialog with local mental 
health providers, and reviewed school policies on intervening 
when a student is at risk for suicide.   

How This Response to Tragedy Illustrates Best Practices in 
School Responses to Student Suicides:

•	 All school staff received training on risk factors and warn-
ing signs. 

•	 All members of the school became involved, demonstrat-
ing a “Caring, Competent School Community” approach.  

•	 Student peer leaders received suicide prevention educa-
tion and were engaged in social marketing campaigns to 
improve teen culture around help-seeking and positive 
coping.  

•	 School leaders sought support and collaboration from 
community mental health and suicide prevention stake-
holders.

•	 School safety leaders considered suicide postvention re-
sponse in ongoing crisis team development and training. 

•	 School policies for intervening when a student is at risk 
for suicide were reviewed and updated.
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a.	For youth, this includes programs that reduce school behavior problems such as the 
Good Behavior Game; build a positive school climate and reduce interpersonal vi-
olence (Partnerships in Education and Resilience); build social connectedness, and 
enhance help-seeking skills, such as Sources of Strength programming and emo-
tion-regulation skills through tools such as Dialectical Behavior Therapy (DBT)-informed 
curriculum.

b.	Prioritize new strategies to reduce bullying and cyber-bullying, which are problems that 
schools are struggling to address and research shows can have long-term adverse im-
pact on emotional well-being and health including increasing risk for suicidal behavior.

c.	Promote the sharing of examples between localities of successful prevention imple-
mentation-sustainability as ‘data’ to encourage other communities/regions.

d.	The Task Force recommends the New York State Suicide Prevention Council examine 
common elements of Evidence Based Practices to make recommendations to adapt 
programs for specific populations.

e.	To address the urgent need for prevention programs that build adult coping skills and 
social connectedness, engage the help of the New York State Suicide Prevention Coun-
cil to monitor research and new programs to identify candidates for pilot work (e.g., 
University of Rochester work on reducing isolation in older adults).

Recognizing the Impact of 
Peer Victimization and Bullying
Peer victimization through bullying is associated with adverse social-emotional 
effects for children and adolescents. Rapidly changing social media and cyberbullying pose 
significant challenges for schools, families, and communities. 
•	 Peer victimization includes verbal harassment, physical threats, and involves the intention 

to cause harm on the part of the perpetrator (van Geel, Vedder, & Tanilon, 2014).
•	 Homophobic name-calling is a prevalent form of peer victimization in middle school (Mey-

er, 2010).
•	 Peer victimization through physical and cyber bullying increases risk for depression, which 

may endure into adulthood (Klomek, Sourander, & Gould, 2011).
•	 Bullying is one of many psycho-social factors that can increase risk for suicidal thoughts 

and behaviors (van Geel, Vedder, & Tanilon, 2014).
Comprehensive bully prevention programs that are implemented with fidelity have proven 
effectiveness, with effects on decreased perpetration and victimization ranging from 15 – 25% 
(Ttofi & Farrington, 2011). 
•	 Program elements that increase effectiveness include teacher training, whole-school an-

ti-bullying policy, parent training and greater intensity and duration.
•	 Programs based on the school-wide Olweus model (1993) show the greatest consistent 

positive effects (Ttofi & Farrington, 2011).
The Task Force recommends that OMH include bully prevention resources (e.g., stopbullying.
gov) within its technical assistance package for communities, and incorporate bully prevention 
within the developing public health framework. The investment of additional State resourc-
es for teacher and parent trainings are needed to assist communities in addressing new 
challenges from cyber-bullying and continue gains from state policies implementing bullying 
programs.  
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Chemung County, 
New York: Community 
Coalition Response to 
Youth Suicides*
Several teen suicides in Chemung County in 2004 
– 2005 spurred creation of a Community Suicide 
Response Task Force to guide out-reach, make pre-
vention recommendations, and promote safe media 
messaging. A team led by the Mental Hygiene Depart-
ment investigated and discovered a pattern of shared 
risk-taking behaviors among the decedents– informa-
tion that was used to formulate intervention for other 
at-risk teens. 

A part-time suicide prevention coordinator position 
was created, as well as an annual suicide prevention 
walk. The coalition created a crisis response proto-
col, sponsored training of youth and adults at risk and 
referral resources which resulted in 3500 community 
members trained, as well as research-informed suicide 
prevention in schools. The coalition reviewed local 
data on suicide deaths and attempts to inform plan-
ning. To address barriers to mental health services, 
satellite clinics were established in school settings. No 
additional teens died by suicide in Chemung County 
for over a decade after 2004 – 2005, suggesting that 
this community response contributed to reducing sui-
cide contagion and may have prevented more deaths.

How This Example Illustrates Best Practices in 	
Public Health Prevention

•	 All sectors of the community (i.e., law enforcement, 
media, healthcare) were involved in planning and 
implementing the prevention and response effort 
(CDC 1988). In response to deaths, they conducted 
outreach to affected peers and investigated com-
mon risk factors.

•	 Promoted responsible media reporting of suicide 
deaths.

•	 Coalition use of data to guide prevention planning.

3.	 One avenue toward engaging the wider 
community in suicide prevention is through 
workforce education. OMH will develop a sui-
cide prevention training to be administered 
through the Statewide Learning Management 
System (SLMS) as one of the mandatory 
trainings for NYS employees.  

a.	The training would address the issues of 
suicide risk as well as how to respond to 
coworker, family member, or neighbor who 
may be exhibiting signs of distress for em-
ployees who are not in the mental health 
field.

b.	The training could be subsequently offered 
to counties and local communities to be 
shared with the wider workforce.

4.	 Given the enormous amount of premature 
mortality associated with suicide and opioid 
overdose deaths, NYS agencies will identify 
steps to advance synergistic prevention ac-
tivities.

a.	Identify shared risk and protective factors 
and prevention approaches promising in 
reducing suicidal behavior and opioid addic-
tion.

b.	Pilot ‘braided’ funding as an alternative to 
what historically has been siloed funding to 
identify new efficient, broader prevention 
approaches.

*Note: Promising local practices illustrated in this 
report are a few among many across the state that 
contain principles for suicide safer communities.
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B. Build Health System 
Competencies and 
Pathways to Care
New York State and local communities work-
ing in tandem can strengthen competencies of 
healthcare providers and systems and better 
serve individuals who are suicidal or at high 
risk of suicidal behavior. In addition to behav-
ioral health services, strategic activities can 
support primary care, other medical special-
ties, as well as providers that serve populations 
at high risk in the community such as isolated 
seniors. Coordinated actions of State and local 
communities can reduce barriers to care and 
promote communication and coordination of 
services to enhance impact.

5.	 The OMH Suicide Prevention Office 
with assistance from State agencies 
will support and expand efforts at inte-
grating suicide prevention into health 
and behavioral healthcare settings, 
sometimes referred to as the “Zero Sui-
cide model.”

a.	This means supporting health and 
behavioral healthcare providers in the 
adoption of systematic suicide safer 
care delivery through technical assis-
tance, training and implementation 
support.

b.	Systematic suicide safer care delivery 
includes screening, increased detec-
tion, and care pathways and follow-up 
monitoring for those at elevated risk.

6.	 Localities should integrate suicide 
prevention efforts in a comprehensive 
crisis system.

a.	As part of a comprehensive system 
review and service planning process 
with regions and localities to develop 
and enhance crisis systems, and mod-
eled after the “Crisis Now” approach, 
OMH will ensure that all county plans 
address suicide prevention services. 

7.	 Localities should identify and share 
core elements of best practice clini-
cal care for suicide specific services 
tailored to age; support via payment 
arrangements for new models such as 
Value-Based Payment (VBP) in which 
providers are reimbursed based on pa-
tient health outcomes. 

Comprehensive Crisis 			
System as a Safety Net
In 2016, the National Action Alliance for Suicide 
Prevention’s Crisis Services Task Force issued a 
white paper outlining the role of crisis services in pre-
venting suicides, including a set of recommendations on the 
core elements of a comprehensive crisis service network. 
Entitled “Crisis Now: Transforming Services is Within Our 
Reach”; the paper describes the many common features of 
emergency and crisis response services that characterize 
many public health and mental health systems across the 
nation. The report’s authors make a call to action with a series 
of steps that communities and states can take to develop a 
comprehensive crisis care system that can improve lives and 
reduce deaths by suicide for the many individuals who still fall 
through the cracks of our systems of care. 
The four core elements of crisis care that are brought to at-
tention by the task force include: 
1. Regional or statewide crisis call centers,
2. Centrally-deployed, 24/7 mobile crisis response,
3. Residential crisis stabilization programs, and
4. Essential crisis care principles and practices, including:

• Embracing recovery
• Significant role for peers
• Trauma-informed care
• Suicide safer care/Zero suicide
• Safety and security for staff and consumers
• Crisis response partnerships with law enforcement

(National Action Alliance for Suicide Prevention: Crisis Ser-
vices Task Force. (2016). Crisis now: Transforming services is 
within our reach.)
Under Governor Cuomo’s leadership, the State Office of 
Mental Health has answered the call to action by the Crisis 
Services Task Force, and is undergoing a comprehensive 
system review and service planning process with regions and 
localities to develop and enhance crisis systems. To date, this 
has included a regional crisis system inventory, guidance and 
technical assistance to localities and regions in designing a 
comprehensive crisis service networks, and development of 
additional revenue streams for crisis services to provide more 
financial sustainability to programs across the state. Addition-
ally, NYS has launched a partnership with the National Crisis 
Text Line, highlighting 24/7 access to anonymous text-based 
support for New Yorkers in crisis. These efforts will not only 
help reduce avoidable hospitalizations and emergency de-
partment visits in the near term, but more importantly will help 
improve recovery outcomes and reduce suicides in New York 
State. 
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a.	Health care is notorious for the slow pace of making effective interventions widely 
available and consistently delivered. Target regulatory, financing and programmatic 
barriers to hasten adoption.

b.	State agencies will provide guidance for health systems and providers on reporting 
suicide attempt and intentional self-harm diagnosis codes (ICD-10) to allow for tracking 
trends across the State.

c.	Incorporate support and encouragement for health systems to track individuals with 
suicide attempts who receive care in their systems in order to highlight the need for 
optimal transitional care and access to evidence-based interventions.

d.	Localities will develop components and standards for clinical care for key constitu-
ent groups/ages, drawing on specific examples of strong local programming provided 
through State technical assistance and support.

i.	For youth, a comprehensive approach such as Columbia University Child/Adoles-
cent Psychiatry Community services framework which collaborates with families, 
pediatricians, primary care offices, and specialists.

•	 Home-based intervention and psycho-education for families and caregivers; 
suicide-specific treatment approaches such as Dialectical Behavioral Therapy 
(DBT); outreach to engage high-risk disengaged youth (Person in Need of Su-
pervision -PINS, homeless); school-based services to increase access; collabo-
ration with regional youth mental health treatment and residential services.

•	 Encourage collaborations between school districts, regional Boards of Cooper-
ative Educational Services of New York State (BOCES), the Office of Alcoholism 
and Substance Abuse Services (OASAS) providers, colleges, shelters, hospital 
emergency departments, and other technical assistance organizations.

ii.	 For adults, utilize OMH technical assistance to identify suicide-specific treatments 
(e.g., DBT, Cognitive Behavioral Therapy - CBT tailored interventions) and training 
opportunities for local providers.

•	 Develop partnerships with substance abuse treatment agencies, agencies that 
serve high-risk groups in community (e.g., homeless, isolated seniors)

8.	 Include suicide prevention as part of the Governor’s transformation of the State’s Med-
icaid System to a Value-Based (VBP) Model.  VBP contemplates a change in reimburse-
ment of health care services which is based on outcomes.

a.	OMH would coordinate expert recommendations to promote the most effective ser-
vices, ongoing performance measurement, and access.

b.	State agencies would ensure reimbursement of the most critical and effective services.

9.	 The State will develop training guidelines that incorporate core competencies for 
healthcare providers as well as address the benefits of training the general public.

a.	Create and share training recommendations for local communities to strengthen the 
suicide prevention competence of the healthcare workforce and general public.

i.	 Tailor training recommendations to the needs of providers and populations served.

ii.	 Incorporate training to build competencies in evidence-based assessment of mental 
health problems and suicide risk in medical providers, home visitors, emergency 
medical services, crisis and emergency department staff, substance use treatment 
providers and behavioral health workers.

b.	Support and expand programming aimed at building behavioral health capacity that 
includes suicide prevention competency in primary care settings. This requires ongo-
ing knowledge and skills development to manage mild to moderate behavioral health 
needs in practices and may include phone and face-to-face consultations.
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i.	 Building capacity is an important, concrete step taken by the State to expand the 	  	
 competence of primary care providers with potential to reduce crises and smooth 	    	
 pathways to care.

ii.	 Examine potential for linkages with tele-psychiatry initiatives.

iii. Support evaluation of these programs.

c. OMH and the Suicide Prevention Center (SPCNY), in conjunction with State Education     	
Department and other relevant stakeholders, should create recommendations for re-
quired core competencies for health care training programs. 

i.	20% of States mandate that health care providers complete suicide prevention train-
ing and an additional 15% recommend training. Adapt best practices for New York 
State.

10.	The State will provide technical assistance to localities to develop a framework for 
county/community integrated programming responding to community-specific needs to 
include the development of ethical and practical guidelines to promote communication 
among healthcare, families and community organizations.

a. Identify healthcare system(s), county and regional agencies to coordinate.

b. Develop collaborations between emergency departments, crisis services, and other   	   	
 health care providers (e.g., health and mental health centers) to ensure rapid follow-up  	
 after discharge and to provide alternatives to emergency department care and hospi- 	   	
 talization when appropriate.

c.	 Local needs assessment for culturally tailored services (e.g., culturally attuned pro- 	  	
 gramming for Hispanic/Latino youth and families).

d. Build in information sharing at key transition and intake points

e. Involve families, pediatricians and other healthcare providers

f.	 Standards for communication with families and key youth-serving settings  following 	   	
 suicidal behavior

g. Incorporate cultural competence, language accessibility, translation services.

C. Improve Surveillance Methods/Tools and Access to 
Timely Data
Timely, high quality suicide surveillance data are foundational to all of the State’s efforts at 
preventing suicide death and attempts. Reliable data critically allow for defining the burden of 
the epidemic, tracking trends, identification of communities at risk, and evaluation of prevention 
strategies.

Because the State collects, houses and manages several databases relevant to suicide surveil-
lance, it has a particularly important role to play in this domain. For example, death certificates 
capture essential demographic information in suicide deaths; hospitals record suicide attempts 
and self-inflicted injuries among those who received hospital and emergency room care; and the 
New York Violent Death Reporting System collects a vast array of information on suicide deaths, 
including some of the circumstances surrounding those deaths. However, even though communi-
ties may not be involved in overseeing state-level data bases, they have a crucial role to play in 
1) accurately generating community-level data sent “upstream” to the State for aggregation and 
in 2) creating local partnerships that support a culture of data-informed suicide prevention and 
implementing evidence-based and best practice programming.

Current priority gaps in the NYS suicide surveillance system:

Data Quality (accuracy and completeness): Having complete and accurate data on suicide 
deaths and attempts, including demographic and circumstances data, are essential to NYS 
suicide prevention. While certain demographic data, such as age and sex, and to a lesser extent 
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race and ethnicity, are collected routinely; 
other characteristics, such as sexual minority 
(LGBTQ) and veteran status are often miss-
ing from records. Circumstances surrounding 
suicide deaths include documenting a host 
of important information that may be col-
lected by medical examiner/coroner offices 
and law enforcement, such as the method of 
death, toxicology reports that screen for the 
presence of drugs and alcohol at the time 
of death, personal issues affecting mental 
health, and whether there was a history of pri-
or suicide attempts. Ensuring timely, standard-
ized data collection and reporting from many 
different organizations involved remains a 
major challenge in New York State. Further-
more, county budgets have not been able to 
keep pace with the increased volume asso-
ciated with suicide and opioid deaths, along 
with the associated rising costs of performing 
certified autopsies and toxicology. In some 
cases, death reporting budgets have been 
materially reduced.

Data Access and Dissemination: Access to 
“actionable data” at the county level his-
torically has been a major challenge with 
no coordinated effort to centralize datasets 
most germane to suicide surveillance in the 
State. Each dataset is typically managed and 
reported by a single custodian agency or 
bureau within an agency, each with its own 
rules surrounding data access. New York City, 
for instance, has its own system for death 
reporting, distinct from the rest of the state. 
Additionally, certain information may not be 
readily shared due to privacy protections. 
For example, federal law broadly protects 
patient health information, including suicide 
attempt data, and has special protections for 
substance use treatment records; and state 
mental hygiene law has additional restrictions 
on sharing treatment records.

Data Timeliness: To respond appropriately, 
communities require timely data on both fatal 
and non-fatal suicide attempts that meet their 
needs. For example, counties have called for 
real-time data so that mobile crisis teams can 
support families following a suicide attempt or 
when facing a suicide contagion. Healthcare 
systems typically engage in quality im-
provement project cycles using data to track 
progress every 60-90 days. Unfortunately, 
suicide death data can take 18- 24 months to 
be made widely available−way too long for 
quality improvement.

Primary Care: Preventing Suicides 
Through the Detection and 		
Treatment of Depression
Mark went to see his primary care physician, Dr. Thatcher, 
due to low back pain and difficulty sleeping. At his doctor’s 
office, Mark completed a brief depression questionnaire in 
the waiting room and acknowledged feeling depressed and 
no longer enjoying things over the last several weeks. He 
also reported occasional thoughts about killing himself but 
adamantly denied any intention of acting on those thoughts, 
citing the impact on his wife and children. In addition to a 
pain management plan, Dr. Thatcher diagnosed Mark with 
clinical depression and explained that his practice has a 
team-based approach to depression care. Though he could 
prescribe an antidepressant medication, he wanted Mark 
to work with Andrea, the depression care manager at the 
practice.
Andrea met with Mark during his initial visit where she 
performed a suicide risk assessment. She also worked with 
Mark on developing a safety plan, a prioritized set of actions 
taken to help manage suicidal urges, including keeping the 
environment safe. Mark agreed to temporarily store his guns 
with his brother-in-law and to have Andrea share the safety 
plan with his wife. Mark continued with therapy with An-
drea weekly for the next several weeks. Andrea tracked his 
progress with the depression questionnaire he completed at 
his first appointment and with medication monitoring by Dr. 
Thatcher.  
How This Example Illustrates Best Practices in Suicide 
Safer Care Delivery:

•	 Dr. Thatcher’s practice utilized a team-based approach 
for depression care, called Collaborative Care, shown to 
be far more effective in treating depression when com-
pared to usual care.

•	 Dr. Thatcher and Andrea received training on assess-
ment and caring for suicidal patients. 

•	 Following expert guidelines, the practice routinely 
screens for depression, including a question on suicide, 
for all patients 12 years and older, a critical first step.

•	 The practice had a well thought out plan for patients 
who screen positive for suicidal thoughts.

•	 Andrea did a thorough suicide risk assessment, the 
foundation for a sound care plan.

•	 She also worked collaboratively with Mark to reduce 
suicide risk factors and enhance protective factors by 
creating a safety plan, temporarily removing firearms 
from the home, scheduling regular ongoing contact, and 
involving family members with Mark’s permission.
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Data segregation: While some progress has been made linking datasets, many that could be 
synergistically harnessed to enhance the State’s suicide surveillance capacity remain siloed or 
inaccessible. An enormous amount of energy and resources has been put into modernizing New 
York’s health information datasets, including both EHR networks (Health Information Exchanges) 
and administrative/claims databases, such as the All Payer Database (APD), Statewide Planning 
and Research Cooperative System (SPARCS), and New York State Medicaid. However, they often 
remain either unlinked or have yet to be systematically leveraging to support suicide prevention.

11. Improve the accuracy and completeness of core suicide surveillance data reporting. 

The Task Force learned that New York State’s County Coroner and Medical Examiner system, 
the foundation for reliable death reporting, in the face of opioid and suicide epidemics, needs 
strengthening.  Despite progress by the State in moving electronic filing of death certificates, 
additional steps need to be taken to ensure early identification of the most serious and 
emerging threats to the health of New Yorkers.

a. Explore additional funding earmarked to explicitly support Medical Examiner and Coun-
ty Coroner death reporting, including suicide and opioid overdose deaths, prioritizing 
the most pressing needs statewide. 

i.	NYS Department of Health (DOH), with partners, will coordinate ongoing continuous 
Quality Improvement efforts to improve accuracy and completeness of New York Vi-
olent Death Reporting data, including data derived from death certificates, medical 
examiner/coroner offices, and law enforcement. Identify methods to improve coding 
on death certificates to ensure suicides are accurately captured.

•	 Develop a centralized state office to improve completion of the death certificate: 
assisting with standardizing causes of death to produce accurate counts; pro-
viding technical assistance/training to medical examiner and county coroners in 
interpretation and coding of autopsy/toxicology results and the completion of 
death certificates; and collecting data for suicide case fatality reviews.

•	 Develop, train, and support implementation of standards for classifying deaths 
as accidental and undetermined including overdose deaths.

•	 Identify and support state-wide use of best practices for collecting under-report-
ed demographic data (e.g. race/ethnicity, veteran and sexual orientation and 
gender identity) for suicide death and attempt records.

•	 Provide ongoing training for key New York Violent Death Reporting agencies 
for counties, including New York City, aimed at standardizing case investigation 
methods and reporting for underreported demographic data.

•	 Develop legislation that allows coroners and medical examiners to access med-
ical records, information from Qualified Entities, and data from the prescription 
monitoring program to understand past medical history. 

•	 Support through the provision of technical assistance on best practices the pilot-
ing of local/regional suicide fatality reviews.

12.	The State Should Increase access to data that informs state and local suicide preven-
tion and support a culture of data informed suicide prevention at the local level.

a.	NYS Department of Health (DOH) will provide a centralized clearinghouse in the form of 
an interactive “Suicide Dashboard” for the most relevant state and county-level sui-
cide-related surveillance data.

b.	The State will provide technical assistance and training to community groups on the 
dashboard, including the 57 counties with existing suicide prevention coalitions.

c.	With technical assistance from OMH, and in accordance with all state and federal laws 
surrounding confidentiality, communities will pilot suicide fatality reviews in select areas 
whereby a multidisciplinary group of professionals and community members evaluate 
the circumstances leading to suicides to improve community and service systems and 
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to take action to prevent suicide. Summarize and disseminate findings in an annual 
report to community stakeholders aimed at policy changes that improve community 
suicide prevention.

d.	Develop a plan for the sharing of regional best practices in the use of data informed 
suicide prevention across the State, such as at the annual NYS Suicide Prevention 
Conference, the annual conference of mental hygiene directors, and other appropriate 
venues.

e.	Create an advisory panel of county mental hygiene directors to provide feedback and 
guidance to the State in incentivizing implementation at the local level of recommenda-
tions contained in this plan and to disseminate best practices to other counties.

f.	 Qualified Entities are regional health information networks that tie together electronic 
medical and pharmacy records so participating providers can share patient specific 
data, such as discharge summaries, lab tests, diagnoses, and pharmacy records to 
allow improvements in coordinated care. The State should work with Health Informa-
tion Exchanges to make suicide-prevention relevant data more accessible to end users. 
For example, while adhering to all applicable federal and state privacy laws, health 
and behavioral healthcare providers should be able to quickly ascertain if an individual 
has received treatment for a mental illness, or has had a suicide attempt in the past. 
Consent forms need to be incorporated into mental health and substance use disorder 
practices to allow sharing of this data.

13.	The State Should Improve Data Timeliness: Support timely data that meets both 
community need for rapid emergency response and long-term surveillance aimed at 
understanding trends.

a.	Support use of a “near real-time data” surveillance system for communities

b.	The State and New York City health departments should collaborate to develop, test, 
and disseminate a common syndromic definition for suicide attempts to allow near 
real-time reporting in emergency rooms statewide.

c.	Review of other databases, including emergency medical services transport, SafeACT 
rapid reporting, and data available at the community level such as 911 dispatches, as 
potentially useful models of real-time data reporting that supports a local response.

d.	Review current work flows for State suicide death reporting, including toxicology report-
ing, and make recommendations on reducing the data lag (see above).

e.	Creation of centralized NYS laboratory for standardized toxicology reporting

f.	 Counties should work with their data providers such as coroners/medical examiners, 
behavioral health providers, and hospital emergency departments to identify local 
issues affecting the timeliness and quality of data collection.

14.	The State should foster and support data sharing across the datasets most relevant to 
suicide prevention.

a.	Several databases managed by New York State contain information highly relevant 
to suicide prevention—for example, the All Payer Database, Statewide Planning and 
Research Cooperative System (SPARCS), Vital statistics, Medicaid, New York Incident 
Management Reporting System (NIMRS). Methods to allow sharing and linkage of re-
cords between agencies for public health surveillance purposes need to be identified.

b.	Rather than having state agencies rely on separate parallel reporting systems for 
tracking suicide attempts and deaths, efforts should be made to utilize one universal 
system to be used by the State and its licensed providers.
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Considerations and Contexts for Treatment 					   
– the Whole Person         
by Antoine B. Craigwell | DBGM, Inc.
“There are beliefs, distortions and assumptions about mental health that are held by certain cultures 
and must be factored into treatment for any psychiatric disorder. My approach is to first seek out the 
cultural factors that may be impacting the depression or the mental illness and then guide the client to 
understanding its role in their mental health. This can be a sensitive process and must be done with 
utmost care and respect because in many instances those beliefs are connected to family and cultur-
al issues. Once this is accomplished, then we can move forward with the rest of the work,” said Sean 
Carrington, vice president of Staff Development and Employee Relations with NYC-based Harlem 
United.
In his treatment practices, Carrington advocates for including cultural competency in prima facie inter-
actions with clients. Two aspects of cultural competency, with significant influence on people of color, 
are the combined effects of racism, and intergenerational and contemporaneous trauma, which focus 
on the effects of slavery, post-slavery, and micro aggressions chipping away at a client’s sense of self.
Therapists/clinicians incorporating cultural competency/awareness in their treatment modalities, are 
more likely to effect better therapeutic results, and ensure the client is able to come to terms with their 
past, not only in their lifetime, but reconciling with issues transmitted through generations. The ther-
apist can assist the client by revisiting and encouraging awareness of the “whole person” as a treat-
ment method, which includes working through ingrained shame, stigma and distrust of mental health 
care.  It is important that the therapist/clinician also have an awareness of their own conscious and 
unconscious biases that may have an effect on their perceptions and judgments while working with 
a client. The clinician also needs to be aware of the impact of the physical environment where they 
work, that it be welcoming and respectful of the community they serve.

D. Infusion of Cultural Competence Throughout 		
Suicide Prevention Activities

Incorporating the need for cultural competence in all stages of suicide prevention activities 
increases effectiveness on all levels.  Assuring that diverse communities are involved in both 
State and local level planning creates a potential framework that allows for reaching more 
populations.   Ethnicity, gender, sexual orientation, age, socio economic status, and community 
are among the considerations for program development and delivery.  The conversation must 
encompass how technology can be used to reach populations that are isolated as well as youth 
for whom no programming should exclude the use of technology and more specifically social 
media.

15.	 Incorporate the use of technology into program development and design.

a.	Gather input from diverse populations with a multi-generational view on how the use of 
technology allows individuals to feel more connected.

b.	Focus on the development of applications for crisis and therapeutic support services.

16. The State should incentivize improving the completeness of key demographic data 
for suicide deaths and attempts, including race/ethnicity [veteran and sexual minority 
status], in administrative data sets. This information is critical to the goal of reducing 
disparities.
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Special Population Recommendations
Latina Adolescents: A Population at Elevated Risk
Over the last two decades, it has consistently been observed that Latina adolescents attempt sui-
cide at a significantly higher rate than their non-Latina peers.18 This alarming health disparity holds 
true nationally as well as in New York State, with 15.1% and 14.6% of Latina adolescents, respective-
ly, reporting a suicide attempt during the last year. 19 While rates of suicide deaths (i.e. lethal at-
tempts) are comparable to their non-Hispanic White, Black and Asian peers, it is important to under-
score that non-lethal suicide attempts are often highly traumatic, disruptive events for the individual 
adolescent and their family. In addition, risk of completed suicides among Latina adolescents has 
nearly doubled since 1999, indicating a rising lethality of suicide attempts. 

As clear markers of distress, suicide attempts - even non-lethal ones - deserve a robust community 
response: a community response that both provides best-practice care and support for those im-
pacted as well as a state and community response that works to prevent attempts from happening 
in the first place – i.e., a primary prevention approach. The recommendations that follow were de-
veloped with this call to action in mind for this at-risk population where culture and family interplay 
as central suicide risk and protective factors.

17.	 Targeting communities with the larger Latina adolescent populations in New York State 
(see side bar below), The State should convene and facilitate community forums with key 
stakeholder groups—such as county government leadership, social service agencies and 
health care providers with ties to the Latino community, school district and Parent Teacher 
Association (PTA) leaders, large employers of Latinos, and local clergy. The goal is to raise 
awareness around the issue of elevated rates of suicide attempts, and rising rates of complet-
ed suicides, among Latina adolescents. This will support the creation of community partner-
ships aimed at developing a coordinated community response, including at a minimum devel-
oping an inventory of community resources to make available to stakeholders.

a.	Even when supportive services are available, Spanish-speaking only parents or other 
primary caregivers may not know about them, if informational materials appear in English 
only. Similar to Governor Cuomo’s Executive Order 26 for state agencies, community 
groups should make vital documents available in languages other than English, including 
Spanish, and raise awareness among Latino families of local resources by publicizing them 
through Spanish-language media.

b.	Create a digital clearinghouse devoted to housing resources available to communities 
working to reduce suicide deaths and attempts among Latina adolescents, including how to 
access trainings and best-practice programs.

18.	Strategies to highlight increased risk to the Latina adolescent community should be com-
bined with improved data collection and utilization by local communities in planning sui-
cide prevention services for improved outcomes within this community. 

a.	In concert with the NYS DOH Prevention Agenda 2019-2024 cycle, highlight the prevention 
of suicide attempts and deaths, (especially in communities with relatively large Latina ado-
lescent populations) in the 2019 Local Mental Health Services Plans.

b.	Highlight the elevated rates of suicide attempts and the growing rates of completed sui-
cides among Latina adolescents, including in the next revision of the NYS Suicide Preven-
tion Plan and at the annual NYS Suicide Prevention Conference in Albany.

19.	The State and Localities Should Encourage and Support all primary care providers caring 
for children around adherence to the latest American Academy of Pediatricians’ Guidelines 
for Adolescent Depression in Primary Care (GLAD-PC), including universal screening for chil-
dren 12 years old and older, as well as ongoing treatment and monitoring. Selective screening 
in other settings may also be useful among appropriately trained professionals as a natural 
extension of their current roles—e.g. guidance counselors working with individuals struggling 
in school or pastoral counselors supporting distressed families within their congregations.
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Sidebar On Geography With Map
New York’s Latina adolescent population (ages 10-19) is comprised of over 265,000 individuals 
(CDC Wonder 2016). While much of the population resides within the 5 boroughs of New York 
City, there are 23 counties outside the City with populations greater than 500, including pop-
ulations that number approximately 5,000 or greater in Suffolk, Nassau, Westchester, Orange, 
Monroe, and Erie Counties. In addition to geographic diversity, there is significant subethnic het-
erogeneity among the New York State Latino population, reflecting broad immigration patterns 
from the Caribbean, Central and South America.
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LGBTQ
Lesbian, gay, bisexual, transgender, and queer/questioning (LGBTQ) suicide is a growing and 
important public health concern. LGBTQ individuals have a higher burden for suicide attempts 
and ideation than non-LGBTQ persons.1-11Prevalence of attempting suicide is 4.6% for the general 
US population, i 10-20% among LGB persons, and 39-55% among trans individuals.3, 12, 13 LGBTQ 
communities include diverse sets of populations with common experiences (e.g., minority stress), 
great distinctions (e.g., medically necessary treatments), and strengths (e.g., advocacy and cre-
ativity).14 Action taken on the key recommendations listed below must consider: (a) the diverse 
cultural needs of the LGBTQ communities based on intersections of age, racial/ethnic identity, 
religious affiliation, and sexual orientation and gender identity, among other salient identities, (b) 
actions that will enhance knowledge, awareness, and skills to reduce implicit biases that im-
pact policy development, professional training, and community institutions (e.g., healthcare and 
education), and (c) strategies to promote LGBTQ strengths among individuals and communities. 
Coordination between New York State and local communities can promote a culture of respect 
and acceptance for diverse LGBTQ populations, and contribute to enhanced prevention activities.

20.	Increase training expectations and opportunities to incorporate LGBTQ in cultural com-
petence trainings, technical assistance, and regulatory review.

a.	It is critical to encourage crisis and suicide prevention hotlines to provide culturally com-
petent services for diverse LGBTQ communities. Crisis Prevention Centers, especially 
those with text and chat messaging available, play an important role in suicide preven-
tion. To ensure that crisis and suicide prevention programs are following the recommen-
dation to assess suicide risk, it is important to promote accreditation as well as Train the 
Trainer.

b.	Statewide mandated training on cultural competence (as found on Statewide Learning 
Management System) should be updated to include LGBTQ communities and OMH Field 
Offices need to include expectations around LGBTQ competency training in their licens-
ing visits to agencies. Thus, professional education settings will provide trainings on 
LGBTQ competence (i.e., knowledge, awareness, and skills), unique experiences based 
on LGBTQ diversity, and promote inclusive language in schools and public settings.

c.	Schools are key settings for education, promoting youth-adult bonds, family education, 
and creating a culture of diversity and acceptance. It is important to identify best-prac-
tices for school policies and programming and encourage local coalitions to promote; 
support practices for schools and other youth- and family-serving organizations in ad-
dressing bullying; and require that teachers, staff, and administrators complete diversity 
and inclusion training to help them recognize their own biases, strategies to negotiate 
conflicting beliefs, and to encourage schools to provide continuing education on diverse 
cultural histories.

d.	Incorporate into OMH Suicide Prevention Office (SPO) coalition training: strategies and 
recommendations for local coalitions to engage with religious and community leaders 
for collaborative training in cultural competency as well as implicit bias and to use mes-
saging to promote acceptance in families and prevent bullying.

e.	Create and disseminate information on community as well as on-line resources to match 
specific population needs (e.g., community, connection, healthcare information, family 
support, salient identities). Developing trainings that encourage LGBTQ self-advocacy as 
well as communication of their unique needs in healthcare and other settings.

21.	LGBTQ competencies in health care systems need to be improved across the board (e.g., 
providers, staff, and administrators). It is essential to collect Sexual Orientation Gender 
Identity (SOGI) data in electronic medical records and use basic procedures to promote 
trust and communication between health care systems and LGBTQ communities.
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a. The State should support the development and dissemination of trainings for health 
care systems and health care provider education settings (e.g., physician, social work 
programs) to address: (a) Strategies to collect SOGI data from LGBTQ patients across 
cultures and (b) Creating welcoming and affirming environments (e.g., preferred name/
pronouns, more inclusive language, all gender restrooms, affirming images, recognizing 
intersecting identities, etc).

i.	Healthcare systems must determine how often SOGI information should be system-
atically collected, what barriers to collecting this data exist, and develop experien-
tial trainings that not only teach, but monitor how SOGI data is collected.  OMH will 
review regulations and explore training opportunities as well as soliciting input from 
the LGBTQ communities about how best to operationalize this including the educa-
tion of LGBTQ patients about how this data will promote more affirming health care 
practices.

22.	There is a critical need for accurate data on LGBTQ suicide to inform planning, inter-
vention, prevention strategies, and research. Once LGBTQ suicide and death data is 
available, state/local policy makers and researchers will be able to investigate means 
of death, suicide rates, and strategies to tailor suicide prevention approaches to unique 
subgroups (e.g., LGBTQ, people of color, age cohorts), etc.  Toward that goal, local com-
munities can increase the accuracy in the following ways:

a.	Identify and support state-wide use of best practices for collecting information on sexu-
al orientation and gender identity (SOGI) for all NYS deaths.

b.	Support the New York State Inter-Agency Task Force that is working to identify and sup-
port  best practices for obtaining SOGI information.

c.	Ensure that SOGI data is available for the National Violent Death Reporting System 
(NVDRS) and death certificates; thus, medical examiners, county health officials coro-
ners, and law enforcement offices will require training to collect and code SOGI data. 
Similarly, it is equally important to collect SOGI data in electronic medical records to 
improve care and ensure that data is available for death records.

23.	OMH should support a partnership with the Family Acceptance Project. Based on 
converging evidence that minority stress is a risk factor for LGBTQ suicidal behavior and 
family support/acceptance are key protective factors, OMH should support a partner-
ship with the Family Acceptance Project to develop family education trainings as well as 
provide a bridge to work with faith communities. A more aspirational goal toward LGBTQ 
suicide prevention is to identify a range of strategies to strengthen social connectedness 
and parental acceptance among LGBTQ communities more broadly.

24.	The Task Force recommends that New York State Pass the Gender Expression Non-Dis-
crimination Act. New York State has already made progress working toward LGBTQ 
equality and promoting LGBTQ rights; yet, there are still opportunities to craft and support 
legislation to protect LGBTQ communities. While there are a handful of cities and counties 
that prohibit discrimination based on gender identity and gender expression, passing the 
Gender Expression Non-Discrimination Act is a critical step toward creating a culture of 
safety for LGBTQ communities, especially since affirming legislation is related to a reduc-
tion in suicide attempts among sexual minority youth.
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Veterans
Suicide rates among Veterans in New York State are comparable to nationwide statistics, and both are 
disproportionately high when compared to non-Veterans.15 Measuring the prevalence of suicide is par-
ticularly complex given disparities in factors such as age, cohort, rank, disability status, and combat 
exposure. Risk factors include emotional distress, chronic pain, mood disorders, and substance use. 16 
Suicide rates are shown to be higher among Veterans that do not utilize Veterans Health Administra-
tion (VHA) services. New York state ranks 5th in the nation for the size of its Veteran population and 
yet most of the Veterans in the State do not receive VA healthcare.17  

25.	Most Veterans in New York State do not receive their healthcare through the VA system.  
New York State will address the need to increase access to enrollment into the VA system 
for those who are eligible while improving the competency of civilian healthcare workers in 
providing treatment and meeting the specific needs of Veterans for those who do not receive 
VA services. 

a.	New York State will develop mechanisms to better identify Veterans and provide information 
on VA benefits.

i.	  New York State will identify a strategy for state agencies to ask all customers the fol-	
  lowing question: “Have you ever served in the military?” and obtain permission to share  	
  their contact information with the NYS Division of Veterans’ Affairs (DVA). If permission is 	
  not given, state agencies will be able to provide a pamphlet encouraging the individual 	
  in accessing VA eligibility counseling. There is potential for NYS Information Technology 	
  Services (ITS) to develop a data solution to surveil state agencies to flag information and 	
  funnel to the DVA.

ii.	  Provide support for the work of the DVA call center, which ultimately assists respondents 	
  in scheduling appointments with Veteran Benefit Advisors who are local to the caller.

iii. Psychiatric Services and Clinical Knowledge Enhancement System for Medicaid             	
  (PSYCKES-Medicaid) is a Health Insurance Portability and Accountability Act (H-		
  IPAA)-compliant, web-based portfolio of tools designed to support quality improvement  	
  and clinical decision-making in the New York State Medicaid population.  OMH will 	  	
  explore the utilization of PSYCKES to identify those with Veteran status to identify those 	
  individuals during visits to such locations as emergency rooms and homeless shelters.

b.	State agencies will coordinate to develop a curriculum for healthcare workers to increase 
their understanding of the unique needs of the Veteran population.

26.	New York State agencies will increase collaboration at events designed for individuals expe-
riencing the transition period from active military to veteran status as this has been identi-
fied as a time of high risk. These events are an opportunity to provide mental health support 
as well as assist individuals in obtaining benefits. In addition, OMH and the New York State 
Division of Veterans’ Affairs will increase their presence at Yellow Ribbon and deployment 
events.

27.	New York State will address the need to engage and educate the veterans, families, and the 
wider community as well as decrease isolation by veterans in the following ways:

a.	OMH will coordinate trainings with the State Division of Veterans’ Affairs. OMH offers a num-
ber of suicide prevention trainings each year, many of which may benefit those working with 
veterans.

b.	Improve the dissemination of information to Veterans and their support systems through the 
development of a social media campaign. The development of online content should include 
information for veterans, families, and friends on mental health and resources. This campaign 
could be launched on Veterans Day as a collaborative effort of state, federal, and military 
agencies.

c.	Promote Veterans-Focused Suicide Prevention community conversations in each of the REDC 
regions annually, bringing relevant stakeholders together in a collaborative effort to de-
crease isolation in the Veterans community.
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Notes on Implementation
The Office of Mental Health will coordinate a multi-agency steering committee to guide the implementa-
tion of Suicide Prevention Task Force recommendations across New York State. This steering committee 
will align Task Force recommendations with the New York State Prevention Agenda, the suicide pre-
vention activities of Local Governmental Units (LGUs), facilitate data sharing, and be responsible for the 
direction of statewide, regional and local actions to prevent suicide. 
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