OUTCOMES – SIDEBAR

Instilling Hope for All North Carolinians: Reducing Our Suicide
Rate by 2030
Carrie L. Brown
North Carolina has set a bold goal to reduce our suicide
rate to 11.1 per 100,000 by the year 2030 [1]. This article
explores our pathway there using key prevention strategies, multi-stakeholder partnerships, and hope.
“When it is darkest, we can see the stars.” With these
words, Ralph Waldo Emerson offers us hope, the psychological antidote to suicide. Suicide is defined as the intentional act of taking one’s life, but fundamentally it is the
catastrophic loss of hope. Unsurprisingly, hopelessness
is one of the strongest predictors of death by suicide [2].
While we must facilitate hope at an individual psychological level, we must also take comprehensive public health
action at the population level. Suicide is not simply an individual threat, but an existential one, as it is increasingly
claiming the lives of our nation’s youth. Among Americans
aged 10–24, suicide rates between 2007 and 2017
increased 56% [3], and by 2019 suicide was the second
leading cause of death for ages 10–34 [4]. Additionally,
every hour in the United States we lose an older adult to
suicide [5].
Suicide and suicide attempts take an immense psychological toll on individuals, families, and communities.
There are also enormous financial costs, and we simply
cannot afford to delay action. Suicide deaths alone are
estimated to cost the US economy over $463 billion in
combined costs per year (using 2019 data) [6]. In 2019
in North Carolina, deaths by suicide led to 26,918 years
of potential life lost before the age of 65 [7], and over $13
billion in combined costs [6]. We also know the COVID19 pandemic has had substantial impacts on behavioral
health. Nationally, mental-health-related pediatric emergency department visits are increasing, especially among
adolescent girls [8, 9]. In North Carolina, emergency

department presentations for opiate overdoses among
adults are increasing, which is disappointing given the
progress made before the pandemic [10].
There is also important health disparity work to be
done, as populations that routinely experience discrimination are disproportionately affected by suicide.
Alarmingly, data analysis of the Youth Behavior Risk
Survey (YBRS) revealed Black adolescents had the highest increase in the prevalence of suicide attempts between
1991 and 2019 of any race/ethnicity [11], and lesbian, gay,
and bisexual youth experienced more violence victimization and reported more suicide risk behaviors than heterosexual youth between 2015 and 2019 [12]. Transgender
youth reported higher suicide risk than cisgender youth
in a separate analysis of 2017 YBRS data [13]. Veterans
are also at increased risk; the suicide rate between 2014
and 2018 was 2.4 times higher among veterans than nonveterans [14].
Lest one lose hope, suicide is preventable and 9 out of
10 people who survive suicide attempts do not later die
by suicide [15]. The public health approach by the Centers
for Disease Control and Prevention to stop suicide entails
reducing factors that increase suicide risk and increasing factors that promote population resilience [16]. With
Healthy North Carolina 2030, the North Carolina Institute
of Medicine, in partnership with the North Carolina
Department of Health and Human Services (NCDHHS)
aims to reduce the 2018 suicide rate of 13.8 per 100,000
to 11.1 per 100,000 by the year 2030 [1]. Given North
Carolina’s current estimated population of 10 million, this
goal translates to 270 lives saved per year in our state
alone.
In 2022, NCDHHS will release a comprehensive suicide
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prevention plan for North Carolina. Core plan components
are previewed here. Every North Carolinian can participate
in reducing suicide, and collectively our impact could be
profound. Research has shown asking about suicide does
not promote suicidal ideation, even among adolescents
[17]; this unfortunate myth is rooted in stigma and must
be dispelled. Not asking about suicide can be deadly. Since
help is available 24/7/365 (including chat) through the
national suicide prevention lifeline, anyone and everyone
can link loved ones to care by saving 1-800-273-TALK
(8255) in our cell phones. By July 2022, it will be as simple
as dialing or texting three digits, 9-8-8, nationwide [18].
As a state, we must build a coordinated infrastructure
to raise awareness, ensure policy implementation, and
conduct public health surveillance of measures of population behavioral health, including self-harm and suicide.
Statewide coalitions should include local partners, mental
health professionals, and loss/attempt survivors.
Reducing access to lethal means must be a primary
intervention for decreasing North Carolina’s suicide rates.
Over 57% of completed suicides in North Carolina in
2019 involved a firearm [6]. Nationally, firearm sales have
increased dramatically (over 70%) during the pandemic,
based on FBI background check data [19]. Some communities in North Carolina, such as Durham, already have gun
safety teams [20], but there is a need to implement safe
storage practices statewide and provide easy access to
inexpensive gun locks. We need statewide “gatekeeper”
(individuals with regular contact with community members) [21] training that uses approaches such as CALM
(counseling on access to lethal means) [22]. CALM training is available online at no cost and all gatekeepers and
health care providers should be trained to reduce lethal
means. We should also educate our health care workforce
about military culture and veteran suicide risk, and utilize
evidence-based training programs such as Psych/Armor
[23].
Supporting behavioral health and building resilience
are key NCDHHS priorities coming out of the COVID-19
pandemic. To increase North Carolina’s resilience, we
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must build a comprehensive crisis system that is independent of geography and payer/insurance status. Telehealth,
a necessity during the pandemic, has proven to be acceptable and effective for many patients [24]. Facing increasing workforce shortages associated with the COVID-19
pandemic, telehealth is a powerful tool that must be used
to bridge provider gaps and ensure access in rural areas.
Mobile crisis teams, which reduce hospitalization and can
achieve high satisfaction rates, should be expanded, especially for youth [25]. Equally important is the expansion
of crisis intervention training (CIT) for law enforcement,
because of CIT’s effectiveness in reducing the criminalization of mental illness [26].
Finally, North Carolina should expand Medicaid.
Expansion would ensure a sustainable crisis system and
contribute to decreased suicide rates. Researchers have
demonstrated decreased death by suicide among nonelderly adults in states that have expanded Medicaid [27].
Taken collectively, these strategies can reduce suicide and
enhance well-being in North Carolina. This is our opportunity to instill hope for generations to come.
Carrie L. Brown, MD, MPH chief medical officer for Behavioral Health
& IDD, North Carolina Department of Health and Human Services,
Raleigh, North Carolina.
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