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Executive Summary 

Suicide is a significant public health problem that can have devastating and lasting impacts on 

individuals, families and communities. The prevention of suicide requires the involvement of the 

entire community to foster a person’s sense of interpersonal connection, individual value and 

their desire to live. To that end, this report presents the first analysis of suicide mortality in our 

region and provides recommendations for the general public, policy makers, medical and 

behavioral healthcare providers, social service agencies and schools.  

 

Key Findings 

 

Trends and Demographics 

Between 2000 and 2016, 1,079 people died by suicide in Lane County. Nearly 90% of these 

deaths occurred among people 25 years and older. Men were nearly four times as likely to die by 

suicide compared to women. Suicide risk generally increased as people aged; however, these 

trends differed greatly by sex. Men experienced constantly increasing risk of suicide, reaching a 

maximal risk among people 65 years and older (55 deaths/100,000 people). Women reached a 

maximal risk of death among people 45 - 64 (14 deaths/100,000 people) and their risk decreased 

thereafter.  

 

Mental Illness and Substance Abuse 

Among the known risk factors for suicide, mental illness and substance abuse were common 

among decedents. Roughly half of all decedents were diagnosed or demonstrated evidence of a 

mental illness or substance use disorder. The most common mental illnesses were 

depression/dysthymia, anxiety disorder and bipolar disorder. Over 25% of decedents had a 

problem with alcohol. Men were significantly less likely to engage in mental health treatment 

than were women. 

 

Interpersonal Problems and Life Stressors 

Common interpersonal problems and life stressors also contributed to deaths by suicide in Lane 

County. Nearly one in three decedents experienced an intimate partner problem preceding their 

death, such as an argument, jealousy, separation or divorce. One in ten was mourning the loss of 

a friend or family member which appears to have contributed to their death. Over 35% were 

experiencing financial hardship and one in four was suffering from a physical health problem at 

the time of their death.  
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Lethal Means 

The majority of decedents took their life with the use of a firearm (57%). Poisoning (19%) and 

hanging/suffocation (18%) were the second and third most common lethal means respectively. 

Means by which people died differed between women and men. Men were nearly twice as likely 

to die by firearm compared to women, while women were nearly four times as likely to die by 

poisoning compared to men. Among decedents who died by poisoning, the most common means 

were prescription drugs.  

 

Geographic Distribution 

The geographic distribution of deaths by suicide varied significantly within Lane County during 

the study period. The Eugene-Springfield metropolitan area and the non-metropolitan area 

(excluding Eugene-Springfield) had suicide rates similar to the Lane County average however; 

cities within those two regions had rates that exceeded the county average. Florence, Cottage 

Grove, and Junction City all had more than twice the rate of suicide compared to Lane County as 

a whole. 

 

Special Populations 

One in four deaths by suicide in Lane County occurred among veterans (N = 234). Nearly one in 

ten deaths occurred among people employed in the Construction and Extraction trades. Although 

not analyzed in the current study, lesbian, gay, bisexual, transgender and questioning (LGBTQ) 

youth and Alaskan Natives/American Indians of all ages are known to experience increased risk 

of suicide in the U.S.  

 

 

Recommendations 

 

Individuals, Families and Communities 

All community members are encouraged to engage with their mental health just as they would 

their physical health by taking preventative measures to manage mental illness, stress and 

develop resilience. Likewise, all community members are encouraged to support others who may 

be experiencing a mental health/suicide crisis. Participating in an evidence-based training such as 

Question, Persuade, Refer (QPR) or Mental Health First Aid (MHFA) provides trainees with the 

knowledge and skills necessary to support someone during a crisis and potentially save their life. 

Community members who are engaged in the longer-term care of people at risk of suicide are 

encouraged to take a more advanced training such as Applied Suicide Intervention Skills Training 

(ASIST). Finally, all firearms owners and their loved ones are urged to practice collaborative 

firearm safety to create a protective environment for those at risk of suicide. In the event that 

collaboration is unlikely, family members are urged to work with law enforcement to leverage 
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the use of an Extreme Risk Protection Order (ERPOs) to keep their loved ones safe during a 

period of crisis. 

 

Policy Makers 

To address suicide as a public health issue, it is critical that communities create a coordinated 

approach to efficiently leverage existing resources. However, it is equally important to 

acknowledge the persistent underfunding of suicide prevention compared to other leading causes 

of death in the U.S. Policy makers are urged to allocate additional resources to prevent suicide at 

the national, state and local level to provide sufficient funding to prevent further deaths.  

Additionally, policy makers are urged to offer continued support for policies that support mental 

health parity, suicide prevention training for school and healthcare staff and policies that 

strengthen economic supports for families.   

 

Businesses and Industry 

All businesses, but especially those in industries with a greater prevalence of suicide, such as the 

Construction and Extraction trades, are encouraged to implement suicide prevention programs to 

train their staff in suicide prevention and mental health promotion and implement evidence-

based, organizational policies that protect the lives and mental health of their workforce. 

Businesses with an Employee Assistance Program (EAP) are encouraged to highlight its utility 

for people at risk of suicide and those businesses without an EAP are urged to implement one if 

possible to support their workforce.
 

 

Media 

Local media organizations are encouraged to develop editorial standards and practices in 

alignment with safe messaging guidelines to reduce risk in the community when reporting on the 

topic of suicide, its prevention or specific events of suicide.  

 

Healthcare and Social Services 

All health and behavioral healthcare providers are encouraged to adopt the aspirational goal of 

zero deaths by suicide in their organizations and implement the Zero Suicide model. Zero Suicide 

is a comprehensive, evidence-based model of suicide prevention which addresses multiple 

healthcare organizational elements and activities including leadership development, staff 

training, patient screening and assessment, care protocols, treatment, program evaluation and 

quality improvement. Regardless of larger policy implementation such as Zero Suicide, clinical 

staff are encouraged receive training in programs such as Recognizing and Responding to Suicide 

Risk (RRSR), Suicide to Hope, Assessing and Managing Suicide Risk (AMSR) and/or Kognito to 

learn or improve their skills in the assessment and care of people at risk of suicide. Additionally, 

all healthcare and social service organizations are encouraged to train their organizational 

leadership in postvention best practices using the Connect Postvention model to guide response 

efforts in the event of a death by suicide among their clients/patients. 
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High Risk Populations  

Programs aimed at preventing suicide should specifically target men, address the risk factors for 

death by suicide which converge among men and address the aspects of masculinity associated 

with increased suicidal behavior. Mental health providers are encouraged to develop or adopt 

practices that encourage help-seeking among men and engage them in treatment. Additionally, 

the culturally specific needs of other high-risk populations such as Veterans, American 

Indian/Native Alaskans and lesbian, gay, bisexual, transgender and questioning youth should be 

addressed in suicide prevention efforts. 

 

Lethal Means 

All healthcare and social service providers are urged to receive training in Counseling on Access 

to Lethal Means (CALM) to provide them with the skills and knowledge necessary to engage 

those at risk of suicide in safe and collaborative discussions about firearm safety. Healthcare and 

social service providers should be knowledgeable in the use of ERPOs to support family and law 

enforcement officials in the event that collaborative counseling is ineffective. 

 

Regional Disparities  

Further research should be conducted in collaboration with cities such as Florence, Junction City 

and Cottage Grove that have experienced increased suicide mortality. It is unknown at this time 

what factors contribute to these disparities and each community’s needs may be unique.  

 

Schools and Youth 

Programs that prevent adverse childhood experiences (ACEs) and promote resiliency among 

youth such as the Nurse-Family Partnership should receive continued support to promote 

healthy youth development in Lane County. Primary schools are strongly encouraged to 

implement the Good Behavior Game as a part of their overall suicide prevention efforts. Middle 

Schools and High schools are urged to implement programs such as LOOK LISTEN LINK, 

Response and/or Sources of Strength to provide staff with the skills and knowledge they need to 

identify and support those at risk for suicide and encourage students to seek help and identify 

need in their peers. Additionally, school administrative and mental health staff are encouraged to 

receive training in the Connect Postvention model and/or PREPaRE to support their students and 

staff in the event of a death by suicide or any traumatic death.
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Introduction 
 

 

Statistics are people with the tears wiped away - Irving Selikoff 

 

 

Overview - Suicide in the U.S. and Oregon 

 

Suicide is a significant public health problem in the United States that can have 

devastating and lasting impacts on individuals, families and communities. In 2016, nearly 45,000 

people died by suicide in the U.S. making it the 10
th

 leading cause of death among all ages.
1 

In 

that same year more than 1.4 million adults reported that they attempted suicide nationwide and 

4% of U.S. adults (approximately 9.8 million people) seriously considered taking their own life.
2
  

In the U.S., Oregon’s suicide rate has been consistently higher than the national rate for 

the past three decades.
1
 In 2016, Oregon had the 11

th
 highest suicide rate in the country with 17.8 

deaths per 100,000 people.
3
 In that year, 771 people died by suicide (190 women/581 men).

4
 In 

2014
*
 the crude rate of hospitalizations for self-inflicted injury/attempted suicide among 

Oregonians was 55 attempts/injuries per 100,000 people.
5
 Among adults, 25 years and older, 

roughly 160,000 Oregonians reported having serious thoughts of suicide in 2016.
2
  

The overwhelming majority of suicide deaths occur among middle aged and older adults 

in the U.S.; however, the patterns of non-lethal suicidal behavior (ideation and attempts) are 

significantly different for children and adolescents (≤ 24 years). The rate of hospitalizations 

among children and adolescents in Oregon was greater than adults with 75.2 attempts/injuries per 

100,000 people.
6
 Aside from these more severe attempts requiring hospitalization, nearly 9% of 

Oregon’s eighth graders and eleventh graders reported that they attempted suicide one or more 

times in 2016.
7
 Roughly 18% of eighth and eleventh graders in Oregon reported seriously 

considering suicide in 2016 compared to 4% in the adult population.  

 Suicide rates have climbed in the U.S. for the past 19 years and are predicted to continue 

increasing.
8
 This trend may result in as much as a 60% increase in the suicide rate by 2025.

9
 

However, prediction is not determination and there is substantial evidence for hope. Strategies 

and programs that reduce risk factors, increase protective factors and ultimately prevent deaths 

by suicide have been broadly implemented in the U.S. and Oregon.
10,11 

Broader implementation 

of suicide prevention initiatives and greater community involvement can prevent deaths and limit 

the impact of suicide in communities.  

 

                                                           
*
 The year for which the most recent data is available for suicide attempts among adults in Oregon at the time of 

this publication.  
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Why do People Die by Suicide? - The Interpersonal 
Psychological Theory of Suicide 

In the aftermath of a death by suicide, loss survivors and the community at large are often 

left with the question: “Why?” Suicide is an incredibly complex social phenomenon with 

multiple influences throughout the lifespan that affect who seriously considers, attempts and dies 

by suicide. Although definitive answers that shed light on why any individual takes their life are 

rarely available, the Interpersonal Psychological Theory of Suicide (IPTS) provides perspective 

to guide understanding of why people take their own lives (Figure 1).
12

  

The IPTS proposes that there are three necessary conditions that must intersect for the 

enaction of a lethal or near lethal suicide attempt: thwarted belongingness, perceived 

burdensomeness and the acquired capability to take one’s own life. Thwarted belongingness is 

the perception that, despite attempts to develop social connections, a person feels isolated and 

alienated from their community, family and peers. A feeling of perceived burdensomeness 

develops when a person feels not only isolated and alienated, but that their community, family 

and peers would be better off without them. The acquired capability for suicide develops through 

the habituation to pain developed through experiences such as prior suicide attempts, self-

injurious behavior, abuse victimization or other events that facilitate overcoming the instinctual 

desire to live, which may create fearlessness of death.
11

 With this framework in mind, prevention 

and intervention efforts aimed at increasing social connections, reinforcing an individual’s value 

as a community member and interrupting a person’s acquisition of the capability to take their 

own life, can reduce the risk of suicide.  

 

 
Figure 1. Interpersonal Psychological Theory of Suicide (Source: Van Orden et al., 2010) 



Page | 7 September  2018 Lane County Public Health 

How Do We Prevent Suicide? - The Social Ecological Model 

The ITPS provides valuable insight into the psychological and interpersonal factors that 

influence the development of the desire and capability to die by suicide in individuals. However, 

the prevention of suicide in populations requires activity at levels of society beyond the 

individual and interpersonal to create lasting and sustainable impact. The Social Ecological 

Model (SEM) provides a framework for addressing suicide prevention as a public health issue by 

addressing individual, relational, community and societal factors associated with suicide.
13

  

 The individual level of the SEM considers biological and personal factors that affect the 

likelihood that a person will die by suicide such as their age, sex, health status, 

knowledge/beliefs or traumatic history. The relational level considers the interaction between 

individuals e.g. friends, families, peers or colleagues that are associated with increased or 

decreased risk of death by suicide. The community level examines factors such as the physical 

environment, the organizational policies in schools and places of work or the economic 

opportunities that influence rates of death by suicide. Finally, the societal level identifies the 

large-scale, cultural factors and social norms that foster suicide risk such as the social stigma 

associated with help seeking and discussing suicide publicly or the laws and policies that affect 

the provision of healthcare in a given area. 

 The complex interactions between the levels of the SEM demonstrate the challenge of 

addressing suicide in populations. The model suggests that in order to prevent suicide, it is 

necessary to act simultaneously across multiple levels. Comprehensive, effective suicide 

prevention requires work beyond the healthcare sector and the involvement of community 

members such as teachers, policy makers, parents, work colleagues and organization 

administrators to reduce the risk for suicide and increase protective factors. 

  

 
Figure 2: The Social Ecological Model 

Societal 

Community 

Relationship 

Individual 
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The Current Study 

Throughout the U.S., the distribution of county-level suicide prevalence and rates varies 

widely. Analysis of suicide mortality by the Centers for Disease Control and Prevention (CDC) 

demonstrates the relative challenge of suicide prevention in Lane County compared to other 

counties in the U.S. In 2015, 16% of U.S. counties, including Lane County, had more than 20 

deaths by suicide.
14

 In that same year, 73 people died by suicide in Lane County, meaning that 

our county had nearly four times the number of deaths experienced by 84% of other counties in 

the country. Given the relative size of this difference, epidemiological findings of suicide at the 

national and/or state level may not accurately represent suicide in a region such as ours. 

To date, there has been no comprehensive analysis of deaths by suicide and associated 

risk factors in Lane County. The purpose of the current report is to describe the occurrence and 

correlates of suicide in Lane County, Oregon from 2000-2016. This work has been done to 

inform the development of actionable recommendations for all members of our community 

including policy makers, healthcare professionals, educators and the general public. Ultimately, 

despite the focus of this report on the tragedy of suicide, it is the wish of Lane County Health and 

Human Services that it serve as a source of hope for those affected by suicide in our community, 

guidance for those working with those at risk and awareness of this issue for those who may not 

be familiar with the devastating burden of suicide in our community. 
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Methods 
  

This study is largely exploratory and therefore was not guided by any a priori 

hypotheses. All variables in the data sources were explored and included in the current study 

based on several criteria including data quality, relevance and statistical reliability. Following 

exploratory analysis, hypotheses were generated and tested when relevant for the creation of 

actionable recommendations. 

Data related to suicide prevalence and incidence in the U.S., Oregon and Lane County 

from 2000-2016 come from national, state and county-level vital statistics. Direct age-adjustment 

was used to calculate all rates using the population weights calculated from the 2000 U.S. 

Census. When comparing rates, 95% confidence intervals (95% CI) were calculated and reported 

as an estimate of variability. The rates associated with 95% CI’s that do not overlap between 

populations are considered significantly different at the α = 0.05 level. Because suicide is a 

relatively rare event in an area with the size and population of Lane County, many findings 

reported in this study are meaningful, yet may not be statistically significant. The authors chose 

to report these findings nonetheless when informative to prevention efforts and when they were 

consistent with statistically reliable state or national findings. 

 Findings related to characteristics of the decedent and circumstances before the 

decedent’s death come from the Oregon Violent Death Reporting System (OVDRS) 2003-2015 

data file. The OVDRS is part of the National Violent Death Reporting System (NVDRS) 

administered by the CDC. The OVDRS collects incident-based information on all violent deaths 

that occur in the state including homicides, suicides, deaths of undetermined intent, deaths 

resulting from legal intervention and deaths related to unintentional firearm injuries.
15

 Data is 

abstracted and coded from a variety of sources including medical examiner and law enforcement 

reports, death certificates and child fatality review reports to build this information system.  

In the current study, OVDRS data are presented primarily in tabular format displaying 

counts and percentages indicated for each variable. Cells with counts of less than 5 are 

suppressed or combined with other more generalized variables when necessary in accordance 

with the “5 and 50” rule for reporting on small numbers in health information.
16 

This was done in 

an effort to limit the identifiability of the decedents and is noted in each table when applied. This 

section of the analysis is primarily descriptive and therefore no specific statistical tests were 

used; however general comparisons between sexes and comparisons to state and national data 

were made. Further information on both the NVDRS and OVDRS can be found at 

https://www.cdc.gov/ViolencePrevention/NVDRS/ .  

 Geo-spatial findings likewise come from the OVRDS 2003-2015 data file. Standardized 

Mortality Ratios (SMR) were estimated using indirect age-adjustment to account for fewer 

deaths occurring in some age categories in regional communities compared to Lane County as a 

whole. As a result, the age-adjusted rates of death by suicide in this section are not comparable to 

rates published in the preceding sections using the direct age-adjustment method. 95% CI’s were 

calculated and reported as an estimate of variability. The SMRs associated with 95% CI’s that do 

https://www.cdc.gov/ViolencePrevention/NVDRS/


Page | 10 September  2018 Lane County Public Health 

not overlap between populations are considered significantly different at the α = 0.05 level. 

Communities with less than 5,000 residents at any time during the study period were excluded 

due to concerns about estimate stability and the identifiability of decedents in regional 

communities. 

 Readers may notice that aggregate totals of death by suicide are greater in the OVDRS 

data compared to Vital Statistics data between 2003 and 2015. This discrepancy is due primarily 

to the differing inclusion criteria used in both analyses. Vital Statistics death counts are based on 

county of residence while OVDRS death counts are based on the county in which the death 

occurred. The authors of the current study chose to use differing inclusion criteria for three 

reasons: 1) The decedent may have resided in Lane County for a significant period of time, but 

not officially established residency 2) regardless of residency status their death inevitably affects 

the Lane County population and must be considered in terms of public health impact and 3) the 

difference represents a total of 55 deaths over the study period (approximately 5%), which was 

deemed to be of insubstantial impact in the frequency distribution of the analyzed variables and 

therefore generalizable to the population of known Lane County residents.  

Regardless of the data source in this report, death by suicide for all analyses is defined as 

a death resulting from the intentional use of force against oneself. These deaths were identified 

according to codes defined by the International Classification of Diseases, Ninth and Tenth 

Revision (ICD-9/10) for the underlying cause of death recorded on death certificates. The 

specific codes used to identify these deaths by suicide include E950-E959 (ICD-9) and X60-84 

and Y87.0 (ICD-10). People who die by physician assisted suicide (the Death with Dignity Act) 

are not classified as suicides in the state of Oregon and are therefore excluded from this analysis. 

 Several variables were coded manually from the OVDRS data file including the 

decedent’s normal occupation, select mental health diagnoses and the substances which caused 

poisoning deaths. This strategy was chosen in favor of computer guided word-matching due to 

the extreme variety of entry terms related to these variables in the OVDRS. Occupational coding 

is based on the description of the decedents’ normal occupation and field of industry on death 

certificates and was coded according to the Bureau of Labor Statistics Standard Occupational 

Categories.
17

 Mental health diagnoses coded as “other” with a corresponding text entry in the 

raw OVDRS data file were manually coded and placed into existing categories identified in the 

OVDRS data file where possible. Categories were created for additional mental health diagnoses 

that exceeded the reportable threshold identified by the “5 and 50” rule and were known to be 

associated with suicide i.e. borderline personality disorder. Substances that caused poisoning 

deaths were classified generally as prescription medications, over the counter medications, 

alcohol (ethanol), carbon monoxide, street/recreational drugs, or some other poison if they were 

identified as either the primary, secondary, tertiary or quaternary cause of death. This 

categorization was chosen to maintain alignment with the Oregon Health Authority’s published 

materials on suicide deaths caused by poisoning using OVDRS data.
18 

 As a final note of caution, although the OVDRS collects a robust amount of information 

from multiple sources, that information may be inherently biased or contain omissions. There are 
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numerous points of influence that may cause this lack of standardization. Medical Examiners and 

Law Enforcement officials do not use a standard set of questionnaires or investigation protocols 

as unique circumstances may determine the course of any investigation. Witnesses, family 

members, loved ones and friends may not know, omit or provide inaccurate information in their 

reporting on the circumstances related to the death or the characteristics of the decedent. 

Therefore, this report likely underestimates some circumstances related to each death or decedent 

characteristics. During the analysis conducted for this report, the authors of the current study 

compared the findings presented here with state and national findings from the NVDRS, OVDRS 

and other data sources when appropriate for consistency with expected values.  
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Analytical Findings 
 

Prevalence and Incidence of Death by Suicide in Lane County 

(2000-2016) 

Between 2000 and 2016 1,079 people died by suicide in Lane County (Table 1). In any given 

year, this represented roughly 0.02% of the population. The majority of these deaths occurred 

among men (77%). In fact, deaths by men exceeded deaths by women every year of the study 

period. This pattern is consistent with the sex distribution of deaths by suicide in Oregon and the 

U.S.
4 

From 2000 to 2016, the number of deaths by suicide increased over 88% in Lane County. 

In 2016, on average, three people died by suicide every two weeks in the region. 

  

 

Suicide Mortality by Sex, Lane County, OR 2000 - 2016  

Year Females Males Total 

2000 11 31 42 

2001 14 50 64 

2002 11 36 47 

2003 11 45 56 

2004 18 39 57 

2005 12 48 60 

2006 12 43 55 

2007 8 46 54 

2008 15 47 62 

2009 24 43 67 

2010 20 51 71 

2011 18 50 68 

2012 14 47 61 

2013 15 60 75 

2014 21 67 88 

2015 14 59 73 

2016 16 63 79 

Total 254 825 1079 
Table 1. Data Source: Oregon Center for Health Statistics 

 

Among youth 17 years of age and younger, 18 people died by suicide during the study 

period (Figure 3). Ninety-five young adults (18-24) died during this time period. From 2000 to 

2016 the majority of suicides (89.5%) occurred among adults ages 25-64 (N = 749). The greatest 

burden of deaths occurred among middle-aged men ages 45-64 whom accounted for more than 

one out of four deaths overall during the study period (N = 296). Similar to the findings stratified 
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by sex in Table 1, deaths among men consistently outnumbered deaths by women across all age 

categories. These findings are consistent with the distribution of suicide among these age and sex 

categories in Oregon and the U.S.
4 

 

 
Figure 3. Data Source: Oregon Center for Health Statistics 

 

While the prevalence of deaths during the study period demonstrates the burden of 

suicide in Lane County, the incidence of suicide allows us to see how risk of suicide has changed 

over time in a growing population. From 2000 to 2016 the age-adjusted suicide rate increased by 

75% in Lane County from 12.4 deaths/100,000 people/year (95% CI = 9.0, 16.8) to 20.5 

deaths/100,000 people/year (95% CI = 16.1, 25.9) (Figure 4). Although this percentage increase 

is not statistically significant within Lane County, it is over twice the percentage increase of the 

suicide rate in the U.S. during this same period (30%).
8
 By 2016, the suicide rate in Lane County 

was 53.0% greater than the U.S. average. 

 

0

50

100

150

200

250

300

350

400

450

<17 18 - 24 25 - 44 45 - 64 65+

N
u

m
b

e
r 

o
f 

D
e

at
h

s 

Age In Years 

Deaths by Suicide by Sex and Age, Lane County, 
OR 2000-2016  

Female

Male

Total



Page | 14 September  2018 Lane County Public Health 

 
Figure 4. Data Sources: Oregon Center for Health Statistics (Oregon and Lane County),  

Centers for Disease Control WISQUARS (U.S.) 

 

 

Similar to findings related to annual suicide prevalence, men in Lane County had a 

greater risk of death by suicide compared to women each year during the study period (Figure 5). 

In 2000 men had an age-adjusted suicide rate of 18.8 deaths/100,000 people/year (95% CI = 

12.7, 26.9). The rate among women in this same year was 6.6 deaths/100,000 people/year (95% 

CI = 3.3, 11.8). By 2016 the rate for men increased by 77% to 33.4 deaths/100,000 people/year 

(95% CI = 25.4, 43.0). The rate among women increased as well, but by a smaller percentage 

(30%), reaching 8.6 deaths/100,000 people/year (95% CI = 4.7, 14.5). This is notably different 

from sex stratified trends in the U.S. during this time period which saw only a 21% increase 

among men and a 50% increase among women.
8†

 Overall, the annual risk of suicide for men was 

roughly 4 times the risk for women from 2000-2016. 
 

 

 

                                                           
† The authors of the current study recommend that these findings be interpreted cautiously as they are not 

statistically significant.
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Figure 5. Data Source: Oregon Center for Health Statistics 

 

 In Lane County, the risk of suicide changes substantially across the lifespan (Figure 6). 

Based on five-year average age-specific suicide rates, both men and women who were 17 years 

and younger in Lane County shared a statistically similar risk of death by suicide (1.92 

deaths/100,000 people/year; 95% CI = 0.2, 42.6). As people aged, the risk of death by suicide 

increased for both men and women; however, the rate of increase and trajectory across the 

lifespan differed considerably. Among women, the maximal risk occurred for people 45-64 years 

of age (13.8 deaths/100,000 people/year; 95% CI = 1.8, 54.6) and afterwards dropped for people 

who were 65 years and older (6.4 deaths/100,000 people/year; 95% CI = 0.4, 74.0). For men, the 

risk for suicide continually increased throughout the lifespan, reaching a maximal value in those 

65 years and older (54.9 deaths/100,000 people/year; 95% CI = 11.6, 175.0). While men in 

general had a greater risk of death by suicide, these age-related findings demonstrate that the 

relative risk of death increased for men throughout their lives compared to women, reaching a 

maximal relative risk in older adults (8 times the rate of older adult women). Despite the 

statistical insignificance of these findings locally and the associated estimate variability (i.e. wide 

confidence intervals), they are consistent with state and national statistically significant 

findings.
4,18 
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Figure 6. Data Source: Oregon Center for Health Statistics 

 

Circumstances and Characteristics of Suicide in Lane County 

(2003-2015) 

 

Demographic Characteristics
‡
 

 

 In 2003, Oregon was one of the first six states in the U.S. to participate in the newly 

created National Violent Death Reporting System (NVDRS). In Oregon, this surveillance system 

is named the Oregon Violent Death Reporting System (OVDRS). While the vital statistics data 

previously reviewed in this report provides valuable information on the prevalence, rates and 

distribution of suicide across time, sex and age groups, data from the OVDRS provides detailed 

information on the circumstances surrounding incidents of suicide and decedent characteristics 

not captured in vital records. Based on analysis of available OVDRS data, between 2003 and 

2015, 902 people were found to have died by suicide in Lane County (Table 2). The reader can 

assume that even though this data does not reflect the study period previously reviewed (2000 - 

2016) it is roughly generalizable to that period. 

                                                           
‡
 Please review the section Tables for Select Populations in the appendix of this report for further information on 

risk factors among veterans and specific age groups. 
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Most decedents had a high school degree/GED or greater (91.9%). There does not appear 

to be any discernable trend in relation to educational status among decedents, with a relatively 

similar distribution of decedents across levels of educational attainment. Roughly one third of 

decedents were married, one third never married during their lifetime, one quarter were divorced 

and the remaining were either widowed or had unknown marital status at the time of their death. 

Over one in four decedents was a veteran (N = 234). During the study period 15 deaths occurred 

among homeless persons in the county.  

 

Demographic Characteristics of Suicide Decedents, Lane County, OR 2003-2015 

 Males  

(N = 688) 

 Females  

(N = 214) 

 Total  

(N = 902) 

 

 Count % Count % Count % 

Age       

≤ 17 or Unknown * * * * 13 1.4 

18 - 24  60 8.7 13 6.1 73 8.1 

25 - 44  218 31.7 80 37.4 298 33.0 

45 - 64  255 37.1 96 44.9 351 38.9 

≥ 65 145 21.1 22 10.3 167 18.5 

Education       

Less than  

High School 

75 11.0 23 10.8 98 10.9 

High School  

or GED 

223 32.6 63 29.4 286 31.8 

Some College or Associate’s Degree 163 23.8 57 26.6 220 24.5 

Bachelor’s Degree or Greater 224 32.7 71 33.2 295 32.8 

Marital Status       

Married 218 31.7 62 29.0 280 31.0 

Never Married 235 34.2 59 27.6 294 32.6 

Widowed 44 6.4 13 6.1 57 6.3 

Divorced 174 25.3 77 36.0 251 27.8 

Other/Unknown 17 2.5 3 1.4 20 2.2 

Veteran Status 220 32.0 14 6.5 234 25.9 

Homeless * * * * 15 1.8 
Table 2. Data Source: Oregon Violent Death Reporting System 

* Suppressed 

 

 

Mental Health and Substance Abuse 

 

 Nearly 50% of decedents had a mental health problem, meaning that they were diagnosed 

or demonstrated unambiguous evidence of a diagnosable mental illness and/or a substance abuse 

disorder preceding their death (“Mental Health Problem”) (Table 3). This frequency is consistent 

with national findings from the NVDRS and slightly less than the frequency of suicide decedents 

with a mental health problem in Oregon based on OVDRS data.
18,19 

Other bodies of research 
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using psychological autopsies find that mental illness is a contributing factor in 90% of deaths by 

suicide in the US.
20

 Regardless of the true prevalence of mental health problems among 

decedents, based on the available data, the frequency of female decedents with a mental health 

problem in Lane County was 35% greater than males (76.2% vs. 41.6%). It should be noted that 

this observed disparity may not represent a real difference based on research which demonstrates 

the underdiagnosis and differential expression of mental illness in men.
21,22

 Independent of 

confirmed or suspected mental illness or substance abuse, about half of both men and women 

demonstrated some evidence of a depressed mood at the time of their death.  

About half of all decedents (47.8%) had accessed mental health treatment at some point 

in their life and slightly less than half were engaged in mental health treatment at the time of 

their death (42.2%) although, this differed greatly by sex. Women were nearly twice as likely to 

have ever accessed or be currently accessing mental health treatment at the time of their death 

compared to men (74.3% vs. 39.5%). This disparity across diagnosis and treatment is similar 

with trends among men generally and among male suicide decedents specifically in the U.S.
23,24  

 Nearly 35% of decedents had a problem with either alcohol or some other substance. 

Over 25% of decedents demonstrated an unresolved addiction or problem with alcohol. Alcohol 

misuse is one of the strongest known risk factors for suicidal behavior.
25

 Alcohol misuse can 

increase psychological distress, facilitate aggressive behavior, change an individual’s 

expectations and limit their use of effective coping strategies that may protect them from 

suicide.
26

 More than 18% of all decedents had an unresolved addiction or problem with a 

substance other than alcohol and women were nearly twice as likely to have a problem with a 

substance other than alcohol compared to men (15.8% vs. 27.6%). 

 Disparities were also found between men and women regarding their suicide related 

behaviors before death. One in two women who died by suicide was known to have attempted 

suicide at some point in her life before dying, while roughly one in five men who died by 

suicide, attempted suicide before his death. The disparity in the attempt to fatality ratio observed 

here is consistent with the epidemiology of suicide broadly throughout the U.S.
27

 Men (34.3%) 

were less likely to disclose their intent to die by suicide in the month preceding their death 

compared to women (48.1%) as well.  
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Circumstances Related to Mental Health and Substance Abuse among Suicide Decedents,  

Lane County, OR 2003 - 2015 

 Males  

(N = 688) 

 Females 

 (N = 214) 

 Total  

(N = 902) 

 

 Count % Count % Count % 

Mental Health Status       

Mental Health Problem 287 41.7 163 76.2 450 49.9 

Depressed Mood at Time of Death 353 51.3 118 55.1 471 52.2 

Current Mental Illness Treatment 229 33.3 151 71.0 381 42.2 

History of Mental Illness Treatment 

(including current treatment) 

272 39.5 159 74.3 431 47.8 

Substance Abuse       

Problem with any Substance 226 32.9 85 39.7 311 34.5 

Problem with Alcohol 179 26.0 53 24.8 232 25.7 

Problem with Another Substance 109 15.8 59 27.6 168 18.6 

Suicidal Behaviors       

History of Suicide Attempt(s) 144 20.9 110 51.4 254 28.2 

Disclosed Intent to Die by Suicide 236 34.3 103 48.1 339 37.6 
Table 3. Data Source: Oregon Violent Death Reporting System 

 

 

Mental Health Diagnoses among Decedents with a Mental Health Problem 

  

 Among decedents with a mental health problem (N = 450), depression, anxiety and 

bipolar disorder were the most common diagnoses (Table 4). Despite the previously reviewed 

mental health disparities between male and female decedents, the frequencies among people with 

a mental health problem were relatively similar between sexes. About four out of five people 

with a mental health problem were diagnosed with either major depression or dysthymia 

(persistent, mild depression for 2 years or more) at some time in their life.  

About one in three women were diagnosed with an anxiety disorder while men were less 

likely to be diagnosed (one in five). Over 20% of decedents were diagnosed with bipolar disorder 

(formerly called “manic depressive disorder”). Among the mood disorders, bipolar disorder has a 

particularly strong association with suicide, with nearly 15% of people with bipolar dying by 

suicide in their lifetime.
28

  

Research demonstrates that diagnoses such as post-traumatic stress disorder (PTSD), 

schizophrenia, attention deficit disorder, borderline personality disorder (BPD) and obsessive-

compulsive disorder are also strongly correlated with suicide.
29,30,31,32

 In a region the size of Lane 

County, these less prevalent diagnoses appear infrequently among decedents; however, caution 

should be taken when interpreting their risk relative to more prevalent diagnoses such as 

depression and anxiety. Lower frequency among decedents should not be misinterpreted for 

lower risk of suicide among people with these mental illnesses. 

Substance misuse was elevated among people with a mental health problem compared to 

those without. Over half of people with a mental health problem had a problem with any 
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substance. Likewise, alcohol and other substance misuse were elevated as well among those with 

a mental health problem.  

In contrast to the findings among all decedents, the vast majority of both men and women 

with a mental health problem were either engaged in treatment at the time of their death or at 

some time in their life. As diagnosis is highly correlated with treatment, this convergence of 

frequency is expected and unremarkable. It should be noted though that sex disparities persisted 

among people with a mental health problem, despite the increased overall frequency of 

treatment. Men with a mental health problem were 13% less likely to be engaged in mental 

health treatment at the time of their death compared to women with a mental health problem.  

 

Mental Health Diagnosis among Suicide Decedents with a Known Mental Health Problem,  

Lane County, OR 2003 - 2015  

 Males  

(N = 287) 

 Females  

(N = 163) 

 Total  

(N = 450) 

 

 Count % Count % Count % 

Mental Health Diagnosis       

Depression/Dysthymia 230 80.1 134 82.2 364 80.9 

Anxiety Disorder 63 22.0 56 34.4 119 26.4 

Bipolar Disorder 52 18.1 39 23.9 91 20.2 

Post-Traumatic Stress 

Disorder 

19 6.6 17 10.4 36 8.0 

Schizophrenia 18 6.3 11 6.8 29 6.4 

Attention Deficit Disorder 12 4.2 7 4.3 19 4.2 

Borderline Personality 

Disorder 

* * * * 8 1.8 

Obsessive Compulsive 

Disorder 

* * * * 7 1.6 

Other 22 7.7 12 7.4 34 7.6 

Substance Abuse       

Problem with Any 

Substance 

171 59.6 92 56.4 263 58.4 

Problem with Alcohol 92 32.1 43 26.4 135 30.0 

Problem with Another 

Substance 

64 22.3 53 32.5 117 26.0 

Mental Health 

Treatment 

      

Current Mental Illness 

Treatment 

229 79.8 152 93.25 381 84.7 

History of Mental Illness 

Treatment (including 

current treatment) 

264 92.0 158 97.0 422 93.8 

Table 4. Data Source: Oregon Violent Death Reporting System 

* Suppressed 

(Note: Percentage may exceed 100% because some decedents may have multiple diagnoses) 
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Interpersonal Problems and Life Stressors 

  

Despite the strong correlation between mental illness and suicide, other interpersonal 

problems and life stressors significantly influence a person’s pathway to suicide. Compared to 

socially stigmatized mental illnesses, common life stressors are often more recognizable and 

understood by people who may be able to offer support to those at risk. These common life 

stressors provide points of intervention for non-clinical suicide prevention activities and the 

general public compared to the clinical interventions often necessary to support those with a 

diagnosed mental illness. 

Nearly one out of three people experienced some kind of problem with an intimate 

partner preceding their death such as divorce, a break-up, an argument or other forms of discord 

(Table 5). About one in ten experienced some other relationship problem and/or the death of a 

friend or family member. Relatively few were known to have experienced the suicide of a loved 

one in the five years preceding their own suicide. Despite the relative rarity of exposure to 

another death by suicide among decedents, it is important to highlight that any exposure to 

suicide is a significant risk factor for suicide and may influence suicide contagion among certain 

populations.
33,34

  

During the study period, the U.S. economy experienced one of the most significant 

economic downturns in recent decades. While comparative analysis of risk factors before and 

after this period is beyond the scope of this report, economic factors played a substantial role in 

suicides in Lane County from 2003-2015. Over one third of people were experiencing a financial 

problem such as bankruptcy, overwhelming debt or foreclosure that appeared to contribute to 

their death by suicide. About one quarter of decedents were suffering from a chronic, physical 

health problem. One in ten people were experiencing a problem related to their job and/or a 

criminal or legal problem preceding their death.  
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Interpersonal Problems and Life Stressors among Suicide Decedents,  

Lane County, OR 2003 - 2015  

 Males 

(N=688) 

 Females 

(N= 214) 

 Total  

(N = 902) 

 

 Count % Count % Count % 

Interpersonal 

Relationship Problems 

      

Intimate Partner Problem 205 29.8 61 28.5 266 29.5 

Other Relationship 

Problem 

76 11.0 27 12.6 103 11.4 

Death of a Friend or 

Family Member (within 

the past 5 years) 

71 10.3 21 9.8 92 10.2 

Recent Argument 45 6.5 9 4.2 54 6.0 

Interpersonal Violence 

Perpetrator 

* * * * 38 4.2 

Death by Suicide of 

Friend or Family Member 

(within the past 5 years) 

8 1.2 7 3.3 15 1.7 

Life Stressors       

Financial Problem 236 34.3 83 38.8 319 35.4 

Physical Health Problem 189 27.5 51 23.8 240 26.6 

Job Problem / Lost Job 95 13.8 19 8.9 114 12.6 

Criminal/Legal Problem 79 11.5 9 4.2 88 9.8 

Other Legal Problem 41 6.0 19 8.9 60 6.7 

Eviction or Loss of Home 45 6.5 9 4.2 54 6.0 

School Problem * * * * 12 1.3 
Table 5. Data Source: Oregon Violent Death Reporting System 

* Suppressed 

 

 

Mechanism of Death 

   

In Lane County 515 (57.1%) suicide decedents died by firearm between 2003-2015 

(Table 6). When stratified by sex, these data demonstrate that men were nearly twice as likely to 

die by firearms compared to women. After death by firearm, poisoning (including chemical 

asphyxiation i.e. carbon monoxide) and hanging/suffocation were the most prevalent 

mechanisms of death. Female decedents were nearly four times as likely to die by poisoning 

compared to men (41.1% vs. 11.9%). Other means such as cutting with a sharp instrument, motor 

vehicle injury, falling, drowning or dying by another method occurred, but were infrequent.  

 

 

 

 



Page | 23 September  2018 Lane County Public Health 

Mechanism of Death among Suicide Decedents, Lane County, OR 2003 - 2015  

 Males 

(N=688) 

 Females 

(N= 214) 

 Total  

(N = 902) 

 

 Count % Count % Count % 

Mechanism of Death       

Firearm 441 64.0 74 34.6 515 57.1 

Poisoning  

(Including Overdose) 

82 11.9 88 41.1 170 18.9 

Hanging/Suffocation 125 18.2 39 18.2 164 18.2 

Sharp Instrument 13 1.9 5 2.3 18 2.0 

Motor Vehicle  

(including buses, 

motorcycles, cars and trains) 

* * * * 15 1.7 

Fall 8 1.2 0 0.00 8 <1.0 

Drowning * * * * 8 <1.0 

Other * * * * 4 <1.0 
Table 6. Data Source: Oregon Violent Death Reporting System 

* Suppressed 

 

Substances Causing Poisoning Deaths 

  

 Among the 170 decedents who died by poisoning, prescription drugs were identified as a 

cause of death or otherwise implicated in nearly two-thirds of cases (Table 7). As demonstrated 

above, women were more likely to die by poisoning than men and the frequencies of methods 

they used were also found to differ. Women were over 20% more likely to have used 

prescription drugs compared to men (75.0% vs. 54.9%). Although infrequent, men were over 

twice as likely to die by carbon monoxide asphyxiation compared to women (22.0% vs. 9.1%). 

While prescription medications were most prevalent, over the counter medications were also 

used as a lethal means. Women were over twice as likely to take their life with these medications 

compared to men (18.2% vs. 8.5%). Street/recreational drugs, alcohol and other poisons were 

also identified as the cause of death in some instances.  
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Substance Causing Poisoning Death by Sex, Lane County, OR 2003 - 2015 

 Males 

(N = 82) 

 Females 

(N = 88) 

 Total 

(N = 170) 

 

 Count % Count % Count % 

Substance        

Prescription Drug  45 54.9 64 75.0 111 65.3 

Carbon Monoxide  18 22.0 8 9.1 26 15.3 

Over the Counter  7 8.5 16 18.2 23 13.5 

Alcohol  * * * * 13 7.7 

Street/Recreational  * * * * 7 4.1 

Other Poison * * * * 8 4.1 

Table 7. Data Source: Oregon Violent Death Reporting System 

* Suppressed 

(Note: Percentage may exceed 100% because multiple substances may have contributed to death) 

 

 

Toxicology Results 

  

 Based on available data, about one third of decedents, for whom toxicology results were 

available, tested positive for metabolites of anti-depressants, alcohol and/or opiates (Table 8). 

The reader should be cautious when interpreting these data as the toxicology data available in the 

OVDRS represents only 20% of all decedents. Therefore these results should not be applied to 

decedents for whom toxicology results were unavailable. Additional caution is advised as these 

findings represent toxicology among decedents irrespective of cause of death.  

Due to the strong correlation between alcohol abuse and suicide deaths reviewed 

previously, there are two distinct alcohol related variables captured by the OVDRS: acute 

alcohol intoxication at the time of death (“Alcohol Result”), based on toxicology reports and 

suspected alcohol use at the time of death (“Alcohol Use Suspected”), based on circumstantial 

evidence. Findings for alcohol intoxication at the time of death demonstrate that over one-third 

of those tested had positive findings for alcohol metabolites. About one quarter of all decedents 

were suspected of using alcohol immediately preceding their death (214/902). Other substances 

such as opiates, marijuana and amphetamines were also found, though less frequently than 

alcohol. 
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Toxicology Results among Suicide Decedents
*
, Lane County, OR 2003-2015 

 Males  

(N = variable 

dependent) 

 Females  

(N = variable 

dependent) 

 Total  

(N = variable 

dependent) 

 

 Count  % Count % Count % 

Substance        

Anti-Depressant 

(N = 152) 

23 26.8 32 48.5 55 36.2 

Alcohol Result 

(N = 173) 

41 40.6 23 31.9 64 36.0 

Opiate  

(N = 158) 

18 20.0 34 50.00 52 32.9 

Alcohol Use 

Suspected  

(N = 902) 

170 25.3 44 20.9 214 24.2 

Marijuana  

(N = 157) 

17 19.1 11 16.2 28 17.8 

Amphetamine 

(N= 159) 

12 13.2 11 16.2 23 14.2 

Table 8. Data Source: Oregon Violent Death Reporting System 
*
Toxicology findings are representative of only those decedents for whom results are available and should not be 

interpreted as representative of all decedents. 

 

 

 

Occupation of Decedents 

  

Based on data analyzed in 2012 from the NVDRS, the CDC demonstrated that suicide 

prevalence and rates vary significantly by occupational group.
35

 This research found that workers 

in industries such as Farming, Fishing and Forestry; Construction and Extraction; and 

Installation, Maintenance and Repair experience the greatest prevalence and/or highest rates of 

suicide. Deaths by suicide not only affect the loved ones of the decedent, they impact their co-

workers and the industries within which they are employed. Evidence-based, occupational 

mental health promotion and suicide prevention frameworks exist and have been demonstrated to 

effectively reduce risk and provide support for those at risk of suicide.
36

 

In Lane County similar patterns as those seen nationally emerge. From 2003 - 2015 

nearly four out of five deaths occurred among people actively participating in the workforce 

(78.94%) (Table 9). Nearly one in ten deaths by suicide occurred among people employed in the 

Construction and Extraction trades. Roughly one in twenty deaths occurred among people 

employed in either Healthcare and Technical Support; Production/Fabrication; Food Preparation 

and the Service Industry; or Installation, Maintenance and Repair, respectively. It is also 
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important to note that over one in five decedents (21.06%) were not actively participating in the 

workforce at the time of their death.
§
 

 

Leading Normal Occupations among Suicide Decedents, Lane County, OR 2003 - 2015* 

 Total  

(N = 902) 

 

 Count % 

Occupation   

Construction and Extraction  84 9.3 

Unemployed 57 6.3 

Disabled 51 5.7 

Healthcare Practitioners and Technical Support 47 5.2 

Production/Fabrication 46 5.0 

Food Preparation and Service Industry 44 4.9 

Homemaker 42 4.7 

Retired 40 4.4 

Installation, Maintenance and Repair 37 4.1 

Sales and Related 32 3.6 

Arts, Design, Entertainment, Sport and Media 27 3.0 

Other 611 67.7 

Unknown 57 6.3 

Table 9. Data Source: Oregon Violent Death Reporting System 

 

 

 

Place of Death 

Nearly three-quarters of all decedents were fatally injured in their home, demonstrating 

the critical need for family, friends and loved ones of those at risk for suicide to be aware of the 

warning signs of suicide and know how to effectively intervene and refer the person at risk to 

available resources (Table 10). Additionally, this demonstrates that the home environment and 

the lethal means available in it are critical components in preventing suicide. The remaining 25% 

of decedents who were injured in public spaces or other private areas demonstrates the need for 

broad training among all residents of Lane County to intervene with their fellow community 

members during times of crisis.  

                                                           
§
 Because reliable denominators are unavailable for these occupational groups at the local level, the authors of the 

current study were unable to replicate the suicide incidence findings produced by the CDC.  
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Place of Death by Suicide, Lane County, OR 2003 - 2015 

 Males 

(N=688) 

 Females 

(N= 214) 

 Total  

(N = 902) 

 

 Count % Count % Count % 

Location        

Decedent’s Home 499 72.5 173 80.8 672 74.5 

Street/Road/Highway 44 6.4 7 3.3 49 5.4 

Natural Area 38 5.5 11 5.1 49 5.4 

Motor Vehicle * * * * 11 4.7 

Park/Recreation Area * * * * 39 4.3 

Motel/Hotel 15 2.2 7 3.3 22 2.4 

Parking Lot/Public 

Parking Garage 

* * * * 16 1.8 

Commercial 

Establishment 

* * * * 6 <1.00 

Jail * * * * 6 <1.00 

Railroad Tracks     6 <1.00 

Other/Unknown * * * * 24 2.7 
Table 10. Data Source: Oregon Violent Death Reporting System 

* Suppressed 

 

 

 

Geo-Spatial Analysis 

 

 Research by the CDC suggests that rates of death by suicide are greater in 

nonmetropolitan areas throughout the U.S. compared to metropolitan areas.
37

 Within Lane 

County, deaths by suicide varied greatly by region from 2003-2015 (Table 11). Due to the 

relative rarity of death by suicide in small communities in Lane County, it is impossible to create 

stable estimates and comparability metrics for many population areas; however, it is possible for 

some areas such as Eugene, Springfield, Florence, Cottage Grove and Junction City.
**

 

 Over half of suicides during the study period occurred in the Eugene/Springfield 

metropolitan area (N=587). The rate of suicide in Eugene was statistically equivalent to the 

county average as a whole during this time. Springfield had a slightly elevated rate of suicide 

compared to the Lane County average rate (SMR: 1.4; 95% CI = 1.2-1.6).  

There were 315 deaths by suicide in the nonmetropolitan area (excluding 

Eugene/Springfield). The nonmetropolitan area as a whole also had a suicide rate statistically 

equivalent to the Lane County average rate. However, this aggregate nonmetropolitan analysis 

                                                           
**

 Please note that the analytical method (indirect age-adjustment) used to calculate SMR’s in this section are 
different from those used to calculate previously reviewed rates of death by suicide (direct age-adjustment).  As a 
result, they should not be compared to those rates and may reflect different estimates. For further information on 
methods of age adjustment please see: Curtin, LR, Klein, RJ. Direct Standardization (Age-Adjusted Death Rates). 
Healthy People Statistical Notes, no. 6. Hyattsville, Maryland: National Center for Health Statistics. March 1995. 
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obscures critical information for select communities in the region. Florence saw three times the 

rate of suicide mortality compared to the county average (SMR: 3.0; 95% CI = 2.4-3.8). Cottage 

Grove and Junction City also experienced over twice as many deaths by suicide than would be 

expected based on the county average suicide rate.  

 

Suicide Rates and Standardized Mortality Ratios for Regions within Lane County,  

OR 2003 - 2015 

Region Observed 

Deaths 

Crude 

Suicide 

Rate 

Age-

Adjusted 

Suicide Rate 

Standardized 

Mortality Ratio 

95% 

Confidence 

Interval 

Lane County 902 18.7 18.2 Referent   

Metropolitan 

Area 

587 21.2 23.2 1.2 1.1 - 1.3 

 Eugene 399 19.9 18.7 1.1 1.0 - 1.2 

 Springfield 188 24.6 23.4 1.4 1.9 - 1.6 

Nonmetropolitan 

Area 

315 17.9 17.9 0.9 0.8 - 1.0 

 Florence * 63.6 51.4 3.0 2.4 - 3.8 

 Cottage Grove * 37.8 35.5 2.1 1.6 - 2.8 

 Junction City * 44.8 42.6 2.5 1.8 - 3.5 
Table 11. Data Source: Oregon Violent Death Reporting System 

* Suppressed 
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Discussion and Recommendations 

 The preceding findings have described the burden, trends, causes and risk factors 

associated with suicide in Lane County. Given that this analysis has been limited to the exclusive 

use of mortality surveillance data, it is necessary to incorporate findings from other relevant data 

sources to establish a comprehensive basis for addressing suicide as a public health issue. 

Therefore, the following discussion and recommendations are based primarily on the analytical 

findings previously discussed; however, some recommendations are based on findings from 

other bodies of research related to suicide and its prevention.  

  

Individuals, Families and Communities 

 

General Public 

 

The social stigma surrounding mental illness and suicide presents a significant barrier for 

creating suicide prevention initiatives with lasting, population-level impact.
38

 People at risk for 

suicide and those bereaved by suicide loss are often faced with a community, healthcare system 

or public policy environment that may be unprepared to support them and their needs.
39

 

Improving mental health literacy, enhancing perception of need and reducing the stigmatization 

of mental illness and suicide is associated with increased healthcare access, reduction of risk and 

the promotion of healing.
40

 For this reason, all people in Lane County are encouraged to actively 

engage with and manage their own mental health just as they would their physical health. Further 

national, state and local resources regarding mental health and suicide can be found in the 

appendix of this report and through PreventionLane at Lane County Public Health 

(www.preventionlane.org). 

In addition to addressing their own mental health needs, all community members are 

encouraged to engage with others who may be experiencing a mental health crisis. Stigma not 

only impacts those in need, but severely impacts the general public’s ability to learn and apply 

the necessary skills to intervene with people at risk. Much like First-Aid and CPR, evidence-

based suicide and mental health crisis intervention programs such as Question, Persuade, Refer 

(QPR) and Mental Health First Aid (MHFA) are effective community trainings that provide 

people with the knowledge and skills necessary to help someone during a mental health crisis 

and potentially save their life. Members of the community involved in the on-going care of 

someone at risk of suicide are encouraged to take more advanced training such as Applied 

Suicide Intervention Skills Training (ASIST) to learn collaborative, supportive, life saving 

strategies. The public is encouraged to take one or more of these trainings so that they can 

support their family, friends, loved ones and other community members. 

http://www.preventionlane.org/
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As firearms are the primary mechanism of death among suicide decedents in Lane 

County, all firearm owners are encouraged to take appropriate firearm safety measures to prevent 

access to those at risk of suicide.
 
Firearms should be stored, locked and unloaded when not in 

use.
41

 Ammunition should be stored separately. Additionally, prescription medications should be 

disposed of if not in use and stored in places inaccessible to people at risk of suicide.  

People who feel that they are at risk of suicide are encouraged to give their firearms and 

other lethal means to a trusted friend or loved one during times of crisis. People who believe 

someone to be at risk of suicide are encouraged to engage that person in a discussion regarding 

the lethal means at their disposal and find collaborative ways to keep them safe. Should 

collaboration be unlikely or unsuccessful, family members are urged to work with local law 

enforcement officials to leverage the use of an Extreme Risk Protection Order (ERPO) to remove 

lethal means from the individual’s possession to keep them safe during a period of crisis.  

 

Businesses 

 

Local businesses in industries with greater prevalence of death by suicide are encouraged 

to implement suicide prevention programs to protect the lives and mental health of their 

workforce. Since nearly one in ten deaths by suicide in Lane County occurs in the Construction 

and Extraction trades, business leaders in those industries are urged to include mental health 

promotion and suicide prevention activities in their occupational health and safety programs and 

practices. The Construction Industry Alliance for Suicide Prevention has developed best-practice 

guidelines for implementing these activities to support the health and safety of its workforce.
42,43

 

Other industries are encouraged to adapt and develop occupational mental health promotion and 

suicide prevention practices relevant to their settings where possible. Workplace mental health 

promotion and suicide prevention have been demonstrated to not only save lives, but to provide 

positive returns on investment for participating businesses.
44,45

 

Research shows that Employee Assistance Programs (EAPs) are associated with 

decreased risk of suicide and positive returns on investment in the workplace as well.
46

 Those 

business owners and leaders with access to an EAP are encouraged to actively engage with their 

EAPs to ensure that they are able to support the mental health needs of their workforce and that 

their workforce is aware of their utility and how to access services. Despite their effectiveness, 

33% of businesses in the U.S. do not have EAPs in place.
47

 Businesses without EAPs are 

encouraged to implement one to support the mental health needs of their workforce.  

 

Media 

 

The media plays a significant role in the promotion or prevention of suicide. Research 

demonstrates that following safe messaging guidelines when reporting on the topic of suicide can 

prevent future deaths by suicide.
48

 Local media staff are encouraged to be trained in general 

suicide prevention such as QPR or MHFA and follow suicide reporting guidelines to ensure the 
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safety of the community.
49

 Local media organizations are encouraged to draft clear reporting 

practices in alignment with safe messaging standards to reduce risk in the community when 

reporting on the topic of suicide, its prevention or specific events of suicide. This 

recommendation is in alignment with the ethical standards of the Society of Professional 

Journalists to minimize harm.
50

 

 

Policy Makers 

 

 To address suicide as a public health issue, it is critical that communities create a 

coordinated approach to efficiently leverage existing resources in their efforts. However it is 

equally important to acknowledge the persistent underfunding of suicide prevention compared to 

other leading causes of death in the U.S.
51

 Policy makers are urged to advocate for greater 

funding for suicide prevention research and program implementation at the national, state and 

local levels to address this issue. Without sufficient funding and political backing, communities 

will not have adequate resources or capacity to affect suicide trends and save lives. 

 It is also critical that policy makers consider legislation that may influence the risk factors 

associated with suicide. For example, advocating for policies that strengthen household financial 

security and improve housing availability are important ways to support families and provide 

people with a sense of security, safety and connectedness. Continued support of the Mental 

Health Parity and Addiction Equity Act (MHPAEA) and its implementation is critical to ensure 

adequate and equitable mental health access for those with a mental illness and those at risk of 

suicide. Additionally, supporting policies that make suicide prevention training mandatory for 

certain populations, such as school and healthcare staff, would ensure that people in those critical 

positions are prepared with the skills and knowledge necessary to save lives. Greater prevelance 

of training would also reduce the social stigma around suicide by encouraging people to discuss 

the topic openly in a way that emphasizes prevention.  

 

Healthcare and Social Services 

 

Screening, Treatment and Training 

 

All health and behavioral healthcare providers are urged to adopt the aspirational goal of 

zero suicides among people under their care and implement optimal suicide prevention practices, 

such as the Zero Suicide model, in their organizations.
52

 As the Lane County data show, the 

majority of people with a mental health problem were engaged in mental health treatment 

preceding their death, demonstrating both the challenge of preventing deaths by suicide in a 

healthcare setting and the opportunity for improvement. Zero Suicide is a comprehensive, 

evidence-based model of suicide prevention which addresses multiple healthcare organizational 

elements and activities including leadership development, staff training, patient screening and 
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assessment, care protocols, treatment, program evaluation and quality improvement.
53

 Zero 

Suicide not only optimizes an organizations suicide prevention approach but prioritizes suicide 

prevention as a core organizational value and policy focus. 

Although the Zero Suicide Model requires significant time and investment, healthcare 

organizations can take immediate actions to reduce suicide risk among their clients. Clinical 

training in suicide intervention and management techniques is often limited in academic 

programs for physical and behavioral healthcare providers.
54

 Training programs such as 

Recognizing and Responding to Suicide Risk (RRSR), Suicide to Hope, Assessing and Managing 

Suicide Risk (AMSR) and Kognito are designed for mental health professionals to address these 

training gaps. Providers who work with patients potentially at risk are encouraged to complete 

these trainings to improve their skills and knowledge and prevent deaths by suicide among their 

patients. Additionally, all healthcare and social service organizations are encouraged to train 

their organizational leadership in postvention best practice using the Connect model. 

While those trained in clinical mental health practice should be chiefly responsible for the 

treatment and management of patients at risk of suicide, screening for suicide risk can and should 

occur in all health care settings and many social service agencies. Multiple suicide screening 

tools exist; however, the Columbia Suicide Severity Risk Scale (C-SSRS) has already been 

widely implemented in Lane County and is supported by the Substance Abuse and Mental Health 

Services Administration (SAMHSA). All healthcare providers are urged to adopt the C-SSRS to 

create a common language around suicide risk assessment and a consistent screening practice 

among providers in the region.  

Additionally, providers are encouraged to use the Stanley and Brown Safety Planning 

Intervention (SPI) to create effective, strength-based safety plans for people at risk of suicide 

when appropriate.
55

 The SPI in combination with the C-SSRS creates a robust assessment and 

management toolkit to optimize the care of people at risk of suicide. All medical providers are 

urged to not use “no-suicide contracts.” “No-suicide contracts” are not supported by evidence 

and are potentially counter-productive in reducing suicide risk. 

 While it is not captured by the data analyzed in this report, a considerable body of 

research shows that people who die by suicide are more likely to see their primary care provider 

than any other medical provider preceding their death.
56

 All primary care physicians and related 

staff in Lane County are urged to be trained to screen patients for suicide risk, create 

collaborative safety plans when necessary and to refer at-risk patients to further mental health 

resources. This recommendation is in alignment with both the Zero Suicide model and 

SAMHSA’s recommendations for integrated healthcare.
57
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High-Risk Populations 

 

Men 

 

Parallel with national and state findings, the Lane County data show that most deaths by 

suicide occur among men. While there is no single reason for this disparity, many of the risk 

factors for suicide such as substance use disorders, access to firearms and reduced engagement 

with mental health treatment are more prevalent among men in the U.S.
58,59 

Additionally, 

dominant forms of masculinity in the U.S. promote a culture of manhood that encourages 

exposure to these risk factors and the stigmatization of help-seeking behavior.
60

 There is also 

significant evidence to suggest that dominant forms of masculinity promote lethality among men 

at risk of suicide by stigmatizing men who survive a suicide attempt.
61

 Therefore, programs and 

policies aimed at preventing suicide should specifically target this demographic group to address 

the risk factors for suicide associated with men and the aspects of masculinity that influence 

suicidal behavior.  

Mental health treatment is effective in supporting people experiencing mental illness or 

undue stress; however, as the data demonstrate, few men who die by suicide in the county are 

known to have engaged in mental health services. Mental health providers are urged develop or 

adopt practices that encourage help-seeking among men. For example, agencies may create 

literature and promotional materials that engage men specifically, or develop therapeutic 

practices such as men’s groups that highlight concepts such as the normalization of help-seeking 

and reciprocity among peers to increase male engagement and sustain participation.
62

  

 

Veterans 

Because more than one quarter of deaths by suicide in Lane County occur among 

veterans and veterans are represented in a variety of community sectors, all suicide prevention 

activities should incorporate messaging, practices and policies that are culturally relevant to the 

needs of veterans. Health and social service agencies are encouraged collaborate with veteran’s 

organizations to encourage help-seeking and outreach for those at risk.  

 

LGBTQ Youth 

 

Although not analyzed in the current study, national studies demonstrate that LGBTQ 

youth have higher rates of suicidal ideation and attempts than the general population.
63

 

Currently, neither vital records nor the OVDRS captures information on either sexuality or 

gender, so it is not possible to determine how these elevated rates translate to suicide mortality 

among these populations. Despite this gap in the research, medical providers should be aware of 

the greater risk among LGBTQ youth, be knowledgeable of the particular issues they face and be 

prepared to develop or adopt evidence-based, culturally relevant treatment for those at risk of 

death by suicide.
64
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American Indian and Alaskan Natives 

 

Due to concerns regarding statistical reliability and decedent identifiability, the current 

study did not analyze suicide among racial and ethnic subpopulations. However, national 

research shows that American Indian and Alaskan Native (AI/AN) populations experience higher 

rates of suicide compared to the general population and most other racial and ethnic 

subpopulations.
65

 Medical providers working in tribal communities or with people of AI/AN 

heritage should be aware of this increased risk and develop or adopt culturally relevant evidence-

based/tribal best practices to support those at risk and those bereaved by suicide.
66

  

 

Substance Abuse 

 

Based on the prevalence of substance use problems among decedents (35%), it is important for 

substance use disorder treatment providers to address suicidality among their patients. This is 

particularly critical for people at risk of relapse or those who have relapsed after a period of 

sobriety.
67

 For these reasons, it is important to stress that providers working in substance use 

disorder settings be trained in the screening and management of clients at risk of suicide using 

previously discussed training models and screening tools and safety plans: AMSR, RRSR, 

Kognito, CALM, C-SSRS, SPI.  

 

Lethal Means 

 

The physical and policy environment in which a person lives influences their health.
68

 

Lethal means, particularly firearms, available in a given environment have been shown to affect 

risk for death by suicide at both the individual and population level.
69,70,71

 Research among 

suicide attempt survivors has demonstrated that roughly half of near-lethal attempt survivors 

carried out their attempt within ten minutes of planning it.
72

 Additionally, 90% of those who 

attempt suicide, but do not die, do not go on to die by suicide in the future.
73

 Therefore, limiting 

access to lethal means, during temporary episodes of suicidal crisis is a critical component to 

protecting people from death and may provide people with the time necessary for a fleeting 

suicidal impulse to pass. 

All healthcare providers are urged to complete training in Counseling on Access to Lethal 

Means (CALM) to provide them with the skills and knowledge necessary to engage those at risk 

for suicide in safe and collaborative discussions about firearm safety and other lethal means such 

as prescription medications. Should cooperative intervention be unlikely, ERPOs provides 

families and law enforcement officials a means to keep people safe during a suicidal crisis be 

removing lethal means from their environment. Providers should be aware of this state law and 

be able to educate family members of those at risk in how to work with law enforcement and 

petition the court to protect their loved ones.  
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 Despite these options, training providers to engage with patients is not sufficient to 

mitigate all the risks for suicide by firearm. It is also necessary to engage local firearm users 

(hunters, gun clubs, firearms dealers, firearms advocacy groups, etc.) to ensure that firearm 

safety initiatives are implemented in a culturally relevant and effective manner. The Lane County 

Lethal Means Restriction Workgroup should be reconvened to create a cross-sector, 

collaborative effort to guide this work.  

 

Regional Disparities  

 

Suicide prevention resources should be allocated equitably in Lane County to protect 

vulnerable communities facing elevated risk of death by suicide. Further research should be 

conducted in collaboration with communities such as Florence, Junction City and Cottage Grove 

that experience increased suicide mortality. It is unknown at this time what factors contribute to 

these disparities and each community’s needs may be unique. Community collaboration in these 

areas will facilitate the adoption of effective and relevant suicide prevention activities. 

 

Schools and Youth 

  

Although the Lane County data demonstrate that most suicide deaths occur in middle-age 

and older adults, a disproportionate focus on suicide prevention and mental health promotion 

should be directed at youth. Most high-prevalence mental illnesses associated with suicide (e.g. 

depression and anxiety) emerge during adolescence and early adulthood, often before the age of 

fourteen.
74

 Early prevention and treatment of mental illness is critical to mitigating future risk 

and adverse mental health outcomes.
75 

Also, because suicide contagion and clustering are more 

likely to occur among youth, additional attention is warranted to minimize the risk of these 

traumatic events for the youth affected and the community.
76

 Therefore, programs that prevent 

adverse childhood experiences (ACEs) and promote resiliency among youth, such as the Nurse-

Family Partnership which is currently implemented in Lane County, should receive continued 

support and broader implementation to promote healthy youth development.
77

  

Schools play a critical role in youth development and suicide prevention. The Good 

Behavior Game is an evidence-based, class-room management program that teaches self-

regulation for primary school youth and has been shown to reduce suicide risk in randomized 

control trials.
78

 In Lane County this program is supported by Trillium Community Health Plan 

and implementation is coordinated by Lane County Public Health. Primary schools are strongly 

encouraged to implement this program as a part of their overall suicide prevention efforts.  

Middle schools and High schools are encouraged to implement programs such as LOOK 

LISTEN LINK, Response and/or Sources of Strength to provide staff and students with the skills 

and knowledge they need to identify and support those at risk for suicide and encourage students 

to seek help and identify need in their peers when necessary. These programs should be 



Page | 36 September  2018 Lane County Public Health 

implemented as part of comprehensive suicide prevention, intervention and postvention 

activities, strategies and policies. Additionally, school administrative and mental health staff are 

urged to be trained in the Connect postvention model and/or PREPaRE to support their students 

and staff in the event of a death by suicide and to promote healing and reduce further risk. 

  Finally, these activities will likely be unsustainable without dedicated funding to support 

the mental health needs of students. In the past, Student Assistance Programs (SAPs) were 

widespread in Lane County and provided funding to staff schools with personnel to coordinate 

mental wellness activities. SAPs not only provide general support for the mental health needs 

and development of school aged youth, but they also are associated with lower rates of suicidal 

ideation and attempts among youth.
79

 Efforts should be made to fund and re-introduce SAPs, or 

another similar school-based model, to cultivate an environment conducive to healthy student 

development and wellness. 
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Additional Resources 

 
National 

 

Centers for Disease Control and Prevention 

National Institute of Mental Health 

Suicide Prevention Resource Center 

The Dougy Center 

2012 National Strategy for Suicide Prevention: Goals and Objectives for Action 

National Action Alliance: Zero Suicide in Health and Behavioral Health Care 

American Association of Suicidology 

American Foundation for Suicide Prevention 

The Trevor Project - LGBTQ Youth 

The National Suicide Prevention Lifeline 

The Columbia Lighthouse Project- Columbia Suicide Severity Rating Scale 

Safety Planning Intervention - Stanley and Brown Suicide Safety Planning  

Working Minds 

Mental Health First Aid (MHFA) 

Question Persuade Refer (QPR) 

Living Works (ASIST) 

 

Oregon 

Oregon Health Authority  

Oregon Youth Suicide Intervention and Prevention Plan 

 

 

 

 

https://www.cdc.gov/violenceprevention/suicide/index.html
https://www.nimh.nih.gov/health/topics/suicide-prevention/index.shtml
https://www.sprc.org/
https://www.dougy.org/
https://www.ncbi.nlm.nih.gov/books/NBK109917/
https://zerosuicide.sprc.org/
https://www.suicidology.org/
https://afsp.org/
https://www.thetrevorproject.org/#sm.00009x9nayeqhefqw1o2p6yzpvje1
https://suicidepreventionlifeline.org/
http://cssrs.columbia.edu/
http://suicidesafetyplan.com/Home_Page.html
https://www.coloradodepressioncenter.org/workingminds/
https://www.mentalhealthfirstaid.org/
https://qprinstitute.com/
https://www.livingworks.net/
https://www.oregon.gov/oha/PH/PreventionWellness/SafeLiving/SuicidePrevention/Pages/index.aspx
https://www.oregon.gov/oha/PH/PREVENTIONWELLNESS/SAFELIVING/SUICIDEPREVENTION/Pages/plan.aspx
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Lane County 

Prevention Lane 

National Alliance on Mental Illness - Lane County 

Oregon Family Support Network - Lane County 

Jennifer Baker Fund - Suicide Bereavement Group 

Mind Your Mind Project 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://preventionlane.org/
https://namilane.org/
http://www.ofsn.org/ofsn-regional-offices-oregon/ofsn-lane-county-oregon/
http://jenniferbakerfund.org/
https://mindyourmindproject.org/
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Appendix 

Tables for Select Populations 

 

Veterans 

 

Veteran Suicide Decedents by Age, Lane County, OR 2003 - 2015 

 Total  

(N = 234) 

 

 Count % 

Age   

18 - 24  7 3.0 

25 - 44  34 14.5 

45 - 64  83 35.5 

≥ 65 110 47.0 
Table 12. Data Source: Oregon Violent Death Reporting System 

 

 

Circumstances Related to Mental Health and Substance Abuse  

among Veteran Suicide Decedents, Lane County, OR, 2003 - 2015 

 Total  

(N = 234) 

 

 Count % 

   

Mental Health Status   

Mental Health Problem 91 38.9 

Depressed Mood at Time of Death 122 52.1 

Current Mental Illness Treatment 80 34.2 

History of Mental Illness Treatment 

(including current treatment) 

88 37.6 

Substance Abuse   

Problem with Any Substance 58 24.8 

Problem with Alcohol  48 20.5 

Problem with Another Substance 25 10.7 

Suicidal Behaviors   

History of Suicide Attempt(s) 45 19.2 

Disclosed Intent to Die by Suicide 81 34.6 

Table 13. Data Source: Oregon Violent Death Reporting System 
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Mental Health Diagnosis among Veteran Suicide Decedents with a Known Mental  

Health Problem, Lane County OR, 2003 - 2015 

 Total  

(N = 91) 

 

 Count % 

Mental Health Diagnosis   

Depression/Dysthymia 79 86.8 

Bipolar Disorder 12 13.2 

Anxiety Disorder 22 24.2 

Post-Traumatic Stress Disorder 10 11.0 

Other 15 16.5 

Mental Health Treatment   

Current Mental Illness Treatment 80 87.9 

History of Mental Illness Treatment  

(including current treatment) 

85 93.4 

Table 14. Data Source: Oregon Violent Death Reporting System 
 (Note: Percentage may exceed 100% because some decedents may have multiple diagnoses) 

 

 

Interpersonal Problems and Life Stressors among Veteran Suicide  

Decedents, Lane County, OR 2003 - 2015 

 Total  

(N = 234) 

 

 Count % 

Interpersonal Relationship Problems   

Intimate Partner Problem 47 20.1 

Other Relationship Problem 24 10.3 

Death of a Friend or Family Member  

(within the past 5 years) 

30 12.8 

Interpersonal Violence Perpetrator 8 3.4 

Recent Argument 9 3.8 

Life Stressors   

Eviction or Loss of Home 11 4.7 

Job Problem / Lost Job 20 8.5 

Financial Problem 84 35.9 

Criminal/Legal Problem 15 6.4 

Other Legal Problem 11 4.7 

Physical Health Problem 105 44.9 

Table 15. Data Source: Oregon Violent Death Reporting System 
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Mechanism of Death among Veteran Suicide Decedents,  

Lane County, OR 2003 - 2015 

 Total  

(N = 234) 

 

 Count % 

Mechanism of Death   

Firearm 165 71.8 

Poisoning (Including Overdose) 36 15.4 

Hanging/Suffocation 21 9.0 

Other 9 3.9 

Table 16. Data Source: Oregon Violent Death Reporting System 
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Children and Adolescents (≤ 24) 

 

Circumstances Related to Mental Health and Substance Abuse among  

Adolescent Suicide Decedents (≤ 24), Lane County, OR, 2003 - 2015 

 Total  

(N = 86) 

 

 Count % 

Mental Health Status   

Mental Health Problem 43 50.0 

Depressed Mood at Time of Death 44 51.1 

Current Mental Illness Treatment 30 34.9 

History of Mental Illness Treatment 

(including current treatment) 

38 44.2 

Substance Abuse   

Problem with Any Substance 23 26.7 

Problem with Alcohol  16 18.6 

Problem with Another Substance 16 18.6 

Suicidal Behaviors   

History of Suicide Attempt(s) 26 30.2 

Disclosed Intent to Die by Suicide 26 37.2 
Table 17. Data Source: Oregon Violent Death Reporting System 

 

 

Interpersonal Problems and Life Stressors among Adolescent  

Suicide Decedents (≤ 24), Lane County, OR 2003 - 2015 

 Total  

(N = 86) 

 

 Count % 

Interpersonal Relationship 

Problems 

  

Intimate Partner Problem 37 43.0 

Other Relationship Problem 17 19.8 

Death of a Friend or Family Member 

(within the past 5 years) 

6 7.0 

Interpersonal Violence Perpetrator 5 5.8 

Recent Argument 11 12.8 

Life Stressors   

Job Problem / Lost Job 5 5.8 

Financial Problem 33 38.4 

School Problem 8 9.3 

Criminal/Legal Problem 10 11.6 

Physical Health Problem 7 8.1 

Table 18. Data Source: Oregon Violent Death Reporting System 
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Mental Health Diagnoses among Adolescent Suicide Decedents  

(≤ 24) with a Known Mental Health Problem, Lane County, OR 2003 - 2015 

 Total  

(N = 43) 

 

 Count % 

Mental Health Diagnosis   

Depression/Dysthymia 27 62.8 

Bipolar Disorder 9 20.9 

Anxiety Disorder 15 34.9 

Attention Deficit Disorder 7 16.3 

Other 14 32.6 

Mental Health Treatment   

Current Mental Illness Treatment 30 69.8 

History of Mental Illness 

Treatment (including current 

treatment) 

35 81.4 

Table 19. Data Source: Oregon Violent Death Reporting System 

 (Note: Percentage may exceed 100% because some decedents may have multiple diagnoses) 

 

 

Mechanism of Death among Adolescent Suicide  

Decedents (≤ 24), Lane County, OR 2003 - 2015  

 Total  

(N = 86) 

 

 Count % 

Mechanism of Death   

Firearm 48 55.8 

Poisoning (Including 

Overdose) 

10 11.6 

Hanging/Suffocation 24 25.6 

Other 4 17.4 
Table 20. Data Source: Oregon Violent Death Reporting System 
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Adults (24-44) 

 

Circumstances Related to Mental Health and Substance Abuse among Adult Suicide Decedents  

(25 - 44), Lane County, OR, 2003 - 2015  

 Males  

(N = 218) 

 Females  

(N = 80) 

 Total  

(N = 298) 

 

 Count % Count % Count % 

Mental Health Status       

Mental Health Problem 93 42.7 59 73.8 152 51.0 

Depressed Mood at Time of Death 117 53.7 42 52.5 159 53.4 

Current Mental Illness Treatment 72 33.0 53 66.3 125 42.0 

History of Mental Illness Treatment 

(including current treatment) 

85 39.0 58 72.5 143 48.0 

Substance Abuse       

Problem with Any Substance 97 44.5 42 52.5 139 46.6 

Problem with Alcohol  74 33.9 25 31.3 99 33.2 

Problem with Another Substance 52 23.9 30 37.5 82 27.5 

Suicidal Behaviors       

History of Suicide Attempt(s) 63 28.9 41 51.3 104 34.9 

Disclosed Intent to Die by Suicide 85 39.0 37 46.3 122 40.9 

Table 21. Data Source: Oregon Violent Death Reporting System 

 

 

Mental Health Diagnosis among Adult Suicide Decedents (25 - 44) with a Known Mental  

Health Problem, Lane County, OR 2003 - 2015 

 Males  

(N = 93) 

 Females  

(N = 59) 

 Total  

(N = 152) 

 

 Count % Count % Count % 

Mental Health Diagnosis       

Depression/Dysthymia 74 79.6 45 76.3 119 78.3 

Bipolar Disorder 26 28.0 20 33.9 46 30.3 

Schizophrenia 6 6.5 5 8.5 11 7.2 

Anxiety Disorder 16 17.2 18 30.5 34 22.4 

Post-Traumatic Stress Disorder 8 8.6 6 10.2 14 9.2 

Attention Deficit Disorder 5 5.4 5 8.5 10 6.6 

Other 10 10.8 7 11.9 17 11.2 

Mental Health Treatment       

Current Mental Illness 

Treatment 

72 77.4 53 89.8 125 82.2 

History of Mental Illness 

Treatment (including current 

treatment) 

84 90.3 57 96.6 141 92.8 

Table 22. Data Source: Oregon Violent Death Reporting System 

 (Note: Percentage may exceed 100% because some decedents may have multiple diagnoses) 
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Interpersonal Problems and Life Stressors among Adult Suicide Decedents (25 - 44),  

Lane County, OR 2003 - 2015 

 Males 

(N=218) 

 Females  

(N= 80) 

 Total  

(N = 298) 

 

 Count % Count % Count % 

Interpersonal Relationship 

Problems 

      

Intimate Partner Problem 96 

  

44.0 29 36.3 125 41.9 

Other Relationship Problem 28 12.8 12 15.0 103 13.4 

Death of a Friend or Family 

Member (within the past 5 years) 

12 5.5 6 7.5 18 6.04 

Interpersonal Violence Perpetrator * * * * 18 6.04 

Recent Argument * * * * 20 6.7 

Life Stressors       

Eviction or Loss of Home * * * * 16 5.4 

Job Problem / Lost Job 47 21.6 8 10.0 55 18.5 

Financial Problem 63 28.9 26 32.5 89 29.9 

Criminal/Legal Problem 37 17.0 8 10.0 45 15.1 

Other Legal Problem 15 6.9 11 13.8 26 8.7 

Physical Health Problem 25 11.4 10 12.5 35 11.8 

Table 23. Data Source: Oregon Violent Death Reporting System 

* Suppressed 

 

 

Mechanism of Death among Adult Suicide Decedents (25 - 44), Lane County, OR 2003 - 2015 

 Males  

(N=218) 

 Females  

(N= 80) 

 Total  

(N = 298) 

 

 Count % Count % Count % 

Mechanism of Death       

Firearm 121 55.5 19 23.8 140 47.0 

Sharp Instrument 5 2.3 0 0.0 5 1.7 

Poisoning (Including Overdose) 25 11.5 38 47.5 63 21.1 

Hanging/Suffocation 59 27.1 19 23.8 78 26.2 

Other * * * * 12 4.0 

Table 24. Data Source: Oregon Violent Death Reporting System 

* Suppressed 
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Middle-Aged Adults (45-64) 

 

Circumstances Related to Mental Health and Substance Abuse  

among Middle-Aged Adult Suicide Decedents (45 - 64), Lane County, OR 2003 - 2015 

 Males  

(N = (255) 

 Females  

(N = 96) 

 Total  

(N = 351) 

 

 Count % Count % Count % 

       

Mental Health Status       

Mental Health Problem 120 47.1 77 80.2 197 56.1 

Depressed Mood at Time of Death 127 49.8 54 56.3 181 51.6 

Current Mental Illness Treatment 99 38.8 74 77.1 173 49.3 

History of Mental Illness Treatment 

(including current treatment) 

119 46.7 75 78.1 194 55.3 

Substance Abuse       

Problem with Any Substance 95 37.3 34 35.4 129 36.8 

Problem with Alcohol  78 30.1 21 21.9 99 28.2 

Problem with Another Substance 41 16.1 24 25.0 65 18.5 

Suicidal Behaviors       

History of Suicide Attempt(s) 50 19.6 53 55.2 103 28.2 

Disclosed Intent to Die by Suicide 78 30.6 49 51.0 127 36.2 

Table 25. Data Source: Oregon Violent Death Reporting System 
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Mental Health Diagnosis among Middle-Aged Adult Suicide Decedents (45 - 64) with a Known 

Mental Health Problem, Lane County, OR 2003 - 2015  

 Males  

(N = 120) 

 Females  

(N = 77) 

 Total  

(N = 197) 

 

 Count % Count % Count % 

       

Mental Health Diagnosis       

Depression/Dysthymia 99 82.5 66 85.7 165 83.8 

Bipolar Disorder 20 16.7 15 19.5 35 17.8 

Schizophrenia * * * * 13 6.6 

Anxiety Disorder 31 25.8 27 35.1 58 29.4 

Post-Traumatic Stress Disorder 6 5.0 9 11.7 15 7.6 

Other 12 10.0 12 15.6 24 12.2 

Mental Health Treatment       

Current Mental Illness 

Treatment 

99 82.5 74 96.1 173 87.8 

History of Mental Illness 

Treatment (including current 

treatment) 

115 95.8 75 97.4 190 96.4 

Table 26. Data Source: Oregon Violent Death Reporting System 

* Suppressed 

 (Note: Percentage may exceed 100% because some decedents may have multiple diagnoses) 
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Interpersonal Problems and Life Stressors among Middle-Aged Adult Suicide Decedents (45 - 

64), Lane County, OR 2003 - 2015 

 Males 

(N=255) 

 Females 

(N= 96) 

 Total  

(N = 351) 

 

 Count % Count % Count % 

Interpersonal Relationship 

Problems 

      

Intimate Partner Problem 73 28.6 22 22.9 95 27.1 

Other Relationship Problem 31 12.2 9 9.4 40 11.4 

Death of a Friend or Family 

Member (within the past 5 years) 

28 11.0 11 11.5 39 11.1 

Death by Suicide of Friend or 

Family Member (within the past 5 

years) 

5 2.0 0 0 5 1.4 

Interpersonal Violence Perpetrator * * * * 12 8.3 

Recent Argument * * * * 20 5.7 

Life Stressors       

Eviction or Loss of Home 20 7.8 5 5.2 25 7.1 

Job Problem / Lost Job 42 16.5 10 10.4 52 14.8 

Financial Problem 91 35.7 45 46.9 136 38.8 

Criminal/Legal Problem * * * * 28 8.0 

Other Legal Problem 24 9.4 8 8.3 32 9.1 

Physical Health Problem 58 22.8 28 29.2 86 24.5 

Table 27. Data Source: Oregon Violent Death Reporting System 

* Suppressed 

 

Mechanism of Death among Middle-Aged Adult Decedents (45 - 64),  

Lane County, OR 2003 - 2015 

 Males  

(N=255) 

 Females  

(N= 96) 

 Total  

(N = 351) 

 

 Count % Count % Count % 

Mechanism of Death       

Firearm 161 63.1 36 37.5 197 56.1 

Poisoning (Including Overdose) 42 16.5 37 38.5 79 22.5 

Hanging/Suffocation 39 15.3 15 15.6 54 15.4 

Other 13 5.1 8 8.3 21 6.0 
Table 28. Data Source: Oregon Violent Death Reporting System 
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Older Adults (65+) 

 

Circumstances Related to Mental Health and Substance Abuse  

among Older-Adult Suicide Decedents (≥ 65), Lane County, OR 2003 - 2015 

 Total  

(N = 167) 

 

 Count % 

   

Mental Health Status   

Mental Health Problem 58 34.7 

Depressed Mood at Time of Death 87 52.1 

Current Mental Illness Treatment 53 31.7 

History of Mental Illness Treatment 

(including current treatment) 

56 33.5 

Substance Abuse   

Problem with Any Substance 20 12.0 

Problem with Alcohol  18 10.8 

Problem with Another Substance 5 3.0 

Suicidal Behaviors   

History of Suicide Attempt(s) 21 12.6 

Disclosed Intent to Die by Suicide 64 38.3 

Table 29. Data Source: Oregon Violent Death Reporting System 

 

 

Mental Health Diagnosis among Older-Adult Suicide Decedents (≥ 65)  

with a Known Mental Health Problem, Lane County, OR 2003 - 2015  

 Total  

(N = 58) 

 

 Count % 

Mental Health Diagnosis   

Depression/Dysthymia 53 91.4 

Anxiety Disorder 12 20.7 

Other 9 15.5 

Mental Health Treatment   

Current Mental Illness Treatment 53 91.4 

History of Mental Illness Treatment 

(including current treatment) 

56 96.6 

Table 30. Data Source: Oregon Violent Death Reporting System 

 (Note: Percentage may exceed 100% because some decedents may have multiple diagnoses) 
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Interpersonal Problems and Life Stressors among Older-Adult  

Suicide Decedents (≥ 65), Lane County, OR 2003 - 2015 

 Total  

(N = 167) 

 

 Count % 

Interpersonal Relationship 

Problems 

  

Intimate Partner Problem 9 5.4 

Other Relationship Problem 6 3.6 

Death of a Friend or Family Member 

(within the past 5 years) 

29 17.4 

Death by Suicide of Friend or Family 

Member (within the past 5 years) 

5 3.0 

Life Stressors   

Eviction or Loss of Home 6 3.6 

Financial Problem 61 36.5 

Criminal/Legal Problem 5 3.0 

Physical Health Problem 112 67.1 

Table 31. Data Source: Oregon Violent Death Reporting System 

 

 

 

Mechanism of Death among Older-Adult Decedents  

(≥ 65), Lane County, OR 2003 - 2015 

 Total  

(N = 167) 

 

 Count % 

Mechanism of Death   

Firearm 130 77.8 

Poisoning (Including Overdose) 18 10.8 

Hanging/Suffocation 10 6.0 

Other 9 5.4 
Table 32. Data Source: Oregon Violent Death Reporting System 
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