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Introduction

An overview of suicide among young adults, nationally and in Colorado

Suicide is a complex, multi-faceted issue which is rarely the result of a single source of
trauma or stress.' In 2019, suicide was the tenth leading cause of death in the U.S. with
47,511 people dying by suicide.? Suicide is the second leading cause of death among persons
aged 10-24 years in the U.S. although the majority of suicide deaths occur among adults.** In
Colorado, suicide was the second leading cause of death after unintentional injuries among
young adults ages 19-24 between 2013 and 2019 (24.8 per 100,000 population).®

The impact of suicide exists across a continuum with many more people who seriously
consider suicide or make a suicide attempt than die by suicide. According to national data
from the Centers for Disease Control and Prevention (CDC), for every one adult death by
suicide there are three attempts resulting in hospital admission, nine attempts leading to an
emergency department visit, 27 attempts that are not medically treated, and 228 individuals
who experience thoughts of suicide.®

Young adult suicide prevention

There is an opportunity to prevent suicide during the young adult period (ages 19-24).
Because individuals interact with families, schools, communities, systems, and broader
society, young adult suicide prevention is a community issue. Young adults ages 19-24 often
face a variety of transitions, which can include leaving high school, moving to a new location,
finding a new community, joining the workforce, enrolling in an institution of higher
education, joining the military, and taking on additional financial responsibilities and adult
roles.

Research from the CDC shows that many forms of violence and injury share many of the same
risk and protective factors. Risk factors are things that make it more likely that people will
experience violence. Protective factors are things that make it less likely that people will
experience violence or that increase their resilience when faced with risk factors. For
instance, experiencing trauma such as sexual violence’ and child maltreatment? increases the
risk of suicidal despair across the lifespan. However, connection to a caring adult or access to
mental health services can protect people from suicidal despair. By focusing efforts on
upstream, common factors at the community level, the Colorado Department of Public Health
and Environment (CDPHE) breaks down silos that often exist between public health issues, and
works to prevent much of the violence and injury that occurs in Colorado. Upstream
prevention refers to a strategy or approach that seeks to prevent the onset of suicidal
thinking or behavior and is also called primary prevention. Examples of upstream prevention
include infusing protective strategies to elevate the overall wellness of a community.

Suicidal despair encompasses a range of emotions, thoughts, and behaviors and can include
feelings of hopelessness and being a burden, thoughts of suicide or suicidal ideation, chronic
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or acute suicidality, suicidal behaviors, and suicide attempts.’ Fortunately, prevention efforts
which build shared protective factors such as connectedness, positive social norms, and
economic stability may prevent or decrease the likelihood of suicide.™

Scope of the report

The focus of this report is suicide among young adults ages 19-24. The stressors and
contributing factors that lead to suicidal despair for youth ages 10-18 may continue into
young adulthood (ages 19-24). In addition to big life transitions that can feel isolating or
stressful, certain mental health diagnoses tend to emerge during young adulthood. The
suicide rate for Colorado young adults ages 19-24 is more than double that of the rate for
Colorado youth ages 10-18. It can be beneficial, from a suicide prevention perspective, to
consider both age ranges (10-18 and 19-24) when interpreting data and implementing suicide
prevention strategies for young people. CDPHE released a previous report in 2019, which
looked at youth suicide in Colorado for those ages 10-18." We recommend pairing these two
reports to consider youth and young adult suicide data and prevention efforts along the same
lifespan.

In Colorado, suicide deaths for children younger than age 10 are infrequent.
These deaths are so rare that they do not meet privacy criteria for sharing data
publicly by age group. Although it is rare for children under age 10 to die by
suicide, their deaths are devastating for their families and communities, and
CDPHE is monitoring these deaths.

This report includes summaries of demographic characteristics, trends, and life and
situational circumstances most frequently associated with young adult suicide deaths in
Colorado. The purpose of this report is to increase awareness of suicide among young adults
and to explore recent trends. This data informs prevention and intervention efforts by
agencies interested in decreasing the impact of youth and young adult suicide.

The impact of policies and systems on suicide deaths

Generations of social, economic, and environmental inequities contribute to some families
losing children and youth.' When interpreting the data, it is critical to not lose sight of these
systemic, avoidable, and unjust factors. These factors perpetuate the disparities observed in
suicide deaths in Colorado. Researchers work towards understanding how geography, race,
ethnicity, sexual orientation, and gender identity correlate with health. It is critical that data
systems identify, understand, and eliminate life-long inequities that persist across groups.
When limitations in the data system exist due to how data are collected, or because data are
not collected, we strive to provide additional context and research about how inequities
impact suicide deaths. By changing policies and systems that create and perpetuate

Suicide Among Young Adults in Colorado, 2014-2019: Ages 19-24 2



inequities, we can reduce the number of suicide deaths that occur in Colorado. Examples of
these inequities include, but are not limited to:

RURAL AND FRONTIER SEXUAL ORIENTATION AND
GEOGRAPHY RACE AND ETHNICITY GENDER IDENTITY
Limited access to Level 1 Historical trauma, racism, Discrimination, stigma, and
trauma centers and mental and discrimination.':'8 bias.?
and behavioral health
services.™ Limited access to Rejection from family,
high-quality education, friends, and community.?
Increased discrimination employment
associated with mental opportunities,? healthy Non-inclusive school
illness and seeking help.'™ foods,?' culturally curricula and
traditional foods,? and anti-harassment policies.?®
Longer response times by health care.?
emergency medical Insufficient access to
services.” Chronic stress.?* LGBTQ-informed health
care.”
— These and other factors | — These factors result in — The chronic social stress
contribute to higher death | lasting health impacts for that LGBTQ children and
rates in rural areas, people of color that youth experience
including suicide deaths.'® include high rates of influences health across
homicide and gun the lifespan, including
violence.?® higher rates of suicide3°
and substance use.*'

Methods

We use a variety of data sources throughout this report. Mortality data comes from the
Colorado Vital Statistics Program and the Colorado Violent Death Reporting System (CoVDRS)
at CDPHE as part of the larger National Violent Death Reporting System (NVDRS). The NVDRS is
a CDC-funded program that collects data on all violent deaths including suicides, homicides,
unintentional firearm deaths, and undetermined deaths that may have been violent. The basis
for inclusion of a death in the NVDRS is by the manner of death or International Classification
of Disease, 10th Revision (ICD-10)-coded underlying cause of death as reported on the death
certificate. Cases included in the NVDRS with an undetermined manner of death have coding
or injury descriptions consistent with violent death.

Data entered into the NVDRS web-based system for each death comes from death certificates,
coroner or medical examiner reports, and law enforcement reports. The final dataset includes
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information from all three primary sources. Advantages of this approach include increased
circumstance information, improved weapon information, toxicology information, medical
and mental health history, and many other variables.

This report includes all occurrences reported to the CDPHE Vital Records System of suicide
among Colorado residents from 2014 through 2019 unless otherwise noted. For the CoVDRS,
data are reported between 2014 through 2018 based on data collection timelines. For the
purpose of this report, young adults are defined as ages 19 to 24. The results examine young
adult suicide deaths by year, geographic region of residence, sex, race/ethnicity, education,
occupation industry, method, toxicology results, preceding and contributing circumstances,
month of death, and other factors. Additional suicide data from the CoVDRS are available at:
https://cdphe.colorado.gov/center-for-health-and-environmental-data/registries-and-vital-st

atistics/colorado-violent-death-reporting-system.

This report includes age group comparisons between youth (ages 10-18), young adults (ages
19-24), and adults ages 25 and older.™ Results present young adult suicide deaths as number
of cases, categorical counts, percentages of total suicide deaths for a given category, and
demographic-specific mortality rates per 100,000 population with 95% confidence intervals.

In addition to mortality data, this report includes suicide-related hospitalizations and
emergency department visits from the Colorado Hospital Association and accessed at CDPHE.
Suicide-related hospitalizations and emergency department visits are identified using
International Classification of Disease, 10th Revision Clinical Modification (ICD-10 CM)-coded
diagnosis codes. These data represent Colorado residents who visit a Colorado hospital, for a
suicide-related visit. These data are presented by method of injury as defined by the ICD-10
CM codes. As noted in the sections those individuals with a discharge status of deceased (died
from their suicide attempt) are excluded.

A note on interpreting confidence intervals.

Where you see a rate with 95% confidence intervals in the results below, you can assess
for statistically significant differences. If the confidence intervals of two rates overlap,
those two rates are not statistically significantly different. If they do not overlap, those
rates are statistically significantly different.

For computing demographic-specific mortality and morbidity rates, population estimates for
denominator data come from 2014-2019 population estimates from the State Demography
Office, Colorado Department of Local Affairs. All mortality rates presented use death
certificate data rather than CoVDRS data. This accounts for deaths of Colorado residents in
other states. Therefore, there are slight differences between CoVDRS data and death
certificate based data.

1 Suicide deaths for those under age 10 are exceedingly rare and we are continuing to monitor these deaths.
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For this report, race and ethnicity is represented in five categories based on data reported
from the CoVDRS and population data from the State Demography office. These groups are
non-Hispanic white, white Hispanic, Black/African American, American Indian/Alaska Native
(Al/AN), and Asian/Pacific Islander. The CoVDRS and death certificates collect data on race
and ethnicity separately, where ethnicity represents Hispanic origin solely and race
represents a multitude of other groups. For the purposes of this report, Black/African
American and Asian/Pacific Islander categories include both Hispanic and non-Hispanic
individuals in those race groups. This is largely due to smaller population sizes in these
communities in Colorado. When reporting small numbers there are inherent statistical and
privacy issues to be considered. There are also noted difficulties in calculating population
specific rates for those who are multi-racial. Traditionally the group “white Hispanic”
represents Hispanic individuals, although the nomenclature may cause confusion. Given the
structure of population estimates for Colorado, in order to calculate suicide rates by race and
ethnicity, the data is presented in these discrete categories. Notably for this report, data on
the Al/AN population are presented in two ways. For the general race/ethnicity based rates,
the report combines all Al/AN individuals regardless of Hispanic origin (Figure 4). Given noted
trends in both the Hispanic and non-Hispanic Al/AN population, this report also examines
rates broken out by Hispanic origin (Figure 5).

The results present data by geographic location within the state in two different ways.
Sharing data by Health Statistics Region (HSR) is a method often used to examine regional
differences for various health indicators within Colorado. The results also show county
patterns by urban, rural, or frontier status, according to the Colorado Office of Rural Health.*
All counties that are not designated as parts of metropolitan areas are considered rural.
Frontier counties are further classified as those with a population density of six or fewer
persons per square mile. It is worth noting that these county designations are limited in that
they do not account for the geographic nuance experienced by several large counties in
Colorado (e.g., Arapahoe, El Paso, Larimer, Mesa) that have both populous urban centers and
broad rural areas. Both ways of looking at geographic location in this report are by the young
person’s county of residence, which is not always the same as the county of injury or the
county of death.

The results present methods of injury as simplified categories of more specific ICD 10/ICD
10-CM codes. These include firearm, poisoning, hanging, and other methods for mortality
data. Hospitalizations and emergency department visit data also include categories for sharp
instrument and a jump from a high place, which are included in the “other” category for
mortality data.

Toxicology information at the time of death comes from the coroner or medical examiner
documents. This data report displays the following substance categories: alcohol, marijuana,
antidepressant, opioid, amphetamine, cocaine, anticonvulsant, and antipsychotic. Toxicology
data represent the presence of a substance in the young person’s system at the time of death
and do not speak directly to a cause of death (e.g., poisoning or overdose).
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Results

Suicide rates - Colorado

Table 1 contains the counts and rates of suicide deaths from 2014 to 2019, broken out by age
group. There were 681 deaths of Colorado young adults (ages 19-24), with an age-specific rate
of 24.1 deaths per 100,000 population between 2014 and 2019. Among young adults, there

were no statistically significant increases in the suicide rate between 2014 and 2019.

Table 1. Age-specific rates of suicide by year, Colorado residents, 2014-2019

Age Group
Year of Ages 10-18 Ages 19-24 Ages 25+
Death 95% Confidence 95% Confidence 95% Confidence
n Rate* n Rate* n Rate*
Interval Interval Interval
Total 422 10.8 9.7-11.8 681 24.1 22.3-25.9 5,936 | 26.3 25.6-27.0
2014 50 7.9 5.7-10.1 94 20.8 16.6-25.0 914 25.5 23.9-27.2
2015 72 11.2 8.6-13.8 111 24.0 19.6-28.5 910 24.9 23.3-26.5
2016 69 10.6 8.1-13.1 110 23.5 19.1-27.8 977 26.2 24.6-27.8
2017 81 12.3 9.6-15.0 111 23.4 19.0-27.7 983 25.9 24.3-27.5
2018 77 11.5 9.0-14.1 127 26.5 21.9-31.1 1,066 | 27.5 25.9-29-2
2019 73 10.9 8.4-13.4 128 26.5 21.9-31.1 1,086 | 27.5 25.9-29.2

Data Source: Colorado Vital Statistics System, Colorado Department of Public Health and Environment.
*Per 100,000 population in Colorado, 2014-2019.

Suicide rates - region of residence

Figure 1 is a geographic representation of the young adult (ages 19-24) age-specific suicide
rate, by health statistics region (HSR). These regions are combinations of similar counties, and
are based on the individual’s county of residence. The age-specific rates are grouped by
quartile, with the orange and red regions representing those regions with higher rates of
young adult suicide. The regions with diagonal hash marks represent those that were
statistically higher than the state rate. Only HSR 17 (Park County, Clear Creek County, Teller
County, and Gilpin County) had a young adult suicide rate that was statistically significantly
higher than the state rate, 61.1 per 100,000 population compared to 24.1 per 100,000
population. HSR 16 (Boulder County and Broomfield County) had a statistically significantly
lower rate than the state, with a rate of 14.0 per 100.000 population. Figure 2 contains the
same data in a graphical representation, sorted from highest HSR rate at the top to lowest
rate at the bottom.
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Figure 1. Map of age-specific rates* of suicide among Colorado residents ages 19-24 by
Health Statistics Region, 2014-2019 (n=681)
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Figure 2. Age-specific rates of young adult suicides (ages 19-24) by Health Statistics
Region, Colorado residents, 2014-2019 (N=681)
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Data Source: Colorado Vital Statistics System, Colorado Department of Public Health and Environment.
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Demographic characteristics
Sex

Between 2014 and 2019, 19.4% (n=132) of young adults who died by suicide were female and
80.6% (n=549) were male as reported on the death certificate. Figure 3 displays the young
adult suicide rate by sex. Both males and females show slight rate increases between 2014
and 2019, but these changes were not statistically significant. Rates of male youth suicide
were statistically significantly higher than females in all years.
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Figure 3. Age-specific rates of young adult (ages 19-24) suicide by sex, Colorado

residents, 2014-2019 (N=681)
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Sexual orientation and gender identity

2019

Defining sexual orientation, gender identity, and gender expression
e LGBTQ: LGBTQ stands for lesbian, gay, bisexual, transgender, queer, and

questioning. This can also include intersex, asexual, pansexual, agender, bigender,

and gender queer.

e Sexual Orientation: A person’s physical or emotional attraction to people of the
same, neither, both, and/or opposite gender. “Heterosexual,” “bisexual,” and
“homosexual” are all sexual orientations. A person’s sexual orientation is distinct

from a person’s gender identity and expression.
e Gender Identity: A person’s innate, deeply felt sense of identifying as male,

female, or non-binary, regardless of the sex assigned at birth. Gender identity is
distinct from sexual orientation. The term “cisgender” means someone's gender
identity is the same as their sex assigned at birth. "Transgender” refers to a gender

identity that is different from the sex assigned at birth.
e Gender Expression: A person’s characteristics and behaviors that are socially

defined as either masculine or feminine, such as dress, grooming, and mannerisms.
Social or cultural norms can vary widely and some characteristics accepted as

masculine, feminine, or neutral in one culture may be different in another.
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It is well-researched that lesbian, gay, bisexual, transgender, queer, and questioning (LGBTQ)
young people experience increased suicidal ideation and suicide attempts, when compared to
their heterosexual and cisgender peers.*3* The disparities in suicidality by sexual orientation
and gender identity exist because heterosexual and cisgender norms dominate our culture and
systems.® This social context results in LGBTQ people experiencing discrimination, stigma,
and bias, including rejection from family, friends, and community, as well as limited access
to LGBTQ informed health care.*

In order to better understand these disparities and address the unique needs of LGBTQ
people, it is critical to gather complete and standardized data about sexual orientation and
gender identity. While data systems like CoVDRS and the Child Fatality Prevention System
(CFPS) ask and attempt to collect information about the sexual orientation and gender
identity of people who die in Colorado, there are notable challenges for mortality data
systems to accurately capture this information. This has long hindered efforts to understand
and prevent these deaths.

There are multiple factors that directly affect the ability to collect these data at the time of
death. First, data collected about sexual orientation and gender identity occurs after a young
person has died, and therefore is not collected first-hand. Rather, the ability of death
investigators to collect this information is reliant on the knowledge of friends or family of the
young person, who are the key reporting sources for the coroner and law enforcement
investigators. In many cases, the youth who died may have identified as LGBTQ but were not
open about their identity. Plus, reporting of this information by friends, family, and other
community members is subject to bias. Additionally, mortality data systems such as CoVDRS
aim to categorize sexual orientation and gender identity in a prescriptive manner, which is
not comprehensive of all identities. It often includes inappropriate assumptions based on
recent behavior of the person who died.

These limitations represent notable challenges for mortality data systems to accurately
capture sexual orientation and gender identity information. In an effort to reduce barriers in
collecting this information, the Office of Suicide Prevention at CDPHE encourages law
enforcement agencies and coroner offices in Colorado to use the Suicide Death Investigation

Form (https://cdphe.colorado.gov/suicide-prevention/suicide-investigation-form) to improve
collection of this information.

Although data systems face challenges in collecting data about sexual orientation and gender
identity, there are other data sources in Colorado to provide information about suicidality by
sexual orientation and gender identity. The Behavioral Risk Factor Surveillance System
(BRFSS) does collect data regarding suicidality, sexual orientation, and gender identity among
young adults, although this data can not be shared in accordance with applicable privacy
standards. For more information on Colorado’s Behavioral Risk Factor Surveillance

System, please visit

https://cdphe.colorado.gov/center-for-health-and-environmental-data/survey-research/beha
vioral-risk-factor-surveillance-system or
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https://cdphe.colorado.gov/center-for-health-and-environmental-data/survey-research/beha
vioral-risk-factor-surveillance-system.

The Healthy Kids Colorado Survey (HKCS) is Colorado’s only comprehensive survey on the
health and well-being of young people. The purpose of HKCS is to better understand youth
health and the factors that help young people make healthy choices.*” HKCS asks high school
students to self-identify as lesbian, gay, bisexual (LGB), or heterosexual, and if they
self-identify as transgender or cisgender, or not sure for each category. Although HKCS does
not reflect data for all young adults ages 19-24, it is the closest state-specific data by sexual
orientation and gender identity that we can share for this age range.

2019 data from HKCS*® show that:

e 35.3% of gay or lesbian students, 44.1% of bisexual students, and 25.8% of students
unsure of or questioning their sexual orientation had seriously considered suicide in
the past 12 months, compared to 13.4% of heterosexual students.

e 51.5% of transgender students and 44.8% of students unsure of or questioning their
gender identity had seriously considered suicide in the past 12 months, compared to
16.5% of cisgender youth.

e 21.6% of gay or lesbian students, 20.4% of bisexual students, and 11.9% of students
unsure of or questioning their sexual orientation had attempted suicide in the past
year, compared to 5.4% of heterosexual students.

e 34.6% of transgender students and 27.2% of students unsure of or questioning their
gender identity had attempted suicide in the past year, compared to 6.7% of cisgender
youth.

The Office of Suicide Prevention continues to monitor disparities experienced by LGBTQ
individuals, including through the Follow-Up Project, where preliminary data show that
transgender individuals, including those aged 19-24, have a disproportionately high need for
follow-up services related to suicidal despair as compared to their cisgender peers.

Race and ethnicity

A note about terminology: Hispanic ethnicity as collected on the Colorado death
certificate includes those that identify as Mexican, Mexican American, Chicano, Chicana,
Puerto Rican, Dominican, Cuban, Central American, South American, Latin American,
Spanish, and other Latin or Hispanic descent.® Additionally, “Latinx” and “Chicanx” are
increasingly used gender inclusive terms, respecting those with a non-binary gender
identity.“>*' To ensure clarity, this report uses “Hispanic” throughout the data section to
reflect how CoVDRS data is collected from the death certificate and to align with
terminology used in cited literature and research.*

Of young adults who died by suicide and a race group was identified, 68.3% were non-Hispanic
white (n=455), 20.0% were white Hispanic (n=133), 5.4% were Black/African American (n=36),
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2.7% were American Indian/Alaska Native (Al/AN; n=18), and 3.6% were Asian/Pacific Islander
(n=24). When taking into account the population size of each racial and ethnic group,
non-Hispanic white and Al/AN young adults had the highest rates (Figure 4). That said these
differences were not statistically significant except when comparing the rates between
non-Hispanic white and white Hispanic rates. Although there is high level a variability when
looking at race/ethnicity rates by year, there may be a trend of increasing rates in
Black/African American young adult suicide rates (2019 rate of 27.8 suicides per 100,000
population). While these increases are not statistically significant, this increase warrants
ongoing monitoring.

When looking at survey data by race/ethnicity, 2019 data from HKCS shows that Al/AN youth
report the highest prevalence of having attempted suicide (15.8%) when compared to their
peers by race and ethnicity, a prevalence more than double that of state estimates (7.6%).*

Figure 4. Age-specific rates of young adult (ages 19-24) suicide by race/ethnicity,
Colorado residents, 2014-2019 (N=681)
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Data Source: Colorado Vital Statistics System, Colorado Department of Public Health and Environment.
Error bars represent 95% confidence limits for rates.

Among young adult Al/AN suicide deaths there are notable trends when accounting for the
ethnicity (Hispanic origin) of decedents. Figure 5 includes the rates of suicide for Al/AN young
adults stratified by Hispanic origin. The figure reveals that non-Hispanic Al/AN young adults
had a suicide rate of 43.2 deaths per 100,000 population (n=13, [95% CI: 19.7-66.7]),
compared to a rate of 12.5 deaths per 100,000 among Hispanic Al/AN young adults (n=5, [95%
Cl: 4.0-25.9]), although the difference was not statistically significant.
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Figure 5. Age-specific rates of American Indian/Alaska Native (AlI/AN) young adult suicide
(ages 19-24) by Hispanic origin, Colorado residents, 2014-2019
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Data Source: Colorado Vital Statistics System, Colorado Department of Public Health and Environment.
Error bars represent 95% confidence limits for rates.

Racism and discrimination.

Defining structural racism

The image of an iceberg is helpful for understanding the levels at which racism operates.*
Above the water, the tip of the iceberg represents interpersonal acts of racism, such as a
racial slur or an act of violence. Below the water lies structural racism, which is not always
seen or acknowledged, and can be more dangerous and difficult to eliminate.

Inequitable systems, social forces, and institutions that generate and perpetuate
disparities between racial and ethnic groups create structural racism. These structural
mechanisms do not require individual action or intent. Rather, their mere existence
guarantees and ensures the perpetuation of structural racism. Even if interpersonal racism
was eradicated, racial and ethnic disparities would remain unchanged due to the
persistence of structural racism.*

People of color who self-report experiencing unfair treatment, racism, and discrimination
across the lifespan have a greater risk for poor mental and physical health.* The health
effects of racial discrimination are many. There is a growing body of research showing that
the chronic stress created by everyday experiences of racism contribute to allostatic load, or
“wear and tear” on the body.” When a person is stressed, their body releases stress
hormones, including epinephrine, adrenaline, and cortisol, which normally act to protect the
body. However, experiencing chronic stress causes these hormones to continuously pump into
the body, no longer protecting the individual, but rather causing damage.“® Research has
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found that for people under age 40, higher cortisol levels are associated with suicidal
behavior.*

Another health effect of experiencing racism and discrimination is increased drug and alcohol
use, which is a significant risk factor for suicide.>® The association between discrimination and
substance use occurs among many racial and ethnic groups in the U.S., including Black,
Hispanic, Al/AN, and Asian populations.>-52>*54 Substance use may serve as a means of coping
with increased levels of stress from experiencing racial discrimination.>>%

Indigenous historical trauma and modern prejudice.

The increased likelihood of suicide and suicidal despair among American Indian/Alaska Native
(Al/AN) populations may stem from the historical and cumulative loss of population, land,
language, and culture that continues to be endured by these communities.>”*®>° Historical
trauma originates in colonization (the brutal and forcible removal of Indigenous Al/AN people
from their lands in the U.S. and Canada) and results in population decline and subjugation of
Indigenous peoples.®® Following colonization, Al/AN children were forcibly removed from their
families and taken to boarding schools that were designed to strip them of their culture.®
Attendance at these schools was mandatory, and Al/AN children were forbidden to practice
their culture through hairstyle, clothing, language, or spirituality. Paralleling Indigenous
Al/AN experiences, Native Hawaiian or Pacific Islander populations endured colonization by
the U.S. and historical trauma that includes the overthrow of the Hawaiian monarchy and
contamination of their lands and people by U.S. military nuclear testing.®? This historical
trauma and legacy of colonization across the U.S., including in Colorado, accrues across
generations of Al/AN and Native Hawaiian or Pacific Islander people, leading to substantial
socioeconomic and health disparities, including increased suicidality.®

The accumulated costs and current transmission of the psychological effects of these
experiences has been labeled “Historical Trauma Response,” which is “a constellation of
features in response to massive group traumas,” and can be seen in other traumatized
populations.® Recent research in epigenetics proposes that one of the ways trauma
experiences can be transferred to descendants is via genetic inheritance, affecting gene
expression.® This research proposes that Historical Trauma Response patterns and
characteristics can be transferred to following generations, which can lead to vulnerability to
post-traumatic stress disorder (PTSD) and other related issues.® Bolstering resilience and
protective factors may ameliorate these effects to some extent.®’

In addition, when looking at social and systemic factors, it is also important to consider the
schools and communities in which many Al/AN people live, learn, work, and play. For
example, Al/AN students in predominantly non-Native school settings may be exposed to
regular psychosocial insult and psychological stress. These experiences are known as
“microaggressions” and they may influence success rates in school as well as self-esteem and
overall mental health. The continued presence of racialized stereotypes in schools and
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communities, such as Native American mascots, are psychologically detrimental to Native
American students and contribute to “modern prejudice toward Native Americans.”®

Racial residential segregation and neighborhood poverty.

Research has also found a link between county-level poverty concentration and increased
rates of suicide.®’ Data show 17.9% of Al/AN, 18.5% of Black, and 14.3% of Hispanic
Coloradoans live below the poverty level, compared to 7.1% of non-Hispanic white
Coloradans.” These disparities are largely driven by discriminatory federal, state, and local
policies, such as redlining, that create unjust geographic divisions among racial and ethnic
groups.”" This racial segregation leads to neighborhood disadvantage by concentrating
neighborhood poverty, increasing exposure to environmental stressors, creating barriers to
and fewer opportunities for a healthy lifestyle, limiting access to health services and
increasing housing, financial, and food insecurity.”? According to 2019 data from the Colorado
Behavioral Risk Factor Surveillance System, a number of circumstances created a higher
likelihood that an adult reported suicidal thoughts or attempts, including experiencing
housing or financial insecurity.”

In addition to harming economic opportunity, neighborhood poverty may reduce a
community’s ability to achieve shared goals of keeping residents safe and neighborhoods free
of crime and violence.” This results in a less united neighborhood and makes it less likely for
residents to intervene on behalf of the good of the community. Having poor neighborhood
support and cohesion fosters a social norm in which injury and violence is a part of daily life.”
Research has found that Black young people may be disproportionately exposed to community
and household violence’ and are less likely to seek help for depression, suicidal ideation, and
suicide attempts.”” These factors may influence the increasing suicide rates among Black
youth and young adults.

Residence county type

Suicide rates vary by rural or urban residence, with national research showing higher rates in
rural compared to urban areas.”®” Figure 6 contains the rates and counts of young adult
suicide broken out by the county of residence type. Urban, rural, and frontier are descriptors
of a county’s population density as designated by the Colorado Rural Health Center (see
description in methods). Frontier counties have the lowest population density of the three
county types and observed the highest young adult suicide rate over this time period. The
majority of young adult suicides occurred in urban counties (n=601, 34.8 per 100,000
population). None of the rates by county type were statistically significantly different from
each other.
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Figure 6. Counts and age-specific rates of young adult suicide (ages 19-24) by county
type, Colorado residents, 2014-2019 (N=681)
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Data Source: Colorado Vital Statistics System, Colorado Department of Public Health and Environment.
Error bars represent 95% confidence limits for rates.

Industry

Table 2 contains information about the field of work for young adults who died by suicide.
This information represents the usual industry in which the young person worked based on
family report on the death certificate, and coded based on U.S. Census Bureau and the
National Institute for Occupational Safety and Health (NIOSH) standards.® For young adults
who died by suicide, the most common industry was non-paid workers or non-workers. The
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next most common industries were construction, retail trade, and accommodation and food

services.
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Table 2. Young adult suicide deaths among Colorado residents ages 19-24 by usual
industry, 2014-2018 (N=535)

Industry * N %

Non-paid workers or non-workers 151 28.2%
Construction 72 13.5%
Retail trade 58 10.8%
Accommodation and food services 46 8.6%
Manufacturing 23 4.3%

Other services, except public administration 22 4.1%
Other/not coded/unknown 21 3.9%

Health care and social assistance 20 3.7%

Arts, entertainment, and recreation 18 3.4%
Transportation and warehousing 17 3.2%
Administrative and support and waste management and 16 3.0%

remediation services

Public administration 13 2.4%

Military (active duty) 13 2.4%
Information 8 1.5%

Professional, scientific, and technical services 8 1.5%
Wholesale trade 7 1.3%

Educational services 6 1.1%

Finance and insurance 5 0.9%
Agriculture, forestry, fishing, hunting 4 0.7%
Real estate rental and leasing 4 0.7%

Mining, quarrying, and oil and gas extraction 3 0.6%

Data Source: Colorado Violent Death Reporting System, Colorado Department of Public Health and Environment.
¥ Industry is defined by the U.S. Census Bureau and the National Institute for Occupational Safety and Health (NIOSH).
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Figure 7 is a specific breakdown of what is included in the broad category of non-paid workers
or non-workers. The figure shows that the majority of these individuals were students
(78.8%), followed by unemployed individuals (12.6%), and homemakers (6.0%).

Figure 7. Non-paid worker or non-worker young adult (ages 19-24) suicide deaths among
Colorado residents by specific type*, 2014-2018 (N=151)

@Student mUnemployed mHomemaker mDisabled

Data Source: Colorado Violent Death Reporting System, Colorado Department of Public Health and Environment.
F Industry type is defined by the US Census Bureau and the National Institute for Occupational Safety and Health (NIOSH).

Veteran status

CoVDRS data from 2014-2018 reveal that 38 or 7.1% of young adult suicide decedents were
noted as ever serving in the U.S. Armed Forces. This would include active service members,
veterans, and reserve service members. This would also include 13 young adult suicide
decedents whose usual industry was noted as military (Table 2). Among adults ages 25 and
older, 21.1% were noted as ever serving in the U.S. Armed Forces, with higher proportions in
the oldest age groups.

Education

Figure 8 contains information of the highest educational degree earned for individuals ages
19-24 who died by suicide. While many in this age group may likely still be in school, the data
reflects those currently in school or those who were no longer in school. The majority of
young adults had a high school diploma, but didn’t complete any further schooling before
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their death (46.4%). This was followed by those who either had some college education or
completed a bachelor's degree (37.1%). When looking at adults over age 25 who died by
suicide, 43.3% had some college or a bachelor’s degree. When looking nationally at all living
individuals ages 25 and up, 33.4% had a bachelor’s degree.®" Unfortunately, there isn’t a good
estimate of how many individuals under age 25 have completed a bachelor’s degree.

Figure 8. Young adult (ages 19-24) suicides by education, 2014-2018, Colorado residents

(N=535)

w High school graduate ®Some college or Bachelor's degree  mLess than high school degree  m Unknown/Other
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Data Source: Colorado Violent Death Reporting System, Colorado Department of Public Health and Environment.

Injury and death
Injury location

Table 3 contains the description of the location where the fatal injury was inflicted in young
adult suicide deaths, based on the information provided in the coroner and law enforcement
records. The majority of young adult suicides occurred in the home (69.9%, n=374). A street,
highway, sidewalk, motor vehicle, or natural area (e.g., field, river, beaches, woods) were
the next most common injury locations.
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Table 3. Young adult (ages 19-24) suicide deaths by injury location, Colorado residents,
2014-2018 (N=535)

Injury Location N %

House, apartment, rooming house, including driveway, porch, yard, garage 374 69.9
Street, highway, sidewalk, or motor vehicle 52 9.7
Natural area (e.g., field, river, beaches, woods) 32 6.0
Park, playground, public use area 13 2.4
Parking lot/public parking garage 15 2.8
Hotel/motel 10 1.9
Jail, prison, detention facility, supervised residential facility 7 1.3
Other 32 6.0

Data Source: Colorado Violent Death Reporting System, Colorado Department of Public Health and Environment.
Temporality (monthly trends)

Research has found that trends in suicide may vary by season.®® Figure 9 presents the
average number of young adult suicides by the month in which they died, from 2014-2019.
July had the highest average number of deaths, with 11.3 deaths. Conversely, June had the
lowest average number of deaths at 7.2. Notably the date of death and the date of injury may
be different, but the date of death is better known and has less missing data than the exact
date of injury.

Figure 9. Average number of young adult (ages 19-24) suicide deaths by month of death,
Colorado residents, 2014-2019 (N=681)
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Data Source: Colorado Vital Statistics System, Colorado Department of Public Health and Environment.
*Calendar month of death may be different than month of injury, but is generally more complete.
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Method of injury

Between 2014 and 2019 the leading method of injury for young adult suicide was firearm
(n=333, 11.8 per 100,000 [10.5-13.1]), followed by hanging (n=245, 8.7 per 100,000 [7.6-9.8]),
and poisoning (n=62, 2.2 per 100,000 [1.7-2.7]). Yearly trends in method of injury for this age
group remained relatively stable (Figure 10). It is worth noting, the ‘Other’ category include
methods such as sharp instrument injury and a fall/jump injury.

Figure 10. Young adult (age 19-24) suicide rates by method of injury and year, Colorado
residents, 2014-2019 (N=681)
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Data Source: Colorado Vital Statistics Program, Colorado Department of Public Health and Environment.
Note: Rates per 100,000 population, 95% confidence intervals not included in figure

Males were more likely to use a firearm compared to females (52.4% compared with 34.1%)
(Figure 11). The females in the young adult age group were more likely to use hanging (45.5%)
as a method of injury, and had a higher prevalence of poisoning deaths (15.2%).
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Figure 11. Proportion of young adult (age 19-24) suicides by method of injury and sex,
Colorado residents, 2014-2019 (N=681)
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Data Source: Colorado Vital Statistics Program, Colorado Department of Public Health and Environment.

There was also observed variation in method of injury by racial and ethnic groups. The
American Indian/Alaskan Native population had the highest percentage of firearm suicides
(55.5%) followed by the non-Hispanic white population (53.4%). The white, Hispanic, and
Black/African American populations had higher percentages of hanging suicides (50.4% and
50.0% respectively). When looking at the non-Hispanic Al/AN population, 46.2% died via a
firearm injury. Among the non-Hispanic Al/AN population, 71.4% of males died via firearm
injury, but hanging was the leading method among females (66.7%).

Method of injury - emergency department visits and hospitalizations

Between 2014 and 2019 there were 8,166 suicide-related (289.2 per 100,000 [95% ClI
282.9-295.5]) emergency department visits among young adults in Colorado. Within these ED
visits the most common method of injury was poisoning with a rate of 140.7 per 100,000
population (95% Cl: 136.3-145.1). Notably a suicidal sharp instrument injury was the next
most common attempt (Figure 12). When comparing with mortality data these sharp
instrument injuries are included in the “other” method category, which is the least common
method in deaths.
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Figure 12. Young adult (age 19-24) suicide-related emergency department visits by
method of injury, Colorado residents, 2014-2019
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Data Source: Emergency Department Visit Dataset, Colorado Hospital Association; Prepared by Colorado Vital Statistics Program,
Colorado Department of Public Health and Environment.

When looking at suicide related hospitalizations for Colorado young adults, there were 2,687
between 2014 and 2019 (Figure 13). Again, poisoning and sharp objects were the most
commonly used method of injury. Attempts via firearm and hanging, were notably lower when
comparing these data with mortality data.
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Figure 13. Young adult (age 19-24) suicide related hospitalizations by method of injury,
Colorado residents, 2014-2019
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Data Source: Hospital Discharge Dataset, Colorado Hospital Association; Prepared by Colorado Vital Statistics Program, Colorado
Department of Public Health and Environment.

Contributing circumstances

Contributing circumstances are circumstances uncovered as part of the death investigation as
being contributing factors to the suicide death, either as a historical risk factor, or a noted
life stressor that contributed to the suicidal despair. Table 4 contains the preceding and
contributing circumstances noted in the coroner and law enforcement reports. The counts and
percentages for this table come from cases that have at least one circumstance noted in the
source documents. Young adult suicides are in the middle column, with youth and older
populations on either side for comparison. Yellow highlighted cells with bolded text
represent the top five contributing factors for each age group.

Suicide is not the result of any one cause. Many cases of young adult suicide deaths show
multiple contributing circumstances that precipitated the young person’'s death by suicide.
The most frequent circumstances in the young adult age group were current depressed mood
(55.6%), current diagnosed mental health problems (54.0%), and a history of suicidal thoughts
or plans (53.2%). Notably, the current depressed mood circumstance represents an acute
change in the person’s behavior or mood rather than a formal diagnosis of depression. The
young adult population had notably higher occurrences of intimate partner problems (41.7%),
history of previous suicide attempts (37.5%), and problems with a substance other than
alcohol (32.2%) when compared to youth ages 10-18.
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Intimate partner problem is a noted issue with a current or former intimate partner, ranging
from an argument, a break up, or more severe concerns like domestic violence. When looking
at this circumstance by sex, 55.6% of female young adults who died by suicide had a noted
intimate partner problem, compared with 38.5% of young adult male suicides. Additionally,
Al/AN, and Hispanic white young adults had a higher prevalence of a contributing intimate
partner problem (58.3% and 50.5% respectively), when compared to non-Hispanic white
(38.4%), Black/African American (39.1%), and Asian/Pacific Islander (40.0%) [full data by sex

and race/ethnicity are not shown].

Table 4. Selected circumstances for suicides by age group, Colorado residents, 2014-2018

Ages 10-18 Ages 19-24 Ages 25+
Circumstance n %'with known n %'with known n %'with known
circumstance circumstance circumstance

Suicides with 1+ known circumstance 315 92.4 509 95.1 4,597 96.2
Current depressed mood 170 54.0 283 55.6 2,585 56.2
Current mental health problem 181 57.5 275 54.0 2,491 54.2
History of suicidal thoughts or plans 157 49.8 271 53.2 2,190 47.6
Ever treated for mental health problem 163 51.8 239 47.0 2,098 45.6
Intimate partner problem 105 33.3 212 41.7 1,818 39.6
Crisis in last two weeks 126 40.0 205 40.3 1,970 42.9
History of previous suicide attempts 94 29.8 191 37.5 1,236 26.9
Left a suicide note 125 39.7 155 30.5 1,739 37.8
Problem with substance use (other than 51 16.2 164 32.2 1029 22.4
alcohol)
Disclosed suicidal intent 97 30.8 141 27.7 1,338 29.1
Death preceded by argument 99 31.4 143 28.1 971 21.1
Problem with alcohol 24 7.6 139 27.3 1,542 33.5
Current mental health treatment 114 36.2 135 26.5 1,372 29.9
Family relationship problem 171 54.3 133 26.1 1,025 22.3
Contributing criminal legal problem 31 9.8 105 20.6 800 17.4
Job problem 7 2.2 88 17.3 926 20.1
Financial problem 6 1.9 58 1.4 790 17.2
Physical health problem 36 11.4 51 10.0 1,930 42.0
Data Source: Colorado Violent Death Reporting System, Colorado Department of Public Health and Environment.

Percentages calculated from cases where at least one circumstance was known.

Top 5 circumstances for each age group are highlighted and bolded.

Suicide Among Young Adults in Colorado, 2014-2019: Ages 19-24 25




Mental health diagnoses

A 2017 study released by the CDC concludes that more than half (54%) of people who died by
suicide did not have a mental health diagnosis.® Suicide, and suicidal despair, is complex,
with multiple compounding contributing circumstances. The majority of people with mental
health conditions will not die by suicide. The majority of people who experience suicidal

despair will not attempt or die by suicide. While it is important to look at the role

mental

health plays in an individual’s suicidal despair, suicide prevention efforts that address
discrimination again mental health as well as promote and support help-seeking behaviors can

decrease suicide risk within a community.

Table 5 contains more detailed information about the 54.0% of young adults who had a
diagnosed mental health condition. This table includes those specific diagnoses, noting that
some individuals have multiple diagnosed conditions, and thus each category is not mutually
exclusive. A history of self-injury, while not a formal mental health diagnosis, often
accompanies reports of mental health conditions, and is captured in a similar way in the

CoVDRS web-based data system.

Table 5. Selected mental health circumstances for suicide deaths by age, Colorado

residents, 2014-2018

Ages 10-18 Ages 19-24 Ages 25+
Mental Health Circumstances n % with known n % with known n % with known
circumstance circumstance circumstance

Suicides with 1+ known circumstance 315 92.4 509 95.1 4,597 96.2
Diagnosis of depression 113 331 188 35.1 1,857 38.9
Diagnosis of anxiety 32 9.4 54 10.1 476 10.0
Diagnosis of bipolar disorder 13 3.8 44 8.2 419 8.8
History of self injury** 37 10.9 21 3.9 34 0.7
Diagnosis of 23 6.7 19 3.6 43 0.9
attention-deficit/hyperactivity disorder
(ADHD)
Diagnosis of post-traumatic stress 5 1.5 18 3.4 175 3.7
disorder (PTSD)
Other mental health diagnosis 13 3.8 15 2.8 81 1.7
Diagnosis of schizophrenia * * 15 2.8 95 2.0

Data Source: Colorado Violent Death Reporting System, Colorado Department of Public Health and Environment.

*Counts of less than three are suppressed.

**Self injury behavior (e.g., cutting, burning) is a created variable captured in the mental health field.

Percentages calculated from cases where at least one circumstance was known.
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Toxicology

There is a clear, yet complicated, relationship between mental health, suicidal despair, and
substance use. Prior research suggests that poor mental health can exacerbate substance use,
and vice versa, and that both poor mental health and substance use behaviors may share a
common manner of causation.®

The substances present in young adult suicide deaths as noted in the toxicology reports are
noted in Table 6. As with the circumstance table, these substances are not mutually
exclusive, and multiple substances can be noted as present in the same individual at the time
of death. Additionally, these data do not speak specifically to intoxication at the time of
death or to substances that caused death, but would include some of those substances in the
aggregate table. CoVDRS received toxicology information for 75.5% of young adult suicides.
The most common substances were alcohol (39.1%) and marijuana (32.7%). Additionally 10.6%
of young adults also had amphetamine (prescribed or illicit) present.

Table 6. Toxicology of suicide deaths occurring in Colorado among Colorado residents,
2014-2018

Ages 10-18 Ages 19-24 Ages 25+
Toxicology N % with known N % with known N % with known
toxicology toxicology toxicology
Toxicology available 265 77.7 404 75.5 3,589 75.1
Alcohol present 20 7.6 158 39.1 1,474 411
Marijuana present 64 24.2 132 32.7 692 19.3
Amphetamine present 16 6.0 43 10.6 343 9.6
Cocaine present 6 2.3 36 8.9 130 3.6
Benzodiazepine present 17 6.4 35 8.7 666 18.6
Opioid present 15 5.7 34 8.4 770 21.5
Antidepressant present 16 6.3 23 5.9 581 16.6
Anticonvulsant present 7 2.6 10 2.5 171 4.8
Antipsychotic present 5 1.9 11 2.7 95 2.7

Data Source: Colorado Violent Death Reporting System, Colorado Department of Public Health and Environment.
Percentages calculated out of cases where toxicological information was received by the CoVDRS.
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Discussion

Between 2014 and 2019 the suicide rate among young adult Colorado residents ages 19-24
remained fairly stable, at a rate nearly twice as high as youth ages 10-18 and slightly less than
adults ages 25 and older. Colorado maintains an average suicide rate about 1.5 times greater
than the national rate for young adults (26.5 Colorado age specific suicide rate, 2019; 16.78
US rate, 2019).% When comparing state-level young adult suicide rates, Colorado is
consistently among the top ten, although Colorado’s rate is not significantly higher than any
other state in the top ten.%’

This analysis reveals notable differences in young adult suicide rates in Colorado by
geographic region, sex, and race and ethnicity. The data presented in this report also
uncovers important differences between young adults (ages 19-24) and the remaining
population when it comes to lethal means and precipitating circumstances. Young adult
suicide in Colorado is largely via firearms, and is often precipitated by depressed feelings and
intimate partner problems. In contrast, youth suicide (ages 10-18) is largely via hanging, and
is often precipitated by family discord and school problems.® Notably, young adults who died
by suicide in Colorado during this time period had the highest prevalence of intimate partner
problems, history of prior suicide attempts, and substance use problems (not including
alcohol) when compared to all other age groups.

Additionally, there were large increases in the prevalence of job problems, financial
problems, and loss of home between youth and young adults. This is a reminder that young
adults often face a variety of transitions that can feel isolating and stressful, which include,
for example, moving to a new location, joining the workforce, and taking on additional
financial responsibilities and adult roles.

Young adult suicide prevention
Racial and ethnic inequities: prevention considerations

When comparing young adult suicide rates by race and ethnicity, Al/AN and non-Hispanic
white young adults had some of the highest rates, but these differences were not statistically
significant. Recent data may also suggest rates in Black/African American young adults are
increasing, but due to overall small numbers, ongoing monitoring is needed to ensure this is a
significant trend. When looking at methods of injury there was a higher prevalence of firearm
deaths among non-Hispanic white and Al/AN young adults, but these differed greatly by sex,
with a lower prevalence of firearm deaths among females. Additionally white Hispanic and
Black/African American young adults died more often by hanging/suffocation. When looking
at circumstances, both Al/AN and white Hispanic young adults had a contributing intimate
partner problem in more than 50% of suicide deaths.
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In order to bolster equity-driven prevention work that addresses racial and ethnic inequities,
it is important to prioritize community-driven strategies, commit to funding and expanding
the evidence base of such strategies, identify intersecting identities and communities,
support intersectional approaches to prevention work, and directly fund people and
communities of color.

A note on evidence-based practices

As traditionally used in the field of medicine, the term evidence-based practice (EBP)
refers to a standard, program, intervention, or other activity that is supported by
empirical findings and aligns with scientific and ethical standards.®’ Physicians and public
health practitioners have used this term for decades to describe and defend medical
advances, health screenings, behavioral changes (e.g. tobacco cessation), and policy
initiatives. It is critical to understand that a label of EBP may or may not indicate that the
approach or technique in question is appropriate for everyone in a given population.
Institutional and systemic racism have shaped the fields of public health, social work, and
education, which means that the research that designates whether a policy or program is
an EBP likewise can be the result of systemic racism.*®°! Therefore, programs that are not
designated as EBPs may still be culturally-appropriate and helpful for specific groups. It is
imperative to consider programs that do not have an EBP label.

With this qualification of EBP in mind, those engaged in youth suicide prevention efforts
should seek out a wide range of academic and independent research to help inform their
approach. Be aware of the social and cultural contexts of research, how it has been
funded, and whether it incorporates issues pertaining to racially diverse populations. Most
importantly, stay committed to the process of learning throughout program development
and implementation, which means noticing how a program affects different youth,
questioning its design, and seeking out modifications to reduce harm and build on what
works for unique individuals and groups.

Prevention strategies and recommendations

CDPHE uses a shared protective factor approach for prevention, which identifies factors that
decrease the likelihood of negative outcomes across multiple forms of violence, including
suicide. Protective factors are things that make it less likely that people will experience
violence or that increase their resilience when faced with risk factors.”> An example of a
shared protective factor is having connection and commitment to school. That shared
protective factor is shown to lower the likelihood of experiencing dating violence,” sexual
violence,® bullying,® and suicidal despair.”® Protective factors have the ability to affect a
whole community. They can take the form of interactions with family and friends, or occur
within systems like schools, faith institutions, and workplaces. Individuals can also have
characteristics that can be protective, such as having good coping and problem-solving skills.
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It is important to note that no single risk factor or combination of factors can accurately
predict violence, and the presence of protective factors does not guarantee that a young
person will not experience violence or suicidal despair.?” Additionally, the data in this report
show the majority of young adult suicide deaths occur in a home and have a contributing
intimate partner problem. Young adult suicide prevention must involve families, friends, and
communities and move beyond focusing solely on prevention strategies in schools.

The first report in this series, titled “Suicide Among Youth in Colorado, 2013-2017: Part 1,
Ages 10-18,” focused on the stressors and contributing factors that lead to suicidal despair for
youth.®® The stressors and contributing factors that lead to suicidal despair for youth ages
10-18 may continue into young adulthood (ages 19-24). Therefore, the comprehensive review
of youth suicide prevention strategies included in that report also impact young adults as they
age across the lifespan. The current report highlights unique life stressors for the young adult
age group, such as transitions that can feel isolating and mental health diagnoses that tend to
emerge during young adulthood. It can be beneficial, from a suicide prevention perspective,
to consider both age ranges (10-18 and 19-24) when interpreting data and implementing
suicide prevention strategies. We recommend pairing these two reports to consider youth and
young adult suicide data and prevention efforts along the same lifespan.

The following strategies and recommendations reflect the shared protective factors approach
and key focus areas of public health agencies in Colorado. While not an exhaustive list, the
concepts and efforts described here involve domains of public policy and programming where
state and local agencies have opportunities to effect change, such as education, health care,
and child and youth welfare. By communicating to diverse audiences how these upstream and
novel strategies are linked to suicide prevention, public health and other community leaders
help bridge the gap between research and practice. The prevention approaches summarized
in this report are timely and actionable starting points for more robust collaboration among
systems in Colorado to build protective factors against suicide among young adults and others.

Preventing interpersonal violence

Using the shared risk and protective factors approach for suicide prevention means taking into
account other interconnected forms of trauma and violence, such as sexual violence and child
maltreatment. Given the connection of these outcomes, strategies to prevent sexual violence
and child maltreatment may also be effective in preventing suicidal despair. Therefore, it is
important to work collaboratively on suicide prevention with partners and community
organizations working on interpersonal violence. Improving healthy relationships is a crucial
suicide prevention component, given the high prevalence of intimate partner problems as a
contributing factor for this age group.
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Sexual violence

Sexual violence is a serious public health problem that affects thousands of Coloradans every
year. The lifetime prevalence of sexual violence by any perpetrator for women in Colorado is
20.5%, compared to 19.1% nationally.®”® Research shows that sexual violence connects with
several other critical health outcomes, including suicidal despair.'® People who report
experiencing sexual violence are at significantly greater risk of experiencing suicidal despair
and dying by suicide.’”" Therefore, strategies that prevent sexual violence may also prevent
suicidal despair and suicide.

CDPHE prioritizes strategies that prevent someone from carrying out sexually violent
behavior. This is a critical lens that shifts the environment to increase protective factors that
reduce perpetration, rather than putting the onus on victims to change their behavior.
Strategies focus on community-level prevention and systems change that create protective
environments and strengthen economic supports, such as hot spot mapping; inclusive school
policies, family friendly policies; and quality, affordable childcare.'®

Child maltreatment

Child maltreatment includes physical, sexual, and emotional abuse, as well as neglect.
Experiences of child maltreatment, considered to be one of the significant adverse childhood
experiences (ACEs),'” have a large impact on health throughout the lifespan'™ and are
associated with suicide, depression, and substance use.'® Therefore, strategies that prevent
child maltreatment can also prevent suicidal despair and suicide.

Safe, stable, and nurturing relationships and environments for children and their caregivers
support healthy child development and protect against stressors that may result in child
maltreatment. Community well-being is also important to support caregivers, encourage
help-seeking behavior, and promote a culture of collective prosperity. Strategies include
policies and systems that support children and families and reduce stress, such as
family-friendly workplaces; quality, affordable child care; and food security. '

Creating protective environments

Ensuring communities are safe, healthy, and protective is critical to reducing violence.
According to the CDC, “connectedness is the degree to which an individual or group of
individuals are socially close, interrelated, or share resources with others.”'% This includes
connections to another individual, family, school, neighborhood, workplace, community
organizations, and society as a whole.'® Connectedness, specifically with trusted adults,
schools, and communities are protective for suicide among youth and young adults.'®

Health, educational, economic, and social policies and laws that shape communities and
youth environments can enhance connectedness. Increasing supportive policies and positive
social norms impacts risk and protective factors critical to reducing suicide in young adults.'
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The following prevention strategies are centered around creating protective environments,
which may prevent suicide among LGBTQ+ young adults, as well as young adults of all
identities. The Suicide Prevention Commission and the Office of Suicide Prevention created
recommendations to create supportive, inclusive, and safe communities that specifically
support LGBTQ+ youth and young adults. These recommendations include:

e Encouraging and incentivizing evidence-based professional development in workplaces
regarding LGBTQ+ inclusion;

e Supporting the development and equitable enforcement of non-discrimination policies
in workplaces and schools, explicitly listing protections for sexual orientation, gender
identity, and marital status;

e Affirming an individual's right to the use of their name and pronouns and facilities
consistent with their gender identity.

e Encouraging LGBTQ+ children, youth, and young adults in meaningful participation in
their schools and communities.

Positive youth development

Positive youth development (PYD) is an approach which works to build positive youth and
adult relationships.”" PYD guides communities and organizations in how they organize
services, opportunities, and support to engage youth in reaching their full potential. PYD
incorporates the development of skills, opportunities, and authentic relationships with caring
adults into programs, practices, and policies.

Having a caring adult, inclusive of parents, teachers, coaches, and mentors, is protective
against suicide. The Trevor Project found that LGBTQ+ youth who report having at least one
accepting adult in their lives were 40% less likely to report a suicide attempt in the past
year."'? Adopting a PYD approach has additional impacts such as “positive outcomes in mental
health, reduced substance use and anti-social behaviors, academic achievement, skill
building, problem solving, communication, family relationships, and healthy diet.”'"

For young adults, opportunities to enhance and integrate positive youth development may
look different. Exploring efforts aligned to workforce development, college settings and
experiences, and caring adult relationships post-secondary school could be an important
consideration for this age range.

Gender affirming practices: name, pronouns, facilities, and housing

Support and acceptance of young people by their family, peers, colleagues, and

communities is an essential foundation to ensure all young people thrive. Gender affirming
policies and practices, such as the use of chosen names, pronouns, and access to preferred
restrooms, locker rooms, and housing can help to create supportive and safe environments.
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For transgender, non-binary, and gender non-conforming young adults moving into the
workforce and higher education settings, gender-inclusive bathrooms, locker rooms, and
housing options are necessary. These are places where transgender and non-binary people are
regularly denied access or harassed about their gender identity, which leads to increased risk
of suicidality." To make these spaces safe, workplaces and higher education institutions
should change signage on single stall, locking bathrooms to be all-gender; and colleges should
provide a map of all-gender and single-occupancy restrooms to students.'” Locker rooms can
be made safer and more inclusive by adding individual showers with curtains or lockable doors
and private, locking changing rooms.'"®

In addition to inclusive facilities, ensuring that others refer to transgender young people with
their chosen name and pronouns can significantly reduce the risk of suicide. Research shows
that chosen name and pronoun use in multiple settings such as at home, school, or work is
associated with decreased risk of suicidal ideation and attempts.'”:"1®

Research shows a link between experiencing victimization due to gender identity in high
school and later mental health outcomes in young adulthood.'? This highlights the importance
of gender affirming policies and practices beginning in adolescence, as they impact young
people across the lifespan.

Many traditional residence hall assighments at colleges and universities are made based on
legal sex. However, transgender and gender non-conforming students may not identify with
the sex assigned to them at birth, leading some institutions to deny transgender students
access to any on-campus housing at all."® Colleges and universities should utilize different
gender-inclusive housing styles and methods for room assignments, such as co-ed apartments,
self-contained single rooms, and assigning students to housing based on gender identity."'

Comprehensive Human Sexuality Education and inclusive curricula

Comprehensive Human Sexuality Education (CHSE) has several positive impacts on youth
outcomes and promotes refusal skills. Research shows that youth who receive CHSE prior to
age 18 are less likely to experience sexual violence as young adults.' Recognizing that
experiencing sexual violence is associated with increased risk of suicide, CHSE may serve as
an effective strategy to reduce suicide in young adults.'? Although it is critical to ensure early
access to this education and content, in many cases, youth complete secondary school
without this education. It is important that opportunities for further instruction are
embedded in college and university environments.

LGBTQ inclusive sex education is specifically associated with reduced suicidal ideation,
increased mental health, and lower experiences of bullying among LGBTQ youth.'?*
Additionally, research has shown that LGBTQ-inclusive sex education is protective for youth of
all identities related to suicidal thoughts, depression, and suicide plans.'® Beyond
Comprehensive Human Sexuality Education, research has also shown that schools with
LGBTQ-inclusive education, including receiving information about sexual orientation, learning
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about LGBTQ history, and discussions of LGBTQ current events, increases the likelihood of
students thinking their school was a safer place.'?

Healthy relationship education and policies supporting this instruction in school and
community settings may also play a role in reducing intimate partner problems, identified as
a top contributing factor for young adult suicides. Research has found that this education
works to build communication, conflict management, and dating skills and can successfully
reduce sexual violence.'’

Culturally responsive prevention for American Indian/Alaska Native (Al/ AN) young adults

We must focus on culturally relevant and population-specific protective factors that reduce
suicidality among Al/AN young adults. Although Al/AN people are heterogeneous even within
Colorado, these heterogeneous populations share some notable protective factors.

With the Al/AN population in particular, it can be helpful to consider the
transactional-ecological model of suicide risk and protective factors, which places an
emphasis on root causes of suicidality.'”® This framework is helpful because it incorporates
social- and ecological-level factors that help predict areas of risk and protection in a less
individualistic model.'” In addition, the cumulative effect of protective factors such as school
and cultural connectedness and family supports can have more influence on suicide risk than
cumulative risk factors, and this may be even more salient for Al/AN people than those from
other groups.' This cumulative influence of protective factors, combined with
recommendations from these communities and recent research, demonstrates that a focus on
resilience and protective factors may be the best approach for positive outcomes for Al/AN
young adults.

Inclusive workplace policies

Economic stability is a protective factor to prevent suicide." Workplaces can also be an
important place to foster connection and support for young people. Approximately 57% of
youth and young adults ages 16-24 are employed."™ Financial stress, including challenges to
pay for food or housing expenses, may increase suicidal ideation or worsen existing health
challenges.’* Employers can adopt policies and practices that are more likely to support
employees to withstand events throughout life. Beneficial practices and policies include
paying a livable wage, providing comprehensive health benefits, and providing paid leave
including sick time."*

In addition, supportive workplace climates with policies, such as including sexual orientation
and gender identity in nondiscrimination policies, can have a positive impact on LGBTQ young
adult and adult health. Workplaces which have LGBTQ-inclusive antidiscrimination policies
can result in reduced stigma and stress, which can be protective for mental and physical
health.'®® Research has shown that “LGBT-supportive policies and workplace climates are also
linked to less discrimination against LGBT employees and more openness about being LGBT.
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Less discrimination and more openness, in turn, are also linked to greater job commitment,
improved workplace relationships, increased job satisfaction, and improved health
outcomes.” "%

Civic engagement

Studies support the promotion of civic engagement among adolescents as a protective factor
against substance use and other behaviors, including suicide."™ Civic engagement describes a
variety of activities, including participation in neighborhood improvement projects, local
government, issue advocacy, voting, and community organizing. These types of behaviors,
involving both peer and adult interactions, have been shown to help reduce depression and
increase coping skills.'® Barriers to participation in these activities, such as physical distance
and lack of structured opportunities among rural youth and young adults, are associated with
increased suicidal ideation.™ Among Black youth and other youth of color, civic engagement
is an existential coping mechanism. It is a necessary sociopolitical response to systemic racism
and oppression, a positive expression of interpersonal solidarity with people who have
survived these systems, and an individually adaptive response to trauma and toxic stress.'®

Additional prevention programming

Young adult serving organizations, including institutions of higher education, can implement
programs that increase protective factors for young adults. Evidence-based programs can help
build and promote prosocial behavior, academic success, emotional well-being, physical
health, and positive relationships. Evidence-based programs are on the Suicide Prevention
Resource Center website (www.sprc.org/resources-programs).'

Good sleep hygiene

Sleep is an important protective factor against suicidal thoughts and behaviors. Sleep
disturbances, such as insomnia, poor sleep quality, and nightmares, can be independent risk
factors for suicide ideation, attempts, and fatalities.' Sleep disturbances are
overrepresented among young adults.' The relationship between sleep deprivation and
negative health outcomes is complex and the relationship between sleep and mental health
can be bi-directional (i.e., the lack of sleep can contribute to or exacerbate mental health
challenges, and mental health challenges can negatively impact an individual’s sleep).

Ample research focuses on the predominance and impact of sleep deprivation on youth ages
10-18, which finds that the risk of suicide attempts is nearly three times greater among young
people who sleep less than 8 hours per night, and lack of sleep and/or irregular sleeping
patterns can be a risk factor for suicide.’ Research on the relationship between sleep among
youth ages 10-18 and corresponding suicide prevention sleep recommendations are included

in Suicide Among Youth in Colorado, 2013-2017: Part 1, Ages 10-18."*
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Research that examines the connections between sleep and suicidality among young adults
ages 19-24 is limited. Much of the research that does exist focuses on U.S. college students.
For example, daytime sleepiness is a significant concern for college students, with 50% of
college students exhibiting daytime sleepiness (which is defined as an inability or difficulty in
maintaining alertness during the major wake period of the day), compared to 36% of
adolescents and adults.™ Similar to youth ages 10-18, college students experience short sleep
and irregular sleeping schedules. Research suggests that sleepiness is often dependent on
circumstances; for example, many aspects of a college student’s learning environment can
exacerbate sleepiness.' Institutions of higher education can support good sleep hygiene and
provide interventions such as CBT-1 (Cognitive Behavioral Therapy for Insomnia) to improve
their students’ sleep quality and overall mental health.

In Colorado, the majority (about 62%) of young adults ages 19-24 who die by suicide are not
enrolled in higher education at the time of their death, so research that focuses on college
students provides limited frameworks for supporting all young adults ages 19-24. This report
suggests expanding current research to better understand the interaction between sleep and
suicidality among young adults ages 19-24 who are not enrolled in higher education.

Good sleep habits
Good sleep habits, also referred to as “sleep hygiene,” can help someone get a good
night’s sleep. According to the CDC,' some good sleep hygiene habits include:

® Being consistent with sleeping and waking time, including on the weekends.

® Ensuring a bedroom or sleeping area is quiet, dark, relaxing, and at a comfortable
temperature.

® Removing electronic devices, such as TVs, computers, and smartphones, from the
sleeping area.
Avoiding large meals, caffeine, and alcohol before bedtime.

Getting some exercise during the day.

Although CoVDRS does not specifically ask about sleep hygiene, disturbances, insomnia, sleep
deprivation, etc., a qualitative scan of data from 2013-2017 reports indicates that a small
number of young adults who died by suicide (9 out of 521) were struggling with a history of
insomnia or sleep problems. However, because investigators don’t routinely ask or record
questions related to sleep, this circumstance may be underreported.

Recommendations on supporting healthy sleep and sleep hygiene

e Portable media devices can disrupt or delay sleep due to the arousal they can cause
and the light they emit that can impact waking/sleeping rhythms.'* Limiting portable
media device screen time before bed, or using a blue-light blocking filter can protect
against this potential negative impact.
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e In order to more fully understand the connection between sleep deprivation, sleep
disturbances, nightmares, insomnia, etc., increasing data quality around sleep and
suicide can support future prevention recommendations specific to Colorado young
adults ages 19-24.

e Consider provider training on CBT-I (Cognitive Behavioral Therapy for Insomnia) to
support young adults ages 19-24. CBT-l administered via email to college students who
reported poor sleep quality resulted in greater improvement in depressive symptoms
than this an intervention focused on mood and stress reduction.'®

Lethal means safety

Many suicide attempts occur during a short-term crisis with little planning. Ensuring that an
environment is as safe as possible is essential in preventing potential suicide attempts and
deaths. As depicted in Figure 8 of the results section, the leading method of fatal suicide
injury between 2014 and 2019 for young adults ages 19-24 was firearm, followed by hanging,
and poisoning. Males were more likely to use a firearm, compared to females. Females were
more likely to die by hanging or poisoning, compared to males. The Hispanic and
Black/African American populations also had higher percentages of hanging suicides.

When looking at non-fatal suicide attempts, as represented by emergency department visits
and hospitalizations, there were different trends. There were much higher rates of attempts
via poisoning and sharp instrument injury when compared to the mortality rates. Additionally,
there were far more suicide-related emergency department visits and hospitalizations than
deaths.

Most acute suicidal crises are temporary. Putting time and space between an individual and
lethal means can be life-saving. If individuals have shared that they are thinking about
suicide, learning more about this despair and whether they have a plan and access to means
(which might include asphyxiation, self-injury, falling from a height, etc.) can also provide
important information on how to keep an environment as safe as possible. And, because
lethal means safety does not address the root causes of despair, temporarily securing
environments is an important way to ensure that individuals can survive a crisis situation until
they are able to receive support.

Health care systems can make it more common and acceptable to ask about lethal means and
encourage people to be proactive and thoughtful about prevention.™' A collaborative
approach to reducing access to means through safety planning or crisis response planning is an
integral part of an evidence-based prevention comprehensive approach that is appropriate for
individuals across the lifespan.’? The Stanley and Brown Safety Plan intervention may be a
useful tool for providers to support an individual in suicidal despair from attempting or dying
by suicide.'? Health care organizations should adopt practices and policies which support
providers with tools to counsel clients regarding access to lethal means. On an organizational
level, the Zero Suicide model provides a framework for including questions about lethal
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means access in health care settings, as well as cultural expectations around means safety
(https://www.sprc.org/zero-suicide). The foundational belief of Zero Suicide is that suicide
deaths for individuals under care within health and behavioral health systems are
preventable. Organizations that have used this approach found a 60-80% reduction in suicide
rates among those in care.

Means safety recommendations for young adults
Firearms and substances or poisons

Safe storage for firearms and substances can limit access to these means for youth and young
adults. Securing firearms or temporarily storing them away from the home greatly reduces the
risk of a young person dying by suicide using a firearm. Safely and securely storing
medications and substances also reduces risk. In order to better understand the connection
between firearms and youth suicides, the Colorado Child Fatality Prevention System 2019
Legislative Report ( hildfatalityprevention.com/p/reports.html) recommends funding
firearms research to understand contributing factors for firearm injury and violence. This
research would include risk and protective factors, social determinants of observed racial
inequities, and effective prevention strategies to prevent future firearm deaths.'®

Of note in this report is that the leading method of injury for young adult suicide between
2014 and 2019 was firearm. Programs like the Colorado Gun Shop Project can support
community engagement in lethal means safety. The Gun Shop Project is an education and
awareness project that partners with firearm advocates, gun shops, firing ranges, and firearm
safety course instructors to adopt and promote a firearm safety and suicide prevention
message. Its objectives include sharing guidelines on how to avoid selling or renting a firearm
to a suicidal customer, and encouraging gun stores and firing ranges to display and distribute
suicide prevention materials tailored to their customers. It is important to continue
supporting current efforts and messaging around firearm safety in order to provide
individuals, communities, and families resources to limit a young person’s access to firearms
during a crisis.

Additional resources include the Office of Suicide Prevention’s Safeguard Your Home brochure
and other resources on the Office of Suicide Prevention’s webpage; Lock2Live (available in
English and Spanish); and the Colorado Firearm Safety Coalition’s firearm storage map.

Asphyxiation

There is still a need to identify strategies to reduce asphyxiation suicides.'® One of the
challenges is the variety of common objects used for suicide death by asphyxiation. A possible
strategy is to change the design of objects that are commonly used as anchor points. The
Mental Health Environment of Care Checklist was developed for Veterans Affairs Hospitals to
use to review inpatient mental health units for environmental hazards. The checklist
identifies in their safety checklist multiple anchor points, such as mounted fixtures, mirrors,
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and platform beds." One study showed that using such a checklist reduced suicide deaths at
Veterans Affairs inpatient mental health units."® There may be an opportunity to explore
expanding this checklist to be appropriate for addressing potential environmental hazards in
other environments.

Collaborative safety planning can empower someone struggling with suicidal despair to
problem-solve how to limit their access to certain means, whether that means removing a
possible ligature or avoiding an anchor point. Additionally, break-away closet rods and tension
shower rods can be easily installed in homes as a way to limit weight-bearing anchor points. In
order to reduce asphyxiation suicides, we should refer to local trends in existing data to tailor
strategies based on demographic subgroups. ™

Regardless of a specific means, it is important to be aware if individuals are experiencing
suicidal despair and if there is anything in their environment that is impacting those thoughts.
If individuals have shared that they are thinking about suicide, learning more about their
despair and about their plan (if they have one) can provide important information on how to
keep an environment as safe as possible for them and others.

Means restriction should also consider cultural differences and approaches. There was also
observed variation in method of injury by racial and ethnic groups. The Al/AN and
white/non-Hispanic populations had the highest percentages of firearm suicides (58.3% and
50.5% respectively). The Hispanic and Black/African American populations had higher
percentages of hanging suicides (50.4% and 50.0% respectively).

In addition to safely and securely storing firearms, medications, and substances, it is
important to address other potential means of suicide death. According to injury location
data for Colorado young adults (refer to Table 2), the most common location for suicide injury
is a person’s house or apartment (including driveway, porch, yard, and garage). The next
most common area is a street, highway, sidewalk, or motor vehicle. Third most common area
is a natural area (e.g.: field, river, beaches, woods), followed by park, playground, or public
use area. Given these locations, future prevention strategies for preventing suicide for young
adults could include recommendations for lethal means safety in park and open spaces.
Additional prevention strategies, especially at the local level, could address other prevention
strategies, such implementing bridge barriers, emergency brakes and barriers along train
tracks, and guardrails at elevated overlooks.

After a suicidal crisis or suicide attempt

Young adults who have experienced a suicidal crisis, which can include suicidal ideation or
surviving a suicide attempt, may still be at increased risk for suicide in the weeks and months
following this crisis. Supporting youth after such a difficult experience is an important
component of suicide prevention. In Colorado, the Follow-Up Project

(www.rmcrisispartners.org/home/services/followup/) provided by Rocky Mountain Crisis
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Partners has received national attention for modeling how telephonic follow-up for patients
leaving the emergency department can be implemented with a relatively low-cost, replicable
model." The Colorado Suicide Prevention Commission
(https://cdphe.colorado.gov/suicide-prevention/suicide-prevention-commission) recommends
that each emergency department system and inpatient setting serving suicidal patients has a
standardized protocol for follow-up care. In addition to health systems prioritizing a
continuity of care for youth after a suicidal experience, it is also important for families,
schools, and other community organizations to work together to support a young person after
they have experienced a suicidal crisis. Including people with lived experience as leaders in
this work can help promote equity in the creation and completion of these follow-up services.
For more resources to support individuals, families, and communities after a suicidal crisis of
suicide attempt, please visit

https://cdphe.colorado.gov/after-a-suicide-attempt-or-suicidal-experience.

Defining lived experience

Lived experience refers to the invaluable real world wisdom that comes from individuals
who have had thoughts of suicide, attempted suicide, lost a loved one to suicide, or
support a loved one who has struggled with suicidal desperation.

Postvention: after a suicide loss

A suicide loss is often devastating, confusing, and traumatic for loved ones and community
members. Postvention following a suicide death can include short-term and long-term support
for individuals, families, organizations, and communities. A young person who has
experienced a suicide loss, whether it is the loss of a family member, peer, community
member, or a public figure, may benefit from additional support from trusted adults and their
communities.

Toolkits like “Postvention: A Guide for Response to Suicide on College Campuses”

(hemha.org/wp-content/uploads/2018/06/jed-hemha-postvention-guide.pdf) or “A Manager’s
Guide to Suicide Postvention in the Workplace”

(theactionalliance.org/sites/default/files/managers-guidebook-to-suicide-postvention-web.pd
f) can provide organizations that serve young adults with important postvention guidelines
and recommendations.

The Colorado Chapter of the American Foundation for Suicide Prevention provides suicide loss
support through its website (www.afsp.org/chapter/afsp-colorado/), and the Suicide
Prevention Coalition of Colorado (https://suicidepreventioncolorado.org/) provides grieving
families with bereavement packages at no charge to the family. As with all suicide
prevention, postvention is a community issue. Planning and prioritization of postvention must
happen through the lens of equity, culture, and community-driven responses.
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For more resources supporting individuals, families, and communities after experiencing a
suicide loss, please visit https://cdphe.colorado.gov/suicide-prevention/after-a-suicide-loss.

Limitations

Data and research limitations exist for Colorado’s young adults. There exists a large body of
research looking at youth (ages 10-18) suicide and at adult (ages 18-64) suicide. However,
there is less research regarding suicide prevention specifically for young adults (ages 19-24).
This poses considerable challenges when thinking through a suicide prevention approach that
supports people of all ages. Young adults ages 19-24 are often referred to as “transition-age
adults,” in part because these years often mark large transitions: regarding one’s own
identity, interpersonal relationships, workplace or educational institution, financial
responsibility, additional responsibilities of adulthood, etc. Disparities are often magnified for
young adults in this age range.

There are known limitations to race/ethnicity reporting from the death certificate, coroner,
and law enforcement data as reported in several studies.'®"'%2 The Al/AN population has
traditionally had some of the highest levels of misclassification ranging as high as 30-50%.
Given the noted elevated rates of suicide in this population it is imperative to call out these
data collection issues, and works towards improving the collection of these data. Additionally
as noted there are difficulties assessing suicide rates of those individuals who are multi-racial.
For the purposes of this report we are beholden to looking at rates by a single race rather
than a combination of races when applicable. This has innate limitations and issues for
looking at disparities between racial/ethnic groups. Addressing and improving this limitation
is important for an ever changing population, and to accurately represent our communities.

Data systems in Colorado, including the Child Fatality Prevention System (CFPS) and the
Colorado Violent Death Reporting System (CoVDRS), often have missing and unknown data
related to suicide circumstances. Death scene investigators typically collect limited
information about a person’s sexual orientation, gender identity, mental health history, and
access to lethal means, especially regarding firearm storage and ownership.

We recommend that law enforcement agencies and coroner offices develop protocols and
implement standardized use of the Suicide Death Investigation Form
(https://cdphe.colorado.gov/suicide-prevention/suicide-investigation-form). This would
ensure law enforcement officers and coroner investigators consistently collect sexual
orientation, gender identity, and detailed circumstance data when investigating a suspected
suicide death.

Implementing policies and protocols within agencies investigating potential deaths by suicide
will improve the quality of data, increase understanding of the circumstances of suicide
deaths in Colorado, and help to identify common risks and points for intervention. For
example, the Office of Suicide Prevention relies on data that coroners, law enforcement, and
other death investigators collect to guide current and future priorities and funding allocation
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to prevent suicide in Colorado. These data directly inform opportunities for prevention and
intervention, and help to identify gaps in programming.

Conclusion

It is our hope that this young adult suicide report is a starting point to understanding the
multiple converging factors that contribute to suicidal despair, attempts, and deaths among
Colorado’s young people. Suicide prevention efforts exist at the local, state, and national
levels. Understanding data, especially through an equity lens that highlights disparities
experienced by various communities, is crucial to creating an inclusive, equitable, and
comprehensive suicide prevention approach.

This report shows that Colorado young adults are impacted by systemic issues and injustices.
Comprehensive suicide prevention for Colorado’s young adults should include partnerships
with organizations and efforts that address economic stability (including family-friendly
business practices; affordable wage; paid family leave), housing stability, substance use
prevention, and behavioral health promotion. We recommend using the data in this report to
better understand the need for these partnerships and to help find points of intersection
between various demographics and local efforts.

Suicide rates for Colorado young adults are high and continue to increase, though they are not
as high as suicide rates for Colorado adults ages 25-64. Each of us has a role and must work
together to prevent suicide through evidence-based programming, connection, and being
trusted adults. The steps you take to support a young person can be lifesaving. Need help
now? Call 1-844-493-TALK (8255), text TALK to 38255, or access resources via

www. coloradocrisisservices.org. Help and hope are available 24 hours a day, 365 days of the
year.
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