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or more of the problems or 
“signs” detailed below. The fol-
lowing list describes some poten-
tial factors of risk for suicide 
among youth. If observed, a 
professional evaluation is strongly 
recommended:  Presence of a 
psychiatric disorder (e.g., depres-
sion, drug or alcohol, behavior 
disorders, conduct disorder [e.g., 
runs away or has been incarcer-
ated]).  The expression/
communication of thoughts of sui-
cide, death, dying or the afterlife 
(in a context of sadness, bore-
dom, or negative feelings).  Im-
pulsive and aggressive behavior; 
frequent expressions of rage. 
Previous exposure to other’s sui-
cidality.  Recent severe stressor 
(e.g., difficulties in dealing with 
sexual orientation; unplanned 
pregnancy or other significant 
real or impending loss).  Family 
loss or instability; significant fam-
ily conflict. 
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Youth Suicide Fact Sheet 
 
Suicide ranks as the third leading 
cause of death for young people 
(ages 15-19 and 15-29); only ac-
cidents and homicides occur 
more frequently.  Each year, there 
are approximately 12 suicides for 
every 100,000 adolescents.  Ap-
proximately 12 young people be-
tween the ages of 15-24 die 
every day by suicide.  Within 
every 2 hours and 2.5 minutes, a 
person under the age of 25 com-
pletes suicide.  In 2000, 29,350 
people completed suicide. 13.6% 
of all suicides were committed by 
persons under the age of 25. 
Whereas suicides account for 
1.2% of all deaths in the U.S. an-
nually, they comprise 12.8% of all 
deaths among 15-24 year olds.  
Suicide rates, for 15-24 year olds, 
have more than doubled since 
those of the 1950’s, and re-
mained largely stable at these 
higher levels between the late 
1970’s and the mid 1990’s.  Sui-
cide rates for those 15-19 years 
old increased 11% between 1980 
and 1997. Suicide rates for those 
between the ages of 10-14, how-
ever, increased 99% between 
1980 and 1997. Both age groups 

have shown small declines in 
rates in the past two years.  Fire-
arms remain the most commonly 
used suicide method among 
youth, regardless of race or gen-
der, nearly accounting for almost 
three of five completed suicides.  
Research has shown that the ac-
cess to and the availability of fire-
arms is a significant factor in the 
increase of youth suicide.  The 
male to female ratio (in 2000) of 
completed suicides was 3.7: 1 
among 10-14 year olds, and 5: 1 
among 15-19 year olds, and 6.2: 
1 among 20-24 year olds.  Black 
male youth (ages 10-14) have 
shown the largest increase in sui-
cide rates since 1980 compared 
to other youth groups by sex and 
ethnicity, increasing 180%. 
Among 15-19 year old black 
males, rates (since 1980) have 
increased 80% (2000 data).  Re-
search has shown that most ado-
lescent suicides occur in the af-
ternoon or early evening and in 
the teen’s home.  Although rates 
vary somewhat by geographic lo-
cation, within a typical high 
school classroom, it is likely that 
three students (one boy and two 
girls) have made a suicide at-
tempt in the past year.  (Rev 

10/16/03) Nationwide, nearly one 
in five high school students have 
stated on self-report surveys that 
they have seriously considered 
attempting suicide during the pre-
ceding 12 months.  A prior suicide 
attempt is an important risk factor 
for an eventual completion.  The 
typical profile of an adolescent 
nonfatal suicide attempter is a fe-
male who ingests pills; while the 
profile of the typical completer 
suicide is a male who dies from a 
gunshot wound.  Not all adoles-
cent attempters may admit their 
intent. Therefore, any deliberate 
self-harming behaviors should be 
considered serious and in need of 
further evaluation.  Most adoles-
cent suicide attempts are precipi-
tated by interpersonal conflicts. 
The intent of the behavior ap-
pears to be to effect change in 
the behaviors or attitudes of oth-
ers.  Repeat attempters (those 
making more than one nonlethal 
attempt) use their behavior as a 
means of coping with stress and 
tend to exhibit more chronic 
symptomatology, poorer coping 
histories, and a higher presence 
of suicidal and substance abusive 
behaviors in their family histories. 
Many teenagers may display one 


