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PREVENTING SUICIDE IN RURAL AMERICA 

THE DATA 

Suicide is one of the top ten leading causes of death in the United 
States and was responsible for almost 45,000 deaths in 2016.1 Many 
more people are hospitalized as a result of nonfatal suicidal behavior 
(i.e., suicide attempts) than are fatally injured, and an even greater 
number are either treated in ambulatory settings (e.g., emergency 
departments) or not treated at all.1,2 Among adults aged 18 years and 
older, for each suicide there are about 30 adults who reported making 
a suicide attempt. 

Suicide and nonfatal self-directed violence result in an estimated $69 
billion in combined medical and work loss costs.1 However, because 
that estimate does not include other societal impacts (like those on 
families), the true cost of suicide is likely much higher. 

During 2001-2015, suicide rates were consistently higher in rural 
areas than in metropolitan areas for both sexes.3 Although rates for all 
racial/ethnic groups typically increased in all counties, non-Hispanic 
American Indian/Alaska Natives had the highest rates in rural counties 
and non-Hispanic whites had the highest rates in metropolitan 
counties. Rates also increased for all age groups across all counties, 
with the highest rates and greatest increases in more rural areas. 
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Suicide is preventable.4  This brief 
will explore policy options for suicide 
prevention and provide examples of 
programs used in or that can be adapted 
for rural settings.

ISSUE OVERVIEW 

There are both traditional and rural-specific factors that increase 
risk of suicide. Because rural populations are not all the same,5 

these factors can simultaneously increase risk for some groups while 
reducing it for others.6 For example, the traditionally protective factor 
of living in a tight-knit community—which can increase one’s sense of 
connectedness—can also increase suicide risk for marginalized groups 
of people, such as LGBTQ youth and racial/ethnic minorities.6 
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Important risk factors for suicide in rural areas include:5-7 

• Living in an isolated location, which may reduce one’s sense of
connectedness

• Difficulty obtaining mental and behavioral health services due to high
cost, lack of transportation, and other distance-related issues

• Socioeconomic factors, such as unemployment and being in persistent
poverty

• Sociocultural factors that increase mental illness stigma and prevent
help-seeking, including a culture of stoicism (particularly for males)

The rate of suicide with a firearm is almost two times higher among rural 
than urban residents.3 Additionally, providing life-saving medical care after 
an attempted suicide can be more challenging because of the isolated 
residences of some people and the limited number/sparse distribution of 
rural trauma centers, hospitals, and emergency medical services.5 

POLICY OPTIONS

 Improve Access to Mental and 
Behavioral Health Services 

Rural residents with mental health conditions often can’t get treatment. 
Rural areas have fewer mental health professionals than urban areas, and 
their geographic distribution can make them hard to reach.8,9 Over 6 in 
10 areas with a mental health provider shortage are partially or entirely 
rural, and over half of U.S. counties don’t have a single social worker, 
psychologist, or psychiatrist.9,10 

Mental health care may also be difficult to afford for many rural 
residents.7,10 Household financial insecurity and having poor insurance 
coverage of mental health treatments can all contribute to problems with 
affordability of and access to care. The following is a selection of policies 
that may improve access to mental and behavioral care. 

CASE STUDY 

North Dakota Sources of Strength 

Sources of Strength began in 1998 with 
a number of rural communities and 
Northern Plains tribes.30 It was designed 
as a universal suicide prevention program 
and focuses on developing protective 
factors among youth. Peer leaders 
were trained to change the norms 
and behaviors of their fellow students 
with messaging activities and adult 
mentoring.31 

Research in both rural and urban settings 
found that Sources of Strength improved 
norms regarding suicide, connectedness 
to adults, and school engagement.31 Peer 
leaders were also more likely to refer a 
suicidal friend to an adult. For students, 
the program resulted in more positive 
perceptions of adult support for suicidal 
youths and the acceptability of help-
seeking. Finally, there was a decrease in 
poor coping attitudes. 

View more success stories and resources at CDC’s rural health website 
www.cdc.gov/ruralhealth 

www.cdc.gov/ruralhealth
http:engagement.31
http:mentoring.31
http:tribes.30


 

 

 

 

  

 

 

  

POLICY OPTIONS (CONTINUED) 

Integrate Primary Care and Mental Health Care 
Rural residents receive nearly all of their health care from primary care 
physicians, nurse practitioners, and physicians’ assistants, and the most 
common specialty in rural areas is family practice.10,11 Over half of people 
who die by suicide contact their primary care provider in the preceding 
month.12 This combination of factors suggests that integrating primary 
care with mental health care could be a promising method of expanding 
treatment. 

The Agency for Healthcare Research and Quality (AHRQ) found that care 
integration improved some mental health and other related outcomes— 
especially symptoms of depression.13 Another review of care integration 
showed that it can increase the early identification of self-directed violence, 
timely interventions, and better monitoring of people at high-risk.5 

There are no universal or best ways to integrate care, as each 
community’s situation can face different obstacles related to: regulations, 
reimbursement, practice and culture, and patient characteristics.5,11 

Regardless, some standard frameworks exist and can be adapted to unique 
contexts. For example, the Substance Abuse and Mental Health Services 
Administration (SAMHSA) proposed a framework with different types and 
levels of integration that could be adapted for rural areas.10 

Increase Access to Telehealth Services 
Telehealth services refer to the use of telephone, video, and web-based 
technologies for providing health care at a distance.15 Telehealth can 
be used to treat a wide range of mental health conditions in a variety 
of settings, such as outpatient clinics, hospitals, and military treatment 
facilities. It can improve access to care for patients living in isolated areas 
as well as reduce travel time, expenses, and delays in receiving care.10,15 

However, the expansion of telehealth services can be hindered by poor 
access to broadband internet (a common problem in rural regions), medical 
licensing regulations, and other factors.10 

Evidence shows that telehealth used to provide mental health services can 
be effective in treating conditions that are risk factors for suicide, such as 
depression, anxiety, and substance abuse.15,16 Some evidence shows that 
telephone and face-to-face psychotherapy are equally effective at reducing 
symptoms of depression.15,16 Telehealth may also help ensure continuous, 
stable treatment, further reducing the risk for suicide. For example, some 
research shows that patients receiving psychotherapy via telephone 
continue therapy for as long as patients receiving it in person.16 

CASE STUDY 

Oregon: The Rural Telemental 
Health Program 

In 2014, veterans accounted for 18% of 
all suicides among U.S. adults while only 
being 8.5% of the U.S. adult population, 
making them a high-risk population.32 

Nearly half of veterans of the Iraq and 
Afghanistan Wars live in rural areas,10 

and the suicide rates among veterans in 
four predominantly rural states (Montana, 
Utah, Nevada and New Mexico) was 
almost twice that of the national veteran 
suicide rate.33 Rural veterans may 
have difficulty obtaining mental health 
treatment, often because traveling 
long distances to obtain care can be 
difficult due to factors like poor public 
transportation infrastructure.7,34 

The Rural Telemental Health (RTMH) 
program started at the Portland Veterans 
Administration (VA) Medical Center, 
and now reaches rural veterans in 
Idaho, Oregon, and Washington.34 The 
program helps veterans get a wide range 
mental healthcare services outside of 
VA facilities. They can access telehealth 
care via VA outpatient clinics—or in their 
homes, if resources allow.35 

View more success stories and resources at CDC’s rural health website 
www.cdc.gov/ruralhealth 

www.cdc.gov/ruralhealth
http:allow.35
http:Washington.34
http:population.32
http:person.16
http:factors.10
http:distance.15
http:areas.10
http:depression.13
http:month.12


  

 

 

 

  

 

CASE STUDY 

POLICY OPTIONS (CONTINUED) 

Increase Health Insurance Coverage of Mental Health Services 
In 2015, about 6 million rural residents lacked health insurance.17 Providing 
insurance via employer benefits or public programs can improve access to 
health care by making it more affordable.18 However, even when someone 
is insured, mental health services are often not covered at the same level as 
other kinds of care.19 The 2008 Mental Health Parity and Addiction Equity 
Act provides national protections against this disparity for large-group plans 
and programs like Medicare and Medicaid.19 Complementary state laws 
that require and ensure equal coverage of mental health services may lower 
suicide rates. Research found that between 1990 and 2004, there was 5% 
reduction in suicide rates in states that passed such laws.20

           Reduce Stigma in 
            Communities 
The stigma surrounding mental health conditions can sometimes be 
stronger in rural areas,5,6 making it less likely that those in need of care will 
seek help.21 For example, in small communities, residents may be more 
likely to be seen by a provider they know when they are seeking care from 
mental health providers. Also, because rural communities are often tight-
knit, awareness of a person’s mental health condition is more likely to 
spread. 

This stigma has roots in rural cultural values of individualism and stoicism, 
which are especially common among males.5,6 Reducing stigma in 
communities may increase help-seeking and develop environments that can 
reduce the risk of suicide. 

           Increase Connectedness with 
          Peer Norm Programs 

Peer norm programs try to make protective factors more normal 
and common in communities by encouraging help-seeking and peer 
connectedness. By leveraging the leadership and social influence of peers, 
these programs can change group beliefs and promote positive social and 
behavioral change. These programs usually target youth and are typically 
delivered in schools, but they can also be implemented with different 
groups in other settings.4,22 

New Mexico: Adolescent Suicide 
Prevention Program36 

This Adolescent Suicide Prevention 
Program involved one tribe in New 
Mexico, and was created in 1990 by a 
collaboration between The Indian Health 
Service (IHS) and the tribal council and 
community. It has since been expanded. 
The program focused on adolescents, 
the group in this community at the 
highest risk of developing symptoms 
of suicidal behaviors. It was designed 
using community input regarding what 
might prevent or help its success, and 
it integrated a wide range of activities 
related to the tribe’s specific risk factors 
for suicide in an unconventional but 
culturally-appropriate manner. For 
example, there was a strong focus on 
family history of trauma, which occurred 
among 95% of people showing suicidal 
behavior. 

An evaluation of the program showed a 
significant reduction of suicidal gestures 
and attempts. There was also a 75% drop 
in the total number of self-destructive 
acts (some of which were not suicidal). 
While the number of suicide deaths did 
not fall, this was likely due to the aging 
population, which usually leads to a 
growing number of suicides. However, 
the number of deaths did not increase 
like they had in past years. The program 
was also noted for its longevity and 
growth, as prevention programs often 
end prematurely due to limited resources 
and waning interest. 

View more success stories and resources at CDC’s rural health website 
www.cdc.gov/ruralhealth 

www.cdc.gov/ruralhealth
http:Medicaid.19
http:affordable.18
http:insurance.17


 
 

  POLICY OPTIONS (CONTINUED) 

            Work With Communities to Reduce the 
              Risks for Suicide 
Some means of suicidal behavior, such as firearms and hanging/suffocation, are more likely to result in death.5,6 Suicide 
rates for different mechanisms can also vary by area. For example, the overall rate of suicide by firearm in rural areas is 
almost two times higher than in urban areas.3 

Research shows that the amount of time between deciding to engage in suicide and attempting it can be as short as 
5 to 10 minutes,23,24 and people usually won’t substitute a different method when a highly lethal means is unavailable 
or difficult to access.25 Therefore, increasing the length of this critical period through efforts, such as safe storage of 
firearms and medications such as opioids, can be lifesaving. 

Safe storage of firearms, medications, and other potentially dangerous household products can reduce the risk of 
suicide by separating at-risk individuals from easy access to lethal means.26 Evidence shows that storing firearms 
unloaded, separate from ammunition, and in a locked place (or secured with a safety device) reduces the risk of 
attempted suicide among adolescents.27,28 Research also suggests that actively providing safety devices leads to 
better safe storage practices than counseling alone or giving people money or discounts to buy safety devices for 
themselves.29 Finally, storing medications such as opioids in locked cabinets and only keeping smaller amounts of them 
on hand can also reduce risk of suicide by poisoning.27 

Resources 
Preventing Suicide: A Technical Package of Policy, Programs, and Practices 

CDC’s Division of Violence Prevention 

National Action Alliance for Suicide Prevention 

National Strategy for Suicide Prevention 

National Suicide Prevention Lifeline 

Suicide Prevention Resource Center 

CDC policy briefs provide a summary of evidence-based best practices or policy options for 
a public health issue. They also include information on the background and signifcance of 
the issue as well as current status and potential next steps. This policy brief is part of a series 
accompanying CDC’s Morbidity and Mortality Weekly Reports on rural health. 

View more success stories and resources at CDC’s rural health website 
www.cdc.gov/ruralhealth 

https://www.cdc.gov/mmwr/volumes/66/ss/ss6618a1.htm
www.cdc.gov/ruralhealth
http:poisoning.27
http:themselves.29
http:means.26
http:access.25
https://www.cdc.gov/violenceprevention/pdf/suicidetechnicalpackage.pdf
https://www.cdc.gov/violenceprevention/index.html
http://actionallianceforsuicideprevention.org/
https://www.surgeongeneral.gov/library/reports/national-strategy-suicide-prevention/index.html
https://suicidepreventionlifeline.org/
http://www.sprc.org/


REFERENCES 

1 Centers for Disease Control and Prevention. Web-Based Injury 
Statistics Query and Reporting System (WISQARS). Atlanta, GA: 
National Center for Injury Prevention and Control. Available online: 
http://www.cdc.gov/injury/wisqars/index.html. 

2 Substance Abuse and Mental Health Services Administration. Key 
substance use and mental health indicators in the United States: 
Results from the 2016 National Survey on Drug Use and Health. 
Rockville, MD: Center for Behavioral Health Statistics and Quality, 
Substance Abuse and Mental Health Services Administration; 2017. 
https://www.samhsa.gov/data/. 

3 Ivey-Stephenson A.Z., Crosby A.E., Jack S.P., Haileyesus T., 
Kresnow-Sedacca M. Suicide Trends Among and Within Urbanization 
Levels by Sex, Race/Ethnicity, Age Group, and Mechanism of Death 
— United States, 2001–2015. MMWR Surveill Summ 2017;66(No. 
SS-18):1–16. DOI: http://dx.doi.org/10.15585/mmwr.ss6618a1. 

4 Stone, D.M., Holland, K.M., Bartholow, B., Crosby, A.E., Davis, 
S., and Wilkins, N. (2017). Preventing Suicide: A Technical Package 
of Policies, Programs, and Practices. Atlanta, GA: National Center 
for Injury Prevention and Control, Centers for Disease Control and 
Prevention. 

5 Smalley, K. B., Warren, J. C., & Rainer, J. (Eds.). (2012). Rural mental 
health: Issues, policies, and best practices. Springer Publishing 
Company. 

6 Hirsch, J. K., & Cukrowicz, K. C. (2014). Suicide in rural areas: An 
updated review of the literature. Journal of Rural Mental Health, 
38(2), 65. 

7 Crosby, R. A. (2012). Rural populations and health: determinants, 
disparities, and solutions. San Francisco, CA: Jossey-Bass. 

8 Thomas, C. R., & Holzer, C. E. (2006). The continuing shortage of 
child and adolescent psychiatrists. Journal of the American Academy 
of Child & Adolescent Psychiatry, 45(9), 1023-1031. 

9 Summary Bureau of Health Workforce, HRSA, U.S Department of 
Health & Human Services. (September 2017). Fourth Quarter of Fiscal 
Year 2017 Designated Health Professional Shortage Areas Statistics. 

10 Warren, J., & Smalley, K. B. (Eds.). (2014). Rural public health: Best 
practices and preventive models. Springer Publishing Company. 

11 Stamm, B. (2003). Rural behavioral health care: An interdisciplinary 
guide. American Psychological Association. 

12 Luoma, J. B., Martin, C. E., & Pearson, J. L. (2002). Contact with 
mental health and primary care providers before suicide: a review of 
the evidence. American Journal of Psychiatry, 159(6), 909-916. 

13 Butler, M., Kane, R. L., McAlpine, D., Kathol, R. G., Fu, S. S., 
Hagedorn, H., & Wilt, T. J. (2008). Integration of mental health/ 
substance abuse and primary care (Evidence Report/Technology 
Assessment No. 173; AHRQ publication no. 09-E003). Rockville, MD: 
Agency for Healthcare Research and Quality. 

14 Rural Health Information Hub. Primary Care Behavioral Health 
Model. Retrieved from:  https://www.ruralhealthinfo.org/community-
health/services-integration/2/primary-care-behavioral-health 

15 Hailey, D., Roine, R., & Ohinmaa, A. (2008). The effectiveness of 
telemental health applications: a review. The Canadian Journal of 
Psychiatry, 53(11), 769-778. 

16 Mohr DC, Vella L, Hart S, Heckman T, Simon G. The effect of 
telephone-administered psychotherapy on symptoms of depression 
and attrition: a meta-analysis. Clinical Psychology: Science and 
Practice. 2008;15(3):243-253. 

17 Kasier Family Foundation. (2017). The Role of Medicaid in Rural 
America. Retrieved from:  http://www.kff.org/medicaid/issue-brief/ 
the-role-of-medicaid-in-rural-america/ 

18 Newhouse, J. P. (1993). Free for All? Lessons From the Rand Health 
Insurance Experiment. 

19 Beronio, K., Glied, S., & Frank, R. (2014). How the Affordable 
Care Act and Mental Health Parity and Addiction Equity Act greatly 
expand coverage of behavioral health care. The Journal of Behavioral 
Health Services & Research, 41(4), 410-428. 

20 Lang, M. (2013). The impact of mental health insurance laws on 
state suicide rates. Health Economics, 22(1), 73-88. 

21 Komiti, A., Judd, F., & Jackson, H. (2006). The influence of stigma 
and attitudes on seeking help from a GP for mental health problems. 
Social Psychiatry and Psychiatric Epidemiology, 41(9), 738-745. 

22 Wyman, P. A., Brown, C. H., LoMurray, M., Schmeelk-Cone, K., 
Petrova, M., Yu, Q., ... & Wang, W. (2010). An outcome evaluation 
of the Sources of Strength suicide prevention program delivered by 
adolescent peer leaders in high schools. American Journal of Public 
Health, 100(9), 1653-1661. 

23 Simon, T. R., Swann, A. C., Powell, K. E., Potter, L. B., Kresnow, 
M. J., & O’Carroll, P. W. (2001). Characteristics of impulsive suicide
attempts and attempters. Suicide and Life-Threatening Behavior,
32(Supplement to Issue 1), 49-59.

24 Deisenhammer, E. A., Strauss, R., Kemmler, G., Hinterhuber, 
H., & Weiss, E. M. (2009). The duration of the suicidal process: 
how much time is left for intervention between consideration and 
accomplishment of a suicide attempt?. The Journal of Clinical 
Psychiatry, 70(1), 19-24. 

25 Hawton, K. (2007). Restricting access to methods of suicide: 
Rationale and evaluation of this approach to suicide prevention. 
Crisis, 28(S1), 4-9. 

26 Chesney, E., Goodwin, G. M., & Fazel, S. (2014). Risks of all-cause 
and suicide mortality in mental disorders: a meta-review. World 
Psychiatry, 13(2), 153-160. 

http://www.kff.org/medicaid/issue-brief
https://www.ruralhealthinfo.org/community
http://dx.doi.org/10.15585/mmwr.ss6618a1
https://www.samhsa.gov/data
http://www.cdc.gov/injury/wisqars/index.html


REFERENCES (CONTINUED) 

27 Runyan, C. W., Becker, A., Brandspigel, S., Barber, C., Trudeau, 
A., & Novins, D. (2016). Lethal means counseling for parents of 
youth seeking emergency care for suicidality. Western Journal of 
Emergency Medicine, 17(1), 8. 

28 Grossman, D. C., Mueller, B. A., Riedy, C., Dowd, M. D., Villaveces, 
A., Prodzinski, J., ... & Harruff, R. (2005). Gun storage practices and 
risk of youth suicide and unintentional firearm injuries. JAMA, 293(6), 
707-714. 

29 Rowhani-Rahbar, A., Simonetti, J. A., & Rivara, F. P. (2016). 
Effectiveness of interventions to promote safe firearm storage. 
Epidemiologic Reviews, 38(1), 111-124. 

30 Sources of Strength. History. Retrieved from: https:// 
sourcesofstrength.org/discover/history/ 

31 Suicide Prevention Resource Center. (2011). Sources of Strength. 
Retrieved from: http://www.sprc.org/resources-programs/sources-
strength 

32 U.S. Department of Veterans Affairs and Office of Suicide 
Prevention (2016). Suicide among Veterans and other Americans 
2001-2014. Retrieved from: https://www.mentalhealth.va.gov/ 
docs/2016suicidedatareport.pdf. 

33 U.S. Department of Veterans Affairs. Mental Health. VA Releases 
suicide data by state viewed at https://www.mentalhealth.va.gov/ 
suicide_prevention/Suicide-Prevention-Data.asp. 

34 RHIhub. (2016). Rural Project Summary: Rural Telemental 
Health (RTMH) Program. Retrieved from: www.ruralhealthinfo.org/ 
community-health/project-examples/916. 

35 Lu, M. W., Woodside, K. I., Chisholm, T. L., & Ward, M. F. (2014). 
Making connections: Suicide prevention and the use of technology 
with rural veterans. Journal of Rural Mental Health, 38(2), 98-108. 

36 May, P. A., Serna, P., Hurt, L., & DeBruyn, L. M. (2005). Outcome 
evaluation of a public health approach to suicide prevention in an 
American Indian tribal nation. American Journal of Public Health, 
95(7), 1238-1244. 

http:www.ruralhealthinfo.org
http:https://www.mentalhealth.va.gov
http:https://www.mentalhealth.va.gov
http://www.sprc.org/resources-programs/sources



